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Abstract

Mental illness remains a scourge of modern day society and results in a substantial burden of disease worldwide.
The demographic effects of mental illness are evident across the human life span in both women and men (girls and
boys), among all ethno-cultural, racial groups and people of different socioeconomic status. In addition to being
responsible for immense suffering, poor quality of life and increased mortality, mental illness results in significant
economic and social costs. Groups experiencing adverse life circumstances and less economic resources often
exhibit an increased susceptibility to mental illness. The vulnerability among people with mental illness renders them
susceptible to human rights violation and abuse. Although these problems have received increasingly widespread
recognition by international agencies and governments, the necessary policies and resources to improve mental
healthcare remain overlooked around the world. This review articulates the importance of mental health and touches
on policies in addition to potential means for assisting people with mental illness better integrate into society.
Because mental health is essential to achieving prosperity, investment of finance and human resources within this
area will not only result in increased economic gain but will help people with mental illness live a more just and
dignified life.
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Introduction
Mental health remains a controversial topic with outmoded

prejudices and stereotypes often making people affected by mental
illness a ‘taboo’ subject. Despite the significant challenge of trying to
understand the intrinsic relationship between the brain and the mind,
neuroscientists have made tremendous strides in piecing together the
molecular and genetic complexities governing the cognitive
underpinnings of brain function and its infirmities [1]. Nonetheless,
myths and stigma still persist in parts of the world regarding patients
who are affected by severe mental illnesses such as schizophrenia and
affective psychotic disorders [2-4]. Besides reducing the patients’

access to resources and opportunities (e.g. housing, education,
employment and healthcare), mental illness can deprive people of their
dignity (e.g. involuntary confinement without fair process) and may
ultimately interfere with their full participation in society [5-7].

The landmark publication by the US Department of Health and
Human Services in 1999 entitled: “Mental health: A report of the
Surgeon General “called for a broad public health approach to mental
health and mental illness. A general precept of this document is that
the surveillance and research of mental health should be promoted
with an equivalent importance on the clinical diagnosis and treatment
of mental illness [8]. In addition, this report calls to attention the
notion that mental health and mental illness are not polar opposites
and in fact maybe considered as points on a continuum (Figure 1) [8].

Figure 1: Mental Health as a Continuum

Mental health has been defined as “a state of well-being enabling
individuals to realize their abilities, cope with the normal stresses of
life, work productively and fruitfully, and make a contribution to their
communities” by the World Health Organization (WHO) [9].
Reference to this definition makes it clear that mental or psychological

well-being is influenced not only by individual characteristics or
attributes, but also by the socioeconomic circumstances in which
persons find themselves and the broader environment in which they
live (Figure 2).
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Figure 2: Contributing factors to mental health and well-being (Adapted from [10])

Although the WHO’s popular definition of health conceived in the
aftermath of the second world war gives physical and mental health
equal emphasis [11] mental health has never quite enjoyed the
attention devoted to physical health problems on international public
health agendas. The literature however identifies the clear existence of
a complex and inextricable link between mental health and physical
health [12]. Besides correlating with physical activity and health risk
behaviors (such as smoking, alcohol consumption and sexual
promiscuity), mental illness has also been shown to influence the
onset, progression, and outcome of other illnesses with a subsequent
negative impact on life expectancy [13-15], For instance, depression
has emerged as a risk factor for cardiovascular disease [16] and cancer
[17].

Despite their vulnerability, people with mental illness have been
overlooked by development programmers [18]. The main reasons
surrounding this problem include the prevailing public health priority
agenda and its effect on funding, lack of financial and human
resources in addition to a lack of adequate mental healthcare law in
many countries [19-23]. As a means to tackle and address these issues,
the WHO recently launched the Mental Health Action Plan 2013-2020
[24]. This report recognizes and emphasizes the essential role of
mental health in achieving health for all people.

Against this background, the current review aims to provide the
reader with an overview of the magnitude and burden associated with
mental illness. In addition, it discusses potential means and tools
which may facilitate the assessment and treatment of people affected
by these health conditions, with a particular focus on low and middle
income countries (LAMICs). Moreover, it touches on potential
methods for people with mental disorders better integrate in to society.
The benefits associated with investing in mental healthcare services
(i.e. financial and human resources) and in attempting to shift people’s
perceptions of mental illness will ultimately result in a better quality of
life and health for the individuals and communities but also result in
greater financial returns to society at large from increased productivity
and lower net costs of illness and care.

