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T

he rise in mental health issues is a global phenomenon. The
World Health Organisation (WHO) has published data that
shows the global burden of mental disorders continues to grow
and claim that the health systems throughout the world are struggling to respond adequately to the needs of people with mental
health disorders.1 Approximately 85% of the world population resides in 153 low-income and middle-income countries (LMICs).
Further, more than 80% of people who have mental disorders are
located in LMICs.2 However, it is estimated that 90-95% of mental health resources, including human resources for psychological
therapies are being delivered in countries that only account for 5%
of the population.3 This is a global inequity and it is unjust. This
article serves as a desperate call to researchers to urgently engage
in evidence-based psychological therapies interventions in LMICs.
This is not as an attempt to reallocate existing provision of mental
health resources, but to reduce the treatment gap by advocating
opportunities for all.
Mental health disorders are the leading cause of disability
worldwide as measured in disability adjusted life years (DALYs),
accounting for nearly a quarter (22%) of all days lived with disability.4 As populations age, the burden of non-communicable diseases, such as mental disorders, is rising. Mental and neurological
disorders combined account for over a third (37%) of the disability
burden associated with chronic non-communicable diseases.5 The
DALYs due to mental illness grew by 38% in the twenty years
between 1990 and 2010.4 That growth is expected to continue, because mental disorders are most commonly diagnosed in the adult
years, and as populations age, they become more susceptible to
neurological disorders such as dementia and Parkinsonism. Interestingly, the WHO (2011) predicted that, by 2030, mental health

problems, particularly depression, will be the leading cause of
mortality and morbidity globally.1 Currently, more than 300 million people suffer from depression globally and it contributes to
800,000 suicides per year.1 Depression alone is likely to be the third
leading cause of disease burden in low-income countries and the
second highest cause of disease burden in middle-income countries.6
There is a clear association between the mental health
of a child and the development of mental health disorders as an
adult.1,7,8 Mental health issues are estimated to affect 10-20% of
youth in LMICs,9 although this statistic is thought to be highly
conservative as it fails to take account of any co-variation of factors, such as lack of supply side barriers or demand side barriers.
Further, confounding factors like the normalisation each individual society has placed on the impact of stressful life events and
experiences will have a significant bearing on how mental health
is seen, the stigma attached to it and how statistical information is
recorded and interpreted.7,10 Interestingly, between 1992 and 2001,
published research from LMICs contributed just 5% of the mental
health research-related articles to the internationally indexed literature on mental health.10 However, despite this clear and apparent
need, evidence-based research and sustainable interventions for
children and adolescence with mental health issues as well as the
aging populations in LMICs are restricted and limited.2-4,7
Stressful trigger events that are associated with an increase in mental health disorders are often very different in LMICs
than high-income countries (HICs). For example, children and adolescents in LMICs that have experienced either man-made (such
as civil conflict or war) or natural disasters (such as flooding or
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drought), are at greater risk from a variety of mental health issues, the most common of which are elevated anxiety and mood
disorders, suicide and suicidal ideation, acute stress reactions including post-traumatic stress disorders, sleep disruption, as well
as a decreased sense of self and identity from loss (of place or
person) and grief reactions.10-13 Interestingly, neuroscience research
has comprehensively documented that prolonged exposure to the
stress hormone, cortisol, can damage areas of the brain associated
with memory, movement and mental health.14 Therefore, it is hardly surprising that suicide rates in a number of LMICs are some of
the highest in the world.8,13
Stigma is a known factor that inhibits access to psychological therapies. About 8 in 10 people with depression had experienced discrimination, usually within familiar settings such as with
family members, friends, work relationships, marriage and divorce
and with other interpersonal relationships.6 Nearly forty percent
of people with depression will not reach out for things they truly consider important in their personal and work life, out of fear
(anticipated stigma) that they may be discriminated against.6 This
hinders progress, as the tendency is to hide family members with
mental illness out of embarrassment, rather than bring them forward to access the treatment and care they need. Such individuals
are thus, often at increased risk of suffering human rights abuses. Therefore, in the author’s opinion, those that engage with evidence-based intervention research should include a programme of
mental health awareness training to aid the ongoing sustainability
of that intervention.
Despite huge strides in recent years, the treatment gap
remains enormous and represents a gross inequity that exists with
people’s ability to access mental health provisions in LMICs. The
most vulnerable groups appear to be child and adolescent and
the aging populations, although the data available from various
government statistics are lacking and there is little on the ground
evidence-based intervention research being published that shows
sustainable steps forward. The associated consequence of this is
critical gaps in knowledge and a failure to adequately understand
global mental health needs, especially in poorer socioeconomic
countries. Given the growing burden of mental health across the
globe and an increasing population size, both high-income countries as well as LMICs could benefit from the identification of
successful, low-cost sustainable evidence-based interventions, particularly those that include the family and community-based provisions. As global citizens, academic researchers and clinicians, we
have a responsibility to address this global injustice and inequity,
ensuring that mental health provision is available to those in need
by developing sustainable interventions.
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