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OVERVIEW OF MENTAL
HEALTH IN LOW-, MIDDLE-
AND HIGH-INCOME GLOBAL
COMMUNITIES

Edilma L. Yearwood and Spencer R. Case

Arthur Kleinman asserted that a significant barrier to global mental health is moral in that
individuals with mental illness exist within poor environmental conditions and that governments,
as stewards of its citizenry, have failed to protect them (2009).

Introduction

Global mental health is an emerging science and the scientists and clinicians engaged in this
work are aggressively working to bring this neglected issue to the forefront. Their actions are
motivated by the knowledge that the extent of poor mental health is widespread with catastrophic
public health impact, and that significant challenges to well-being exist for individuals, families
and communities particularly those living in poorly resourced environments. More than 450
million people globally suffer from mental health challenges with 1 in 4 individuals affected
by a mental illness (WHO, 2010a); however, two thirds of those in need of mental health
treatment never receive it (WHO, 2001a). Mental illness constitutes roughly 13 percent of
the global burden of disease, outpacing cardiovascular disease and cancer (WHO, 2001a) with
depression expected to be the second highest cause of disease burden in middle-income
countries by 2030 (WHO, 2010a). Suicide is ranked as the third leading cause of death in 15-
to 44-year-olds and the second cause of death in 10- to 24-year-olds (WHO, 2014), a statistic
that translates into 800,000 to one million deaths annually.

Globally, more than 40 percent of countries have no mental health policy (WHO, 2001a)
and additionally, one-third of countries allocate less than 1 percent of their health budgets to
mental health. There are fewer available mental health beds to address existing needs, with ranges
of 5-50 beds per 100,000 population depending on low-, middle-, or high-income country
status (WHO, 2014). Globally, nurses are the most prevalent health care professionals and
constitute the largest group working in mental health (Morris, Lora, McBain, & Saxena, 2011).
However, we argue that nurses are not being fully utilized as resources in mental health promotion
and prevention efforts across all countries.
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The assertion made in 2005 that, “there can be no health without mental health,” (WHO,
2005, p. 11) endorsed and supported by the World Health Organization (WHO), appears
to have been a timely catalyst for an increased focus on obtaining prevalence data on mental,
neurological and substance use disorders globally, and for bringing about widespread discussion
of mental health and prevention of mental ill health. However, variability exists across countries
at multiple levels when looking at drivers known to promote or impede mental health or
well-being. At the macro system level, areas that are the responsibility of governments include
ensuring healthy economic conditions, developing and enforcing humanistic policies, valuing
comprehensive well-being of its citizenry and promoting knowledge by making education
accessible for all. These factors provide a basic underlying framework for health, including mental
health. Building on these, safeguarding human rights as a fundamental underpinning of well-
being, early case finding, ensuring availability of treatment resources (human, materials and
services), stigma elimination, supportive cultural attitudes, consumer awareness, mental health
literacy and mental health promotion strategies are critical ingredients to further support mental
health. The process of global mental health awareness and promotion, research, and developing
evidence-based treatment strategies to fit specific resource-able and culturally distinct contexts
is developmentally in its infancy across different global communities. New models of treatment
must be developed, including intentional integration of mental health care in primary care, task
sharing through the use of traditional healers and non-specialist workers in low resourced
environments, and expanded use of technology to begin to meet the vast mental health needs
that exist and that cannot be managed with the existing number of trained mental health care
providers who primarily reside in cities or more populated regions within countries. Without
healthy human contributors to societal development, the specific community, state, region or
country remains at a disadvantage, fails to flourish and lags behind comparable entities across
multiple measures of overall health, including mental health.

Non-communicable disease burden, of which mental health is a component, increased from
36 percent to 49 percent in low- and middle-income countries from 1990-2010. During the
same time frame, non-communicable disease burden in high-income countries saw only a 4
percent increase (Charlson et al., 2015). Cause specific deaths (one underlying cause) resulted
in 775,000 deaths attributable to Alzheimer’s and other dementias, alcohol abuse and epilepsy.
Excess deaths (due to multiple factors) accounted for over 8 million deaths and were associated
with alcohol use disorder, schizophrenia, Alzheimer’s and other dementias and opioid misuse.
Other mental disorders such as bipolar, major depression, autism, and intellectual disability resulted
in 4.5 million deaths (Charlson et al., 2015).

This chapter will provide the framework for understanding the emergent field of global mental
health as will be described throughout this text, define common terminology, discuss incidence
and prevalence of major neuropsychiatric disorders, describe characteristics of low-, middle-,
and high-income countries, illustrate consequences of unmet mental health needs and identify
individuals and organizations leading the global mental health movement.

The purpose of this textbook is to provide a nursing perspective on the global mental health
crisis, describe prevention, mental health promotion and evidence-based treatments, and present
several in country exemplars with individuals and groups experiencing mental and behavioral
health challenges. Nurses, as the largest health care profession globally can make significant
contributions to improving mental health across all income communities and the profession can
play a more significant role in the movement for global mental health and the evolution of
global mental health science.
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Low-, middle-, and high-income countries

On an annual basis the World Bank determines Gross National Income status of World Bank
members and other countries with populations greater than 30,000. The three factors examined
are country income level, region of the world in which the country is situated and country
lending status.