The Global Burden of Mental Illness
Mental health disorders are common with one person in four

developing some kind of mental health problem during their lifetime

[21]. The current literature suggests that mental health conditions
account for approximately 13% of the global burden of disease (GBD)
[25], and this figure has been predicted to rise to nearly 15% by 2020
[26]. Besides the significant impact on GBD, the economic costs
wrought by mental and neurological disorders are significant, mainly
stemming from output losses and the healthcare costs of treating these
conditions.

The Global Burden of Disease report first published in 1993 by the
WHO in conjunction with the World Bank and the Harvard School of
Public Health has become the benchmark as a means to assess, and
compare, the mortality and disability posed by various diseases,
injuries and risk factors in each region of the world. The methods and
findings of this report have been widely published [28-31]. Specifically,
the GBD study uses a measure called disability adjusted life years, or
DALYs, to assess the overall burden of disease, expressed as the
number of years lost due to ill-health, disability or premature
mortality:

DALY = YLL + YLD

Where: YLL = Years of life lost due to premature mortality. YLD =
Years lived with disability

As an example, the psychosis associated with schizophrenia
produces disability equivalent to quadriplegia whereas the disability
caused by major depression is equivalent to blindness or paraplegia.
32This section focuses on the prevalence and economic costs
attributable to mental illness.

Prevalence of Mental Illness
Mental illness has been estimated to affect around 450 million

people worldwide [21] yet despite this substantial figure many patients
still feel ashamed to seek diagnosis and support. Considering the
‘ripple effect’ resulting from the impact of mental illness on family,
friends and community it is probable that an even higher number of
people may be affected directly or indirectly by neuropsychiatric
conditions. Although mental illness is prevalent in all population
groups it appears to occur more frequently in vulnerable groups
including populations afflicted by poverty, older adults, children and
other disempowered groups [6,18].
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It has been estimated that the prevalence and burden of mental
disorders will grow in the coming decades. Low and middle income
countries with poorly developed mental healthcare systems are likely
to see the most substantial increases in the burden attributable to
mental disorders. Despite the impressive reduction in rates of infant
mortality and infectious diseases in LAMICs the end result is a greater
number of people reaching the age of vulnerability for mental
disorders with a notable example being dementia. In this regard, the
recent report entitled: “Dementia: a public health priority” developed
jointly by the WHO and Alzheimer’s Disease International, provides
compelling data on the enormity of the current and future challenges
and stresses the need for action to avert a dementia-related crisis, with
a particular emphasis in LAMICs [27].

According to the 2010 GBD report mental and substance use
disorders are the leading global cause (22.9%) of all non-fatal years
lived with disability [33] above both cancer (0.6%) in addition to
cardiovascular and circulatory disease (2.8%). It is also important to
note that intentional injuries and human immunodeficiency virus
infection (HIV)/acquired immunodeficiency syndrome (AIDS) which
also made the list have been shown to have a behavioral component
linked to mental health. In the context of intentional injuries, suicidal
behavior while not in itself a mental illness, has been highly correlated
with mental illness [34-36].While the relation between suicide and
mental illness is complex, it is thought that suicidal ideation in people
with mental illness may stem from these patients dealing with the
symptoms of their illness in addition to difficult life circumstances
[34,37]. Approximately 85% of suicides in the world have been
reported to occur in LAMICs [38,39]. Given the unreliability of official
statistics in LAMICs these figures may substantially underestimate the
true incidence of suicide in these regions.

Mental disorders are also risk factors for other health conditions,
for instance through the contribution of alcohol abuse to liver disease.
Harmful drinking has been shown to contribute a significant
proportion of the burden of disease as determined by un intentional
and intentional injuries, including those due to road traffic accidents,
and suicides. Just as significant is the fact that people with chronic
physical disease have much higher rates of mental illness than the
general population [17]. For example, studies have reported people
living with HIV/AIDS are at an increased risk of developing serious
mental disorders (including HIV encephalopathy, psychosis,
depression, mania, cognitive disorder, and frank dementia, often in
combination) [40,41]. Indeed, research suggests that infants and
children with HIV infection are more likely to experience deficits in
motor and cognitive development compared with HIV negative
children [42]. The presence of mental health conditions interlinked
with HIV/AIDS can compromise adherence to HIV medication and
secondary prevention efforts [43] key requirements for successful
management of HIV/AIDS and which subsequently contribute to the
global burden of the disease [44].

Economic Impact
Besides affecting the individual and their families’ economic

welfare, mental and neurological disorders also place considerable
strain on the general economy. The societal costs of mental disorders
on the social welfare and the criminal justice systems are a significant
issue. Indeed, a recent report from the World Economic Forum
estimated the costs associated with mental illness of US$ 2.5 trillion for
the year 2010, with the cost projected to surge to US$6 trillion by 2030
[45]. What is more, in ministries of health across the world and in

influential international bodies such as the WHO and the World Bank
it is now accepted that mental health well-being is strongly related to
many economic development sectors (e.g. employment, law
enforcement, education, and incarceration) [46] and several
Millennium Development Goals [47] (e.g. reducing child mortality,
improving maternal health, eradicating extreme poverty and hunger)
[46].

The impact of mental illness on the economy is several fold
including effects on labor market participation, productivity and
earnings [48]. For instance, in the USA costs associated with mental
disorders has been estimated to be as high as US$317 billion per year
[49]. Of this total 61% is due to lost earnings amongst mentally ill
people with any earnings. The remaining 39% are due to direct
healthcare costs and disability benefits. In contrast, the economic
burden associated with mental illness and their societal costs in
Canada has been estimated at CAD$51 billion, with depression and
schizophrenia accounting for about CAD$5 billion and CAD$2.7
billion annually, respectively [50]. Costs associated with mental illness
in the Member States of the European Union have been estimated at
€798 billion annually of which 60% is attributable to direct costs and
40% to lost productivity [51]. Indeed, the annual expenditure on
mental ill 52]. In Australia the annual cost of mental illness has been
estimated at AUD$20 billion in terms of treatment costs and lost
productivity [53], with schizophrenia and bipolar disorder accounting
for AUD$1.85 billion and AUD$1.59 billion, respectively. Even though
data assessing the economic costs of mental illness and mental health
resources in LAMICs does exist (i.e. the WHO Mental Health Atlas
study), non-response [54] or lack of relevant information [55] in such
surveys provides a significant hurdle in terms of obtaining a more
realistic picture of the toll of mental illness in these regions of the
world.

The Treatment Gap in Mental Healthcare
With the continual advancement of modern day medicine an array

of medication and psychological interventions have been developed to
tackle mental illness. However, the current state of mental healthcare
in LAMICs raises questions not only about the adequacy and
distribution of resources for treating and preventing disorders, but
also about the efficiency with which the resources are used. Against
this background, it has been proposed that making interventions to
tackle neuropsychiatric conditions more widely available in these
regions would be cost-effective as the savings that are achieved when
someone recovers from a mental health problem far outweigh the cost
of providing treatment [56-58].

Despite the increased awareness of the need for treatment of people
afflicted with mental illness, a substantial portion of people with
diagnosed mental disorders do not receive treatment [59]. This so-
called “treatment gap” is estimated to affect about 76-85% of patients
with mental illness in LAMICs, as compared to 35-50% of cases with
mental illness in high-income countries [60]. This is an issue for
concern as mental health conditions, especially mood disorders (e.g.
depression and bipolar disorder), are a significant contributor to
mortality, with suicide perennially representing one of the leading
causes of death.61In order to close the gap between resources and the
need for treatment of mental disorders, the WHO has created the
Mental Health Global Action Programme intervention guide (mhGAP
IG) as part of a major effort for the scaling up of services for mental,
neurological, and substance use disorders, particularly in resource-
constrained settings and countries [60,62].This programme is
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specifically based on implementing strategic paradigm shifts aimed at
improving the mental health of populations. 63These paradigms are
designed within a framework of activities which includes support to
countries in formulating policies, monitoring their mental health
systems, improving legislation and reorganizing their services.
Although the mhGAP's success will need to be judged over the long
term (viz. via both donors' support and effective planning at the
national level), the recent translation and implementation of the
mhGAP for treating Syrian refugees in the Kurdistan region in
addition to the “Training of Trainers” and the development of a pool
of master trainers to roll out training and build up capacities of non-
specialists in Somalia and Libya, confirm the efficacy of the mhGAP
IG. Notably, countries afflicted by civil unrest such as Iraq, Pakistan,
Afghanistan and Egypt have also recently developed plans for mhGAP
implementation. It will therefore be of importance to ascertain the
effectiveness of the mhGAP IG in these countries over the long term.

Social Isolation: The Effects of Stigma and
Discrimination

The life opportunities of people with mental illness are greatly
limited by the stigma of these conditions often leading others to avoid
living, socializing or employing people with mental disorders [3,4,64].
The Surgeon General's Report on Mental Health called stigma
"powerful and pervasive" [8]. In making sense of different stigmatized
groups Erving Goffman distinguished discredited groups (those who
suffer stigma because of a relatively observable trait like skin color or
ethnicity) from discreditable (being able to hide the stigma because the
trait is not readily observable like homosexuality and many mental
illnesses) [65]. It is important to state at this point that stigma not only
affects people afflicted by mental illness but their families and friends
as well. 64 This form of stigma is often termed “courtesy stigma” [65].

Because of the humiliation, shame and damage to the affected
individual’s sense of self, stigma results in poor adherence to treatment
in addition to a lower likelihood of mental health service utilization
[67]. Provided with this picture it is perhaps unsurprising that people
with the ability to hide discreditable stigma such as mental illness need
to make the careful decision of whether, where, and with whom they
might disclose such information [3].

With neither medical treatment nor a clear medical explication as to
the aetiology of mental illness, sorcery or black magic (i.e. the ‘sick’
person has been punished [by ---] or has been afflicted by a curse/evil
spirits) may represent a causal explanation for these conditions in
several cultures [68- 70]. Within some LAMICs it has been reported
that not only physicians in training but also qualified licensed
physicians that have undergone psychiatric training may still hold
such beliefs [71]. For example, Aghukwa reported that 23-40% of
Nigerian medical students endorsed supernatural causes of mental
illness, such as charms, witchcraft and evil spirits[72].Such beliefs not
only increase stigma, discrimination, and social isolation towards
people afflicted by mental illness but they also limit resources for their
care [73].

Socioeconomic Inequality and Unmet Mental Health
Needs

Because the health systems in LAMICs lack the necessary capacity
for effective treatment, mental disorders are often seen as incurable. As
mental illness results in loss of productivity, patients suffering from
such conditions are undervalued and perceived as not able to

contribute to society. In particular, health systems in LAMICs are
characterized by an inequality in the distribution and allocation of
mental healthcare resources [56, 78-80]. According to the WHO,
health inequalities can be defined as ‘differences in health status or in
the distribution of health determinants between different population
groups’ [81]. A complex series of problems affect people confronted by
unmet mental and behavioral healthcare, including continued
unnecessary suffering and premature deaths, work instability, limited
or lack of treatment for people suffering from these conditions,
substance abuse and poverty [82]. These problems are likely to result
in an increased level of incarceration and political instability. Indeed,
in many LAMICs these social problems are further compounded by
corruption, poor governance, social morbidity due to natural and
manmade disasters (e.g. wars), which have been shown to erode social
cohesion and capital, limit economic growth and serve as
prognosticators of mental health problems [48,82,83].

Inequity in mental health services and access to mental health
professionals has been shown to occur according to various factors
including but not limited to race, sexual orientation, socio-economic
status and geographical region (rural/urban) [84]. In particular,
disparities in mental healthcare services are commonly reported in
rural as opposed to urban areas [84]. These barriers revolve around
issues of availability and accessibility. In many rural communities,
mental health services are not available. These include a shortage or
even lack of practicing psychiatrists, psychologists, nurses, or social
workers. This scarcity of trained mental health professionals means
that individuals who need emergency care must commute out of their
communities to other locations where care is available. But even when
care is available in a given administrative district, still other barriers
prevent individuals from accessing this care including a lack or
unavailability of public transport in rural areas hindering access to the
necessary healthcare services. Perhaps the most pervasive factor
limiting access to mental healthcare services in rural areas is the lack of
affordable, attainable health financing systems. Compounding these
problems further is the migration of qualified mental health specialists
from rural to the urban areas. Indeed, due to increased job and income
opportunities associated with the urban labour market there is often
an internal migration of mental healthcare workers from rural poorer
communities to more wealthier urban communities [85]. In a similar
vein, there is strong evidence supporting an increased influx of health
workers from developing to developed nations [86]. The end result is
not only a shortage of mental healthcare workers but a barrier to
accessing the necessary care for many general health service
consumers. Because of the limited availability of mental healthcare
services in LAMICs and in some communities in developed countries,
traditional and faith healers provide a valued mental health service for
patients afflicted by mental disorders [87,88]. Even though traditional
and faith healers oppose the tenets of Western medicine by lacking the
necessary training and skills to provide effective medical care/
treatment for people with serious mental illness, they find themselves
shouldering a large burden of care of patients with mental health
problems [89,80].

Growing international evidence has shown a close relationship to
exist between poverty (or financial strain) and the development of
mental illnesss [91-94]. Notably, poverty plays a crucial role in creating
high levels of personal (hunger) and economic stress (e.g. debt,
unemployment and lack of affordable housing) and subsequent mental
ill health [91,95]. Conversely, people living with mental illness are
more likely to live in poverty [95].This effect possibly stems from
patients with mental illness facing greater barriers to securing
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education and employment due to the influence of the mental disease
on cognitive functionality [92]. As a result, mental illness can seriously
interrupt a person's education or career path and result in diminished
opportunities for employment or a lack of secure employment, in turn,
affecting one’s ability to earn an adequate income. As a result, people
may eventually drift into poverty (Figure 3) [96].

Figure 3: Two-way connection between poverty and mental illness

Ethno cultural Communities and Mental Health
The study of mental health in ethno cultural communities (viz. “a

group sharing cultural features different from those of larger society,
including a shared language or dialect”) addresses issues of core
theoretical and empirical concern to the discipline of sociology [97].
Besides exploring dominant contemporary concepts of mental health
and their effect on social relationships [98] this subject area also
focuses on improving pathways in to mental healthcare for ethnic
minority groups afflicted by mental and psychosocial disabilities [99].
With this in mind, it is perhaps unsurprising that culture plays a
significant role in shaping the experience and expression of emotional
distress and social problems. There for, in order to accurately diagnose
and treat patients from diverse backgrounds it is of key importance to
consider the cultural meaning of symptoms and explore the social
context of distress [100].In this regard, it has been shown that ethnic
groups have different balances of risk factors and different rates of
mental health problems [101,102].

Besides the evidence suggesting that ethnic minority groups are at
an increased risk of developing mental health problems [97], a
perturbing issue is that many of the health promotion initiatives
created for the general population often do not work for ethno cultural
communities [103].The underutilization of mental healthcare services
by ethnic communities has been a growing concern in research and
clinical practice as the population of immigrants to the developed
world continues to rise rapidly. In this context, immigrant
displacement due to factors such as political instability, better job
opportunities/careers, war and natural disasters generally requires
major adaptations, as people need to redefine personal, interpersonal,
socioeconomic, cultural, and geographic boundaries[104].The end
result is a redefinition of individual, familiar, group, and collective
identities and may represent an upheaval and a source of stress for the
individual, the family and the communities involved [105].

Based on these observations, several countries including the UK,
US, Canada, Australia and New Zealand have conducted extensive
research on the health and mental health of ethnic minority

communities. The consensus is that poor access to mental healthcare
can be associated with an increased utilization of the police and prison
justice system, increased use of crisis and emergency care, increased
hospitalization (involuntary), poorer outcomes, and an increased
community burden of mental illness [99]. The picture is however
complex and dependent on context. For instance, the reception of the
host population, the reasons for migration and the structure of the
health system in the host country represent a few of the intersecting
variables which may play an integral role and make importing ideas
and practice from other countries difficult [99].

Besides socioeconomic factors, a variety of cultural variables may
contribute to the underutilization of mental health services, such as
perceptions of mental illness, spirituality, cultural commitment, and
language proficiency [106-109]. Psychotherapeutic challenges
associated with client-therapist interaction and assessment and
therapy techniques also serve as barriers [110]. In order to improve the
effectiveness and accessibility of mental health services for ethno
cultural communities, efforts to reduce the existing socioeconomic,
cultural, and psychotherapeutic barriers are therefore needed
[103,110].

A variety of clinical considerations have been put forward as a
means to improving the delivery of mental health services to ethno
cultural communities including the incorporation of trans cultural
nursing into nursing curricula. Besides addressing the practical
challenges associated with the costs and access of mental healthcare
services, improving the dissemination of information about the
relevant services will remain a key priority. In addition, efforts are still
necessary in order to better educate mental health practitioners, as well
as physicians, nurses and clergy, on the issues, challenges, and
culturally sensitive approaches. What is more, the facilitation of client-
therapist verbal communicative skills, language barriers must also be
reduced. The cultural sensitivity and appropriateness of assessment
and treatment procedures, and client participation in these services,
must be improved. Although the empirical and clinical literature
examining these issues has grown slowly but steadily, there still remain
many issues to be addressed and services to be developed and provided
[103,110].

Lessons Learned and the Way Forward
Unfortunately people with mental illness remain neglected and

marginalized strata of society. As such their potential to contribute to
the community remains an undermined and untapped resource. The
current section focuses on expounding on potential means and
policies that could be of importance to help people afflicted by mental
illness better integrate and contribute to society at large.

Access to Education
Education (viz. formal and informal education, literacy programs,

basic education, vocational training, physical education and sport,
social education, higher education) can help provide key life skills and
opportunities to people with mental and psychosocial disabilities. The
possession of such pivotal skills will help this important starta of
society navigate through life's challenges with confidence
and optimism. As a tool for empowerment and social development,
education may help alleviate the necessity of guardianship.
Importantly, education reduces the risk of exploitation and is
paramount to achieving the full development of the whole person. In
this respect, education plays a significant role in the employment,
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rehabilitation and reintegration of patients with mental illness. The
right to education as drafted in 1948 under Article 26 of the Universal
Declaration of Human Rights states [111] that:

Everyone has the right to education. Education shall be free, at least
in the elementary and fundamental stages. Elementary education shall
be compulsory. Technical and professional education shall be made
generally available and higher education shall be equally accessible to
all on the basis of merit.

Education shall be directed to the full development of the human
personality and to the strengthening of respect for human rights and
fundamental freedoms. It shall promote understanding, tolerance and
friendship among all nations, racial or religious groups, and shall
further the activities of the United Nations for the maintenance of
peace.

Parents have a prior right to choose the kind of education that shall
be given to their children.

The benefits of education are clear. Not only will it empower people
with mental disorders but it will render them less vulnerable to
violation and human rights abuses. Perhaps more importantly as
alluded to by the WHO definition of mental health, education will
allow for people with mental illness to develop the vital skills to gain
independence via employment and in the process contribute to his or
her community.

Dealing with Public Stigma

Considerable effort has been undertaken to overcome stigma. The
recent Mental Health Action Plan 2013-2030 calls for change in the
attitudes that perpetuate stigma and discrimination. This report
emphasizes the need for the inclusion of promoting community-based
multi-level interventions, involving public awareness campaigns and
efforts to make mental health an integral part of public health [24].

The need to increase awareness and education regarding mental
illness including the launch of educational campaigns (e.g. the
National Alliance on Medical Illness has advocated for an
understanding of mental illness as a biological process: "a disease like
any other"), informational websites, mental illness-friendly
communities and the necessity to monitor public attitudes are all of
core importance. It will also be necessary to look at funding programs,
such as leisure activities that recognize the retained abilities of people
with mental health disorders. Such forms of intervention will help
decrease the social distance from people with mental illness (Figure 4).
Implementation of mental health services at the community level, such
that multidisciplinary facilities for both mental and physical health are
available within the same setting will provide yet another means of
combatting stigma [18,74].

Figure 4: Strategies to combat stigma towards mental illness

Access to Mental Healthcare Services
Access to mental healthcare for people afflicted by mental illness

remains a significant problem around the world despite the enormous
social and economic burden on families and communities. Perhaps
surprisingly, the majority of people with mental health conditions
severe enough to impair their functioning are not receiving any
treatment [58]. This problem has been attributed to a combination of
factors such as healthcare provider issues (including the pervasive
stigma associated with mental illness and lack of resources) and the
separation of mental healthcare services from primary healthcare
services. Against this background, there has been intense lobbying
from international organizations and agencies for the integration of
mental healthcare into the existing primary healthcare as a means of
providing both holistic services and easier access to effective mental
health treatment as advocated by the Alma Ata Declaration [112].
However, in many countries psychiatric institutions are the only form
of mental healthcare available to the general population. Because these
facilities are often located in major towns and cities, a long way from
where people live, patients with mental health needs may have to
travel great distances to seek the care they need. Besides denying many
individuals access to mental healthcare due to the elevated
transportation costs, another important factor includes having to take
time off work to travel long distances to urban areas. What is more, in
cases where people do seek treatment in psychiatric facilities, they
often find themselves isolated as a result of being placed many miles
from their family and their emotional and social support networks
[22,113]. Consequently these patients are no longer able to maintain
their daily living activities such as sustained employment which
subsequently compromises the family’s economic status. Together,
these factors influence mental healthcare access, affordability and/or
quality, and demonstrate that mental health service is an area of
substantial unmet need.

The integration of mental healthcare in a primary care setting
would allow people with mental illness easy access to treatment and
care within close proximity of their homes as well as help keep families
together [22,113,114]. It would also allow the patients to maintain
their support systems, remain integrated and active in the community
and continue to contribute to household productivity [22,115,116]
Furthermore, because primary care facilities tend be located in
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communities, not only do they serve as the first point of referral but
they also help minimize a variety of indirect health expenditures
associated with seeking care located further away (such as productivity
loss due to the time spent in accompanying the patient to hospital and
in eliminating costly trips to facilities located in urban areas), making
primary healthcare universally accessible to individuals and families in
the community and at a cost that the patient, community an country
can afford.

The benefits associated with the integrating of mental health into
primary care are significant [22,114-116], Besides providing key steps
in reducing the social stigma and discrimination attached to mental ill
health by tackling the social isolation, neglect, and institutionalization
often associated with these health conditions, it also ensures that the
population as a whole has access to the mental healthcare that they
need early in the course of disorders and without disruption. In
addition, treatment within a primary healthcare setting would provide
for more affordable and cost-effective treatment coupled to better
health outcomes. Adopting a community support approach would also
allow for an increased level of social integration experienced by the
patients with mental illness and as such assist in protecting their
human rights [114,116].

Innovative Support Facilities: E-Health
Unfortunately the establishment of universal and accessible

healthcare systems in LAMICs continues to face considerable
challenges. Therefore, policy-makers, donors and programme
implementers have been searching for innovative means and methods
to eliminate the geographic and financial barriers to health. This has
resulted in an increasing interest in the potential of e-health (the use of
information and communications technologies for health) and m-
health (the use of mobile technology for health, a subset of e-health) in
LAMICs. In this context, internet offers opportunities for improving
access to support and therapy for people with mental illness. The use
of online therapy (viz. e-Therapy) and self-help programs for a variety
of mental health conditions (e.g. depression, dementia, substance
abuse and anxiety disorder) has been emerging in many countries
[117]. These programs offer several advantages including: they are
available round the clock, don’t require waiting or travel time, are
user-friendly, are anonymous and free of cost. The use of the internet
has proved a particularly effective means of appealing to traditionally
difficult to reach demographic groups including young people and
women [118]. Notably, it has been reported that patients as well as
therapists experience a positive relationship during e-Therapy,
suggesting that it is possible to form a meaningful relationship based
on written e-mail messages [119].

The rapid advances in mobile technologies and applications as well
as the continued growth in coverage of mobile cellular networks have
resulted in a rise in new opportunities for the integration of mobile
health into existing e-Health services [120]. Indeