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* Health: “a state of complete physical, mental and social well-being and not
merely the absence of disease or infirmity” (WHO, 1978)

* Mental health: “the capacity of thought, emotion and behaviour that enables
every individual to realize their own potential in relation to their developmental
stage, to cope with the normal stresses of life, to study or work productively and
fruitfully, and to make a contribution to their community.”

* Mental disorder: “disturbances of thought, emotion, behaviour, and/or
relationships with others that lead to significant suffering and functional
impairment in one or more major life activities, as identified in the major
classification systems such as the WHO International Classification of Diseases
(ICD) and the Diagnostic and Statistical Manual of Mental Disorders (DSM).”

(adapted from WHO, 2001)
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Milestone publications in global
mental health

Public Mental Health

WORLD MERTAL HEALTH

* World Mental Health (1995)

* WHO World Health Report 2001

* WHO Mental Health Policy Guidance Package (2003-2005)
* Lancet series on Global Mental Health (2007)

* Launch of Movement for Global Mental Health (2007)

* WHO mhGAP (2008)

* PLoS Med series on Packages of care (2009)

* WHO Mental Health and Development report (2010)

» 2" | ancet series on Global Mental Health (2011)

* Nature article: Grand Challenges in Global Mental Health (2011)
* Significant new research funding: DFID, NIMH, EU, GCC, WT (2011-present)

* WHO Mental Health Action Plan (2013-2020)

* Coming soon: Lancet Commission on Global Mental Health and Sustainable
Development: September 2018

THE LANCET
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Burden of mental disorders
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Global Burden of Disease 1990-2015: Rising

Burden of Mental and substance use disorders

(DALYs)
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Disability-adjusted life years (DALYs) for each mental
and substance use disorder in 2010, by age
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1. Whiteford et al (2013). Global burden of disease attributable to mental and substance use disorders: findings from the
Global Burden of Disease Study 2010. Lancet



Comorbidity
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* HIV/AIDS: 3 '-';_
* People with mental disorders at increased risk of contracting HIV/AIDS

* Among HIV positive individuals prevalence of mental disorder is higher than
general population eg depression (OR 2.0, 95% Cl 1.3-3.0)!

* Adherence to ART is adversely affected by depression, cognitive impairment
and substance abuse

* Treating depression improves ART adherence and CD4 count?

* HIV-Associated Neuro-cognitive disorder among patients commencing ART in
Cape Town:3

* Mild neuro-cognitive disorder: 42.4%
* HIV-Dementia: 25.4%

1. Prince, M. et al (2007). No health without mental health. Lancet, 370, 859-877.

2. Horberg, M.A. et al. (2008). Effects of depression and selective serotonin reuptake inhibitor use on adherence to highly active antiretroviral therapy and
on clinical outcomes in HIV- infected patients. Journal of Acquired Immune Deficiency Syndromes, 47(3): 384-390.

3. Joska et al (2010). Characterization of HIV-Associated Neurocognitive Disorders Among Individuals Starting Antiretroviral Therapy in South Africa.
AIDS Behav (2011) 15:1197-1203



Maternal mental health
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* Consequences of maternal
depression for infant and child
development in LMIC:?

* low birth-weight
* sub-optimal mother-infant bonding
* inadequate child care

* impairments in behavioral, social,
emotional, cognitive and physical
child development (including
stunting and underweight)

1. Woody et al (2017) A systematic review and meta-regression of the prevalence and incidence of
perinatal depression. Journal of Affective Disorders. http://dx.doi.org/10.1016/j.jad.2017.05.003.

2. Gelaye et al (2016) Epidemiology of maternal depression, risk factors, and child outcomes in low-
income and middle-income countries. Lancet Psychiatry.;3(10):973-982.
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http://dx.doi.org/10.1016/j.jad.2017.05.003
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Lack of policy commitment and resources — the
treatment gap
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Mental health expenditure by care setting?
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The treatment
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Treatment in low and middle income countries

|

Wang, P. S. et al (2007). Use of mental health services for anxiety, mood, and substance disorders
in 17 countries in the WHO world mental health surveys. Lancet., 370(9590), 841-850.

Williams, D. et al (2007). Twelve month mental health disorders in South Africa: prevalence, service
use and demographic correlates. Psychological Medicine, 38: 211-220.
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Cycle of poverty and mental illness



Poverty and Common Mental
Al Disorders in Low and Middle-
Public MeEdl Figalth ncome Countries

s there an association between
Common Mental Disorders and 76 Community-based studies
poverty?

* Most studies showed statistically

significant association™ between
diverse measures of poverty and CMD

* Poverty strongly associated with higher
rates of CMD across age ranges in rural
and urban areas

M Bivariate
B Multivariate

* Poverty associated with:
* Increased prevalence
* Increased severity
* Longer course and worse outcome

Positive Null  Negative

* (p<.05; OR with 95%CI>1)) Lund et al 2010 Poverty and CMD in LMIC: A systematic review.
Social Science and Medicine 71:517-528.



Cycle of poverty and mental illness
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Breaking the cycle of poverty and
mental illness: the evidence so far...
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Lund, C. et al (2011). Poverty and mental disorders: Breaking the cycle in low and middle-income countries. Lancet, 378, 1502-1514.
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Links between mental health and the Sustainable
Development Goals



Demographic
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Economic

Social
determinants
Income Age Proximal factors
h | Debt Ethnicity
e a t a n t e Assets Gender
Infrastructure Financiall str.ain
Neighbourhood Relative deprivation
S D ° deprivation Unemployment
Gs: 3
Safety and security
Housing structure
Environmental 5 Overcrowding
CO n C e pt u a | events 16 Moo Natural disasters Recreation
i Industrial disasters
f k L War or conflict T

Community
diversity
Population
density
Longevity
Survival

Distal factors

Economic recessions
Economic inequality
Macroeconomic policy

Neighbourhood

Built environment Food security
Climate change Distress

Setting
Forced migration

Community social Individual social
i ital
Social and capital capi -
cultural Social stability Social participation
Cultural Social support

Education

Lund et al (2018) Social determinants of mental disorders and the sustainable development goals: a
systematic review of reviews. Lancet Psychiatry. 5: 357-369.
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attaining “upstream” SDGs and mental .-
health benefits?

* Can we also show that providing mental
health care yields social, economic and
environmental benefits?

* |s mental health both a means and an end
of development?
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Recent innovations: PRIME



Lund et al (2012). PRIME: A programme to reduce the treatment gap for mental disorders in five
low and middle-income countries. PLoS Med 9(12): e1001359.
Www.prime.uct.ac.za



http://www.prime.uct.ac.za/
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Mental Healthcare Plans

all

programme for improving menlal healih care
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Programme
Engage and
Healt.hca.re mobilise district managemen.t,
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building
ecialis Ensure specialist
Specialist _ . pecial
mental Provide specialist Provide case MH care
healthcare care to complex reviews for interfaces with
services cases complex cases PHC
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* In 37 facilities across 5 countries

Implemented

programme lor improving mental health care

* >20340 mental health visits during the implementation phase
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