Low-income countries are defined as countries with citizen incomes of $1035 or less annually.
Examples of countries in this category include the Central African Republic, Democratic Republic
of the Congo, Cambodia, Afghanistan, Ethiopia, Haiti, and Uganda.

Middle-income countries are countries in which citizens on average earn between $1036 and
$12,615. Examples of countries in this category are Angola, Brazil, China, Columbia, Costa
Rica, Cuba, Turkey, and the Dominican Republic.

High-income countries are countries in which citizens on average earn greater than $12,616
annually. Countries in this category include the United States, Canada, England, Australia, France,
Germany, Belgium, and Argentina (World Bank, n.d.).

Mental health and mental illness

Mental health has been defined as, “a state of well-being in which an individual realizes his or
her own abilities, can cope with the normal stresses of life, can work productively, and is able
to make a contribution to his or her community” (WHO, 2001b, p. 1). While mental health
is achievable in individuals across the lifespan, it is increasingly clear that overall psychological
wellness or mental well-being is dependent on factors frequently outside the control of the
individual. These external factors termed social determinants of health (SDH) include environ-
mental conditions that exist where people are born, live, work, and play; socio-economic status
such as poverty; access to education and subsequent health literacy; race and gender; early
childhood experiences associated with social advantages or disadvantages; availability of and access
to resources including health care services; lack of or ineffective policies, and individuals and
communities who have been disempowered (Braverman ef al., 2011; Friel & Marmot, 2011).
In addition, biological risk for mental illness exists, rendering some more vulnerable as most
psychiatric disorders have a genetic basis and frequently originate in childhood or adolescence.
Recently there has been a push to replace the term mental health simply with well-being due
to the stigma associated with the terminologies of mental health and mental illness. Both terms,
mental health and well-being will be used in this textbook.

Mental illness, at times referred to as mental ill health, is a brain disease manifested when the
individual experiences alteration in thinking, mood or behavior often accompanied by distress
and/or impairment in functioning, disability or mortality (WHO, 2013). Addressing and
ameliorating individual vulnerabilities across multiple areas must become the focus of effective
interventions to avoid or mitigate mental ill health. The burdens associated with mental disor-
ders include poor health literacy, poor quality of life, inability to achieve one’s potential, isolation,
and potential for shorter life expectancy. There are an estimated 450 million people worldwide
living with a mental illness and of that number, approximately 50-85 percent who are in need
of mental health services do not receive them (Demyttnaere ef al., 2004). In low-income coun-
tries less than 1 percent of health spending is allocated to mental health. In middle-income
countries approximately 2.5 percent is spent on mental health, and in high-income countries,
5 percent of health care dollars are earmarked for mental health services (WHO, 2011).

Along with the sparse allocation of financial resources dedicated to mental health promotion
and treatment, many countries are either missing written policies or plans, or have outdated
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documentation outlining a vision for ensuring the mental health of its citizenry. In addition,
accurate data collection on prevalence, monitoring of services and research on treatment effec-
tiveness are missing, primarily in low- and middle-income countries. Variability across countries
in the area of data collection methodology impacts the quality, accuracy and completeness of
what truly exists and what is known. Without these data, it is difficult to make a compelling
case for reallocation of funds even if they were available (WHO, 2013). Global mental health
scientists are aggressively striving to rectify this situation.

Global Burden of Disease (GBD) represents epidemiological data reflecting risk factors,
mortality, morbidity, health and injuries associated with disease burden. GBD incorporates
prevalence and disability to arrive at an estimate of years lived with disability (YLDs). In addition
it collects data on number of years that are lost to premature mortality (YLLs). The sum of
both of these factors yields to disability-adjusted life years (DALYs). The 2010 GBD survey
indicated that mental, neurological, and substance use disorders were the leading cause of YLDs,
accounting for more than 10 percent of the global burden of disease (Whiteford et al., 2013;
Whiteford, Ferrari, Degenhardt, & Feigin, 2015). These chronic and non-communicable
diseases more significantly impact low- and middle-income countries. Table 1.1 illustrates the
WHO GBD for neuropsychiatric disorders and Table 1.2 provides a comparison between WHO
and the Institute for Health Metrics and Evaluation (IHME) across neurologic, mental,
behavioral, self-harm, and interpersonal violence dimensions.

Table 1.1 Global burden of disease: how the WHO Mental Health Atlas 2011 calculated the global
burden of disease for mental ill health

WHO

Neuropsychiatric disorders (as reported in the WHO Mental Health Atlas 2011 Country Profiles)

The following disorders were used to calculate the global burden of disease (DALYs) for mental ill
health in the WHO Mental Health Atlas 2011 country profiles. (Note: the WHO does not use the
term “neuropsychiatric disorders” in the most recent classifications for the GBD.)

Unipolar depressive disorders
Bipolar affective disorder
Schizophrenia

Epilepsy

Alcohol use disorders
Alzheimer and other dementias
Parkinson’s disease

Multiple sclerosis

Drug use disorders
Post-traumatic stress disorder
Obsessive-compulsive disorder
Panic disorder

Insomnia (primary)

Migraine

www.who.int/healthinfo/global_burden_disease/2004_report_update/en/
www.who.int/mental_health/evidence/atlas/profiles/en/




Table 1.2 Comparison between WHO and the Institute for Health Metrics and Evaluation (IHME)
across neurologic, mental, behavioral, self-harm, and interpersonal violence dimensions

Organization: IHME Organization: WHO

Classification: “neurological disorders” Classification: “neurologic conditions”
Alzheimer’s disease and other dementias Alzheimer’s disease and other dementias
Parkinson’s disease Parkinson’s disease

Epilepsy Epilepsy

Multiple sclerosis Multiple sclerosis

Migraine Migraine

Tension-type headache Non-migraine headache

Other neurological disorders Other neurological conditions
http://viz.healthmetricsandevaluation.org/ www.who.int/healthinfo/global_burden_disease/
gbd-compare/# estimates_regional/en/index1.html
IHME WHO

“Mental and behavioral disorders” “Mental and behavioral disorders”
Schizophrenia Unipolar depressive disorders

Alcohol use disorders Bipolar disorder

Drug use disorders Schizophrenia

Opioid use disorders Alcohol use disorders

Cocaine use disorders Drug use disorders

Amphetamine use disorders Anxiety disorders

Cannabis use disorders Eating disorders

Other drug use disorders Pervasive developmental disorders
Unipolar depressive disorders Childhood behavioral disorders

Major depressive disorder Idiopathic intellectual disability
Dysthymia Other mental and behavioral disorders

Bipolar affective disorder

Anxiety disorders

Eating disorders

Pervasive development disorders
Autism

Asperger’s syndrome

Childhood behavioral disorders
Attention-deficit hyperactivity disorder
Conduct disorder

Idiopathic intellectual disability

Other mental and behavioral disorders

http://viz.healthmetricsandevaluation.org/ www.who.int/healthinfo/global_burden_disease/
gbd-compare/# estimates_regional/en/index1.html

IHME WHO

“Self-harm and interpersonal violence” “Intentional injuries”

Note: the IHME does not use the term “suicide” Note: the WHO does not use the term “suicide”
Self-harm Self-harm

Interpersonal violence Interpersonal violence

Assault by firearm Collective violence and legal intervention

Assault by sharp object

Assault

http://viz.healthmetricsandevaluation.org/ www.who.int/healthinfo/global_burden_disease/

gbd-compare/# estimates_regional/en/index1.html
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General information on calculating the burden of disease for
mental ill health (unrelated to the WHO Mental Health Atlas 2011)

There are two global health authorities that calculate the global burden of disease (GBD) for
mental ill health, the Institute for Health Metrics and Evaluation (IHME) and the World Health
Organization (WHO). The IHME and the WHO calculate the GBD for mental ill health by
classifying conditions according to type, and both organizations classify conditions differently.
The GBD can be reported according to Disability Adjusted-Life Years (DALYs) where one
DALY equates to one lost year of “healthy” life.

The sum of these DALY across the population, or the burden of disease, can be thought
of as a measurement of the gap between current health status and an ideal health situation
where the entire population lives to an advanced age, free of disease and disability.
DALYs for a disease or health condition are calculated as the sum of the Years of Life
Lost (YLL) due to premature mortality in the population and the Years Lost due to
Disability (YLD) for people living with the health condition or its consequences.
(World Health Organization, n.d.)

Overview of mental health challenges

Mental, neurological/neurodevelopmental and substance use disorders all present challenges to
individuals, families, and communities, impacting global burden of disease, economies, and overall
health across multiple environments. Low- and middle-income countries are particularly
challenged to adequately assess prevalence, develop and implement evidence-based treatments,
have adequate human and treatment resources, and to provide long-term supports to maintain
mental health. Each of these categories is briefly described below and will be explored in greater
length throughout this book.

Mental health disorders

Mental health disorders are a set of symptoms associated with a DSM-5 or ICD-10 diagnosis
in which there is significant disturbance in an individual’s cognition, emotion regulation, or
behavior that impacts functioning. Mental disorders are caused by genetic, social, and environ-
mental factors. They are usually chronic and contribute to disease burden due to early onset,
prevalence, impairment, persistence, and associated co-morbidities. Mental disorders contribute
to distress in social, learning, occupational, relational, or other important activities. Examples
of mental disorders include mood dysregulations such as major depression and bipolar disorder,
schizophrenia, anxiety disorders such as post-traumatic stress, generalized anxiety, obsessive-
compulsive, panic, and somatization disorders (APA, 2013; Collins, Patel, & Joestl, 2011; Hyman,
Chisholm, Kessler, Patel, & Whiteford, 2006; Whiteford et al., 2015).

Neurological/neurodevelopmental disorders

Neurological/neurodevelopmental disorders are disorders of the brain, spinal cord, or nerves that
impact memory, learning, mood, movement, and one or more of our senses. The etiology of
these disorders are varied and include genetics, poor nervous system development, degenerative
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diseases, injury, seizures, infections, tumors, or poor blood flow (NINDS, n.d.). Disorders
in this category include Alzheimer’s and other dementias, epilepsy or seizure disorders, autism,
learning and intellectual disabilities, attention deficit disorder, Parkinson’s disease, and acute
ischemic strokes (Chandra et al., 2006; NINDS, n.d.).

Substance use disorders

Alcohol, tobacco, and illicit drug use is a significant public health crisis across the lifespan and
across all income countries globally. Substance use should be examined looking at volume
and frequency of consumption, dependence and tolerance, impaired control, consequences to
health, safety, quality of life, relationships, and productivity (Rehm, Chisholm, Room, & Lopez,
2006). Substances include alcohol, opiates such as heroin, opium and analgesics, stimulants such
as cocaine and methamphetamines, inhalants and hallucinogens, among others.

WHO Mental Health Gap Action Programme (mhGAP) developed evidence-based
management and scaling up guidelines for use when intervening with mental, neurological,
substance use and child and adolescent disorders along with clinical practice recommendations
applicable to low- and middle-income communities (Dua et al., 2011; mhGAP, 2008). In addition,
the Institute of Medicine supported development of core care competencies for non-specialist
health workers in low- and middle-income countries. The competencies focused on the major
mental, neurological and substance use disorders causing the greatest burden such as depression,
psychosis, seizure, and alcohol use disorders (Collins, Musisi, Frehywot, & Patel, 2015). The
competencies identified provider skills and characteristics to effectively manage the disorders,
screening strategies, knowledge of what is assessed during screening, knowing when to refer to
providers with additional training, and awareness of basic care needed (Collins et al., 2015).

Table 1.3 provides an additional portrait of multiple factors impacting mental health in various
countries and provides a visual comparison. The table includes among other factors, GBD,
population literacy, presence or absence of mental health policies, resources (psychiatrists, mental
health nurses, inpatient and community treatment facilities, and suicide rates).

An upper middle-class country exemplar

China, with a population of 1.3 billion people, reportedly has over 100 million people with
mental health challenges (Tse, Ran, Huang, & Zhu, 2013), but accurate data is difficult to obtain.
With this volume of individuals and families in need of treatment, the current 4 percent of
health budget allocated for mental health along with the lack of inpatient resources created a
crisis, which resulted in critical changes. The health budget targeting mental health has recently
been doubled, resulting in mental health surveillance and work plans to target surveillance data,
and additionally, the first National Mental Health Law has been passed. The law supports
voluntary treatment, prevention and rehabilitation, expands the role of non-governmental
organizations (NGOs) in providing services, promotes scientific research and international
collaboration, puts in place social services to support individuals and families in need and provides
resources to finance services (Phillips ef al., 2013; Zhou & Xiao, 2015).

Ultimately, unmet mental health needs have serious consequences. Table 1.4 provides a brief
list of these effects on individuals. These consequences will be discussed throughout this
textbook, reiterating the urgency for an intentional and comprehensive approach to eliminating
challenges associated with achieving mental health and well-being.



6CCl L 66
S8¢Cl N NN NN 08L $9°C €s'1 PR CLN 66 W NN S 9°LI Y] pue eIsy sty
(FL8¢"T) eurgD

"S19°TI$ 01 980°t$ Jo eides tod [ND :owrodur-a[pprw-soddn

L9 6§:d
NN 6CLE 0 S ¥8¢L  S81°0 A S9N 6L W NN 29°¢C 611 ISy YInog
(L°061) uerspreq

Ld 964
NN NN NN 8t NN 1070 PA 89N L6 W NN 96T L0L oYEd pue esy iseq
(¢'8¢¢) ersauopuy

164 89 kLA
TTLN 000¥ NN S 9910 10€0 ON SS9 88 W 90°0 9I'F 91 ISy (anog
(5'9,¢1) erpur
'G80‘F$ 01 9¢0‘1¢ Jo eided 1od [N :9UIOIUI-I[PPIIU-IIMOT

1S z9
NN 1 0 9  9¢T0 9900 PR 8N 69 W NN r0'C Lt eILYY Uereyes-qng
(1'12) "doy] 'wa(q ‘08u0)x

Y9 :d 66
NN LS 1 1 650 ¥0°0 ON 19N 29 W NN 9zt 8¢ eILJY Uereyes-qng
(T'68) erdorypgy

L 9L
NN 09 11 1 0T0 L0°0 PA 69N £LW Fr0 I¥¢ I ISy (Inog
(9°961) ysope[duegy
'$s9[ 10 G¢(‘1¢ Jo varded 1od INO :oWIOOUI-MOT

das
4001 qH o % Jo9 HIWN

J00orI wd dO 'Sa4 “dsoy Jasanu J00TI Aonjod Yy Iy SV HIN SV yjpay ago uoISXY yuvg pop
/Sopping HWN  wwo)  pdsg HIN  /phsd HWN  wHT %  WoHL  uoHJ %  (suonpuu uy uoypindod) daguno)
zl Ir 01 6 8 L 9 < t £ z I ($S01) Surdnoss vydva aod IND

earded 1od owoour feuoneu ssoid pue uonendod 01 Surpiodode Anunod Aq s109dse Yaeay [eaustu :adedspue] ya[eay [BIUSIN €] JqU ],



$SA2INOSAT Euﬂmoﬂ ,wO SULId) Eﬂ ®~@Nu0- mﬂ N@BU**

Anunod pado[aAdp 1se9] 10J BLIILD N() $1(0¢ $I99W ANUNO )y
wﬁo—mﬁm\wnﬁﬂ EOCNﬂEOmEM = NN

($sn) Surdnoss endes 1od [NO Yueg pHoA S10T

HEIIN

N1# /U9 /s3[1301d /se[Ie /90UdPIAD /Y[ [BIUIUL /UL OYM MMM SI[JOIJ ANUNoD) [10g SEPY PEOH [BIUSN OHM

/U2/TTOT SePY ta[eay [eauat/suonedrqnd /a[eay [euat/Jur oy Mmm (T TZ SERY P[EIH [EIWN OHM

xdse satnuno)-pado[aad (115 -JO-1SI[-N (] /SIIUN0) () 2% PAdO[oAd () ZY4ISE T /oPTE /so8ed /ua /310 peioun / /:dny as1] Anunod padofaasp 1sed] NN
Jpd-8uamesys-eiep-uonendod-¢ 10z /¢ 13pd /310" q1d mmm 90yg ereq uonendod PO €107 :heaIng 20ua1djay] uonendog
/IN0qe /310 P20 MMM (([DFQ Y noqy udwdopad(] pue uoneiado-o)) pue drouody 10§ uoneziuediQ

SUOTIEONISSE[I-ATUNO0D-G [ ()7 /SMaU /F10"ueqpIom-eyep / /:dny suonesyisse;) Anuno)) eardes 10d IND Jueq prIop ¢10T

“mwu.ﬁsom

8L L6
NN ¢ 0 1 454 €0 ON 9L  #6 ‘W NN I8c 6°61 LYY [MON pu Iseq S[PPIN
(¢'6) soreanuy qexry pajrun)

NN 6 4 0z el 16C SOR L 96
CLW 86 I 68°€ L6 #I TV YUON pue Iseq S[PPIN
(I'0¢) erqery pneg

G6:d 9L 00 A
6°€S TN CLIY 11 09¢  9T9% 1911 A F9IN 001 ‘W NN ] 961 ey [enua) pue adomy

(S°¢¥1) uopeIOpay ueIsSIYY
a10wW 10 919z1¢ Jo vaded 1ad IND (@DFO-uou) dwoduI-y3ry

6% 08 00@ A
961 ‘W 2oy NN T 96T S80T 9K 9LN 001 ‘W NN STl Z°§Z ueaqque)) dY) PUE edLIOUIY UnE]
(€°11) eqnDxx

¢1d 6Ld 864
89 ‘N 8T NN 9% 9C LS°1 PA SLIN 86 W €9°0 LF9 ¥ 61 UBIQQUED 9} PUE EILDUIY UDE]
(9°L11) ooXOW

61 :d 8L 664
LN 098 95 80C 91 L0°€ PA ILN L6 8€C 06 £°0Z ueaqquED) SY) pue ESLOUIY UNE]

(gs61) nzeag



(COHM ®aduan) yud oepdnTirodor (0g
/ISEISIPTUIPANG” [eqO[S /OFUII[EAY /UL O MM *(33epd) 0T :958asE(] JO uapang [eqo[D) YL, “(800T) OHM) UOHE[IO[Ed (1D OHAN 9y} UF papnput jou
Aewr S19pIOSIP [eIOIARYSQ pue [eudwr o[dn[nu ‘o103o10y T, ourerdmu {(Arewnd) eruwosur (1opiosip orued (1opIosip dAIS[NAUIOD-JAISSISqO (IOPIOSIP $$OIIS dTjRLUNEI)
-150d fs19pI0SIp 9sn SnIp (s15019[0s AN (ISLISIP § UOSUTYILJ SLUIUWAP I9YIO PUE ISLISIP S IOUWIMYZ[Y SIOPIOSIP sn [orjodfe ‘Asdofrda feruarydozriyds 1opIosip
aanoage xejodiq ‘s1opiosip darssaxdop rejodrun opnpur  s1oprosip deryoAsdornau,, 10 suonemoEd (4O [10T SRV WPEIH [BUSN OHM UL ] uwno) .
"SILIIUNOD SSOIOE AIUISPIP para1diojur waaq daey Aewr sardojouruuio) £9AIns [70g Sy PeoH MU OHM UL
"JUDI ISOW ) 9 10U AeWI YIIYM JO JWOS ‘s901n0s d[dnnuw woiy eyep s310dax opyord Anunod [0z sepy PEIH [BIUIIN OHM UL o
'sopgoxd Anunod [0z SePY P[ERH [RUSN OHM o3 Woy ( N(,,) Tep Surssiy — »
‘PopN[OUL 10U 1€ SALUNOD (DO o
‘Burdnoid [NH 01 Surprodoe suonendod 1s931e] 9 YIIM SILUNOD 10] eiep sIudsa1dor AJUo o[qer AU,
:suone)ruIy dqe],

(/1oqe /310" P00 Mmmm)

'SAMUNOD IoquIall ([DFQ 03 pareduiod

UOUM [eRIURISqNS $$9] 9q ABW WONEINPI PUE TP[EIY SE YONS SI0ILITPUT JUIWdO[PAIP IO ‘919 g T$ 1040 aq Aewr eardes 1od [ND 28eraae ySnote asnesoq d[qed a3 ut
pajuasador are SOLUNOD (DFO-UOU SWOOUI-YSIH |, "PHIOM ) punole JUrqam [E0s pue JIuouods aaoxdur 03 sanrod sjourord, | 1ey) SOLIUN0d pajuaLIo JOSIEw pue
A[reonemowop pue ‘pasueApe A[[EITION09 ¢ Jo dnoid e st (D) ruowdopad( pue uoneado-oD) pue dIOUOIT 10§ UonNeziuesIQ UL, :ADHO Y3 SI Ieym

(SuomEOYISSE[-ANUN0I-G [ () /SMall /310 yueqpiom erep / /:dny)

7 A[ o 189K YOEI 195 918 SUOMEIYISSE[D JWODU] :3JON "oIowl 10 919z ¢ Jo edes 1od [NO ®

M 9SOY) 21 SILNUNOD JWOUI-YSIY {GT9‘g ¢ Ueyd $s9] INq 980§ ueyd 210w Jo eided 10d [N © Yt 95012 dIe SALUNOD dwoduI-a[pprut 1addn (6g(‘p¢ ueyy ssof
nq 9¢(‘1$ ueyy arow jo eirded 1od [N B M SO AIB SALNUNOD JWOIUI-I[PPIW I9MO] (G¢()‘[$ JO varded 1od N[O & Yarm 95073 918 SAINUNOD dWOodUI-MoT “eirded
10d (IND) 2wodur [eUONEU $s0I3 g[()g 01 SUIPI0IOE PayIsse[d satnuno)) :($SN) (POYP sepy queqg proA\) sdnoid swoour [eondfeue sjueq prox ¢10¢

so[ewudy pue sopew 9jdoad )0‘01 4od 3es SpMS BOQT/SIPRIMS TT

*sonIIoey Juenedino yIeay] [eIusw Jo IoquINu [eI0 ], *9ef JO HW [ ]

"*A1unod oy) ur SAMI[IOE) [ENUIPISAI AITUNWWIOD JO I9qUINU [EI0], :*SaT "WIU0D)) ()]

*Anunod atp ur speadsoy ommeryoAsd Jo roqumu [ero T, *dsoy ‘yoLsg

ddoad 000*001 4od sosmu YIedY [BIUSN H[OQT/ dSINU HIN

ordoad 000‘00T 1od sistmeryoAsq MOOT/ "YP4Lsd

"oU 10 SoA ‘9ouansixa ur Aorjod yapeay [raudN Aorjod HIN

“(s1ea4) aarq 28 Aduedadxo T ryparg e I

'SO[BUId] PUE SIEW 10 (94) e ADRINTT :2I04a11T ¥,

*198pnq Iy 21 JO 9, B St YI[EIY [EIWAW U0 2IMIpuadxo JUawuIonos (10T, :gH o 9, sv HIA uo AT,
"dD Jo 98rauorad e st ya[eay U0 2IMIpuIdXo JUIWUIIAOS [RI0], @D JO 9, sP Y)vaf] uo gJ,
*(s19pI0sTp o1merydAsdoInau) ey [T [eIUSW 03 anp (SXTY () 1ea4 I paisnlpe-AIIqesTp Ul PaInseaw ‘(o) ASeIsIp Jo uapinq [eqoi3 oy Jo % HIA ddD %

— AN O

'soLUNOd ([DHO-uou sapnput Ajuo urdnoid

QwodUIr-y3ry 2 ‘dnoi8 owoour yue 10 1od (suonemdod SALNUNOD 1833Ie] 2211 AU 1udsd1dor sAInUNO~) Suidnoa8 eyideo iod
-ySIy Ay L Lyueq pHOM C10T (suone| €10T) 9 [ 213 9y . D H($sn) 3ur I IND
:uwnjod £q sI0jedIpur dqer,



Overview of mental health

Table 1.4 Consequences of unmet mental health needs

Chronicity of symptoms

Decreased productivity (GBD; DALY5)
Exacerbation of symptoms

Isolation

Loss (relationships, work, status, self-esteem)
Poor economic status

Poor quality of life

Poor self-concept

Suffering

Victim of stigma

Global mental health advocates

Numerous organizations have begun to include concepts associated with advancing mental health
in their mission, have developed goals to achieve improvement in psychological well-being of
individuals, and have identified strategies to improve conditions that contribute to overall
community well-being. These organizations include the United Nations (UN), the World Health
Organization (WHO), regional WHO offices (in the Americas, Africa, Eastern Mediterranean,
Europe, South-East Asia, and Western Pacific), the National Institute of Mental Health (NIMH),
Non-Governmental Organizations (NGOs), the World Bank, Human Rights organizations,
religious institutions and the London School of Hygiene and Tropical Diseases. While these
steps are crucial and laudable, the overwhelming needs and low resource status of some
countries makes this work daunting.

The Millennium Development Goals (MDGs) developed by the UN in 2000 identified goals
that were complementary to the social determinants of health but did not specifically identify
or include mental health or psychological well-being as a goal. Work on achieving the MDGs
spanned the period 2000 to 2015. The UN is now in the process of replacing MDGs with
Sustainable Development Goals (SDGs). The goals of the original MDGs were to: 1) eradicate
extreme poverty and hunger; 2) achieve universal primary education; 3) promote gender equality
and empower women; 4) reduce child mortality; 5) improve maternal health; 6) combat
HIV/AIDS, Malaria and other diseases; 7) ensure environment sustainability, and 8) develop
global partnerships for development (UN-WHO Policy Analysis, 2010). More recently the
Movement for Global Mental Health asked the UN to include three components in the new
SDG’s that relate to social determinants of health. These include:

1 Promote protection of human rights and prevent discrimination against people
with mental illness and psychosocial disability.
2 Bridge the massive mental health treatment gap and improve access to health and
social care.
3 Integrate attention to mental health into development initiatives.
(Eaton, Kakuma, Wright, & Minas, 2014)

The SDGs will be constructed with broad input from ministers of health, health care

professionals, consumers and advocacy groups from around the world and are expected to be
aligned with identified goals of participating low-, middle-, and high-income countries. The broad
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guiding principles driving goal development for this next round of global health goals include
human rights, treatment gaps, equality, and sustainability.

As the mental health crisis continues and expands into all age groups and across borders,
it is important to identify seminal works, movements, and organizations that are intentionally
working to improve mental health for all. The focus has been on acquiring accurate prevalence
data, developing community-involved interventions, training lay individuals from the community
and culture to deliver interventions and support those with mental and behavioral challenges,
working to decrease stigma, and providing research-informed education to promote mental
health literacy in both professional and lay communities. The following is a partial resource list
illustrative of this work.

Seminal documents, organizations and advocacy groups in the
field of mental health promotion

1 mhGAP: The Mental Health Gap Action Programme of the World Health Organization
works to promote government and stakeholder action to scale up services and interventions
to provide care for those challenged by mental, neurological, and substance use disorders.
mhGAP developed the Mental Health GAP Evidence-Based Treatment Intervention Guidelines
for Mental, Neurological and Substance Use Disorders in Non-Specialized Health Settings (WHO,
2010b) and the mhGAP Humanitarian Intervention Guide (WHO, 2015).

2 WHO: The World Health Organization was established in 1948 by the United Nations
and identified as the leading authority worldwide to direct and coordinate the health of
all nations within the United Nations. The mission of WHO “in the area of mental health
is to reduce the burden of mental disorders and to promote the mental health of the
population worldwide” (WHO, 2011). To accomplish its mission, the WHO promotes
leadership, research, health standards, importance of using evidence to inform actions and
treatments, disease surveillance and response, technical support, education, and monitoring
of health conditions. It provides a significant body of work on its website on a variety of
health and mental health related topics. WHO has been at the forefront in responsiveness
to both communicable and non-communicable diseases, health systems, health promotion
and preparedness.

3 Mental Health Atlas: The Mental Health Atlas series is a publication of the WHO that was
started in 2001. Subsequent versions of the document were in 2005, 2011 and most recently,
2014. The goal of the Atlas series is to “collect, compile and disseminate relevant information
on mental health resources available within countries” (WHO, 2011). This evidence-based
document chronicles global trends in the field to support advocacy and action to support
an increase in resources, direct research activities, and ultimately catalyze a positive change
in conditions.

4 The Lancet Series: The Lancet Mental Health Series of 2007 and 2011 was a groundbreaking
set of scholarly papers that brought together researchers and scientists from around the world
who engaged in methodical and comprehensive descriptions of initial and updated mental
health conditions in low-, middle-, and high-income countries. The authors of many of
the papers continue to conduct research and disseminate updated data on a variety of mental
health issues. The series can be accessed at: www.thelancet.com/series/global-mental-health
and www.thelancet.com/series/global-mental-health-2011.

5 Human Rights Advocacy: Human Rights Advocacy groups work to advocate for victims
of human rights violations. Globally most countries have ratified international treaties
endorsing human rights and humanitarian laws.

14
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Movement for Global Mental Health: The Movement for Global Mental Health (MGMH) is
a network of individuals and organizations, whose goal is to improve services for people
with mental and psychosocial disabilities worldwide. MGMH prioritizes their work in low-
and middle-income countries with a focus on scientific evidence and human rights
protection. Additional information can be obtained at www.globalmentalhealth.org.
Grand Challenges Canada: The Grand Challenges Canada was established in 2010 to support
Bold Ideas and Big Impact global research. The research must identify a barrier that if
removed would help solve a significant problem in a developing country. Global mental
health is one of the portfolios funded. Additional information can be obtained at www.
grandchallenges.ca/grand-challenges/global-mental-health.

National Institute of Mental Health (NIMH) (USA): NIMH strives to promote understanding
and treatment of mental illnesses by engaging in and advancing basic and clinical research
aimed at prevention, recovery and cure. NIMH is the largest organization in the world
that endeavors to comprehend brain science and human experiences that contribute to
behaviors. The 2016 NIMH operating budget is $31.3 billion dollars. Additional information
can be obtained at www.nimh.nih.gov.

Substance Abuse and Mental Health Services Administration (SAMHSA) (USA): SAMHSA was
established in 1992 to advance behavioral health and decrease the impact of substance abuse
and mental illness in communities within the United States.

The 2016 budget of 3.7 billion dollars will target goals of building strong communities,
strengthen crisis systems, increase the behavioral health workforce, develop strategies to
combat prescription drug and opioid abuse and support behavioral health needs in tribal
communities. Additional data can be obtained at www.samhsa.gov.

Pan American Health Organization (PAHO): Founded in 1902, PAHO is an international public
health agency and Regional Office for the Americas of the World Health Organization that
provides technical support and fosters partnerships in countries in the Americas, Canada and
the Caribbean. Their Non-Communicable Diseases and Mental Health branch focuses on
prevention and control of non-communicable diseases, identifying and mitigating risk factors
for mental, neurological, and substance abuse disorders that are culture specific. It raises public
awareness, supports capacity building, and promotes policies, programs and services to en-
hance mental health. Additional information about PAHO can be obtained at www.paho.org.
Center for Global Mental Health (www.centreforglobalmentalhealth.org) at the London School
of Hygiene and Tropical Medicine (www .Ishtm.ac.uk): A renowned center that focuses on
public and global health research, scholarship and education with a goal of translating
knowledge to practice and policy.

WHO MiND: Mental Health IN Development: This is a WHO Quality Rights online tool
of national and international resources used to end discrimination and violations against
those with mental and behavioral disabilities. Additional information can be obtained at
ww.who.int/mental_health/policy/contact/en/.

WHO AIMS: This is an assessment tool to determine the overall quality of mental health
systems. The tool focuses on six domains containing 156 items. Additional information
about AIMS can be found at www.who.int/mental_health/ WHO-AIMS/en.

WHO comprehensive mental health action plan (2013-2020) as shown in Table 1.5.

Conclusion

For the past 15 years there has been an intentional and dynamic focus on bringing an accurate

picture of global mental health needs to the forefront and to the attention of those in positions
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Table 1.5 WHO comprehensive mental health action plan (2013-2020)

Obective 1: To strengthen
effective leadership and
governance for mental health

Objective 2: To provide
comprehensive, integrated
and responsive mental health
and social care services in
community-based settings

Objective 3: To implement
strategies for promotion and
prevention in mental health

Objective 4: To strengthen
information systems,
evidence and research for
mental health

Target 1.1:

80% of countries will have
developed or updated their
policies or plans for mental
health in line with international
and regional human rights
instruments (by the year 2020)
Target 1.2:

50% of countries will have
developed or updated their law
for mental health in line with
international and regional human
rights instruments (by the year
2020)

Target 2:

Service coverage for severe
mental disorders will have
increased by 20% (by the year
2020)

Target 3.1:

80% of countries will have at
least two functioning national,
multisectoral mental health
promotion and prevention

programmes (by the year 2020)

Target 3.2:

The rate of suicide in countries
will be reduced by 10% (by the
year 2020)

Target 4:

80% of countries will be
routinely collecting and
reporting at least a core set of
mental health indicators every
two years through their national
health and social information
systems (by the year 2020)

88 countries, equivalent to 56%
of those countries who responded,
or 45% of all WHO Member
States. Value is based on a self-
rating checklist (see Section 2.1

of report)

65 countries, equivalent to 42%
of those countries who responded,
or 34% of all WHO Member
States. Value is based on a self-
rating checklist (see Section 2.2
of report)

Not computable from Atlas 2014
data, but expected to be less than
25%, based on treatment gap and
service uptake studies

80 countries, equivalent to 48%
of those countries who responded,
or 41% of all WHO Member
States. Value is based on a self-
completed inventory of current
programmes (see Section 4 of
report)

11.4 per 100,000 population.
Value is based on age-standardized
global estimate (see WHO report
on suicide, 2014)

64 countries, equivalent to 42%

of those countries who responded,
or 33% of all WHO Member
States. Value is based on a self-rated
ability to regularly compile mental
health specific data that covers at
least the public sector (see Section 1
of report)

Source: Reprinted from Mental Health Atlas 2014 with permission _from the World Health Organization.

to make necessary changes in the plight of those affected by mental ill health. These efforts are

in response to a real crisis wherein only one out of four individuals globally is receiving treatment

for their mental health needs. Stigma, poor knowledge of the etiology of mental, neurologic

and substance use disorders, and an exclusive and long-standing focus on physical illnesses and

communicable diseases have placed contributions to mental ill health at the bottom of the list
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of health-related priorities. However, it is increasingly clear that overall health or well-being is
intertwined with both one’s physical and mental health. Unfortunately, significant disparities
exist across low-, middle-, and high-income countries in the areas of mental health literacy,
treatment resources (human, facilities, and medications), accuracy of prevalence data, access,
stigma, and engagement in research, to inform culturally congruent mental health treatment
interventions.

At the forefront of the global mental health movement are the World Health Organization,
researchers from the UK, Australia, the United States and Canada, non-governmental organ-
izations and the World Bank, among others. Concerted efforts have been under way to dissemi-
nate information in multiple venues in order to call attention to the crisis surrounding a significant
increase in global mental ill health and the companion threats to individual well-being.

Globally, as stated earlier, nurses are recognized as constituting the largest number of health
care providers in all countries, and represent an untapped resource in the movement to impact
positive changes in mental health. In addition to supporting and showcasing the aforementioned
trailblazers in the global mental health movement, this textbook will acquaint the reader with
data, primarily from mental health nurses, about successful strategies engaged in with this
population; endorse evidence-based interventions for use in low-, middle-, and high-income
environments, and offer new ways of thinking and intervening with individuals challenged by
their emotional and mental health vulnerabilities. Many of the mental health nurse scientists
who contributed to this textbook support a strong focus on prevention, mental health promotion,
mental health literacy, integration of mental health into primary care, and working aggressively
with communities to decrease stigma, while providing culturally sensitive mental health care
with individuals and groups within diverse communities. This textbook is a unique contribution
to the nursing literature in that it offers nurses and other health care providers real-life and
relevant experiences from the field about mental health across different countries, shares the
voices of nurses working in different environments as they strive to promote mental health,
and presents innovative strategies to assist with navigation of policy, practice, research, and
advocacy roles. This textbook can serve as a tool kit when working with consumers, other
mental health professionals, and those outside of the health care field who are engaged in
developing a greater understanding of mental health, mental ill health, and the process of mental
health promotion.
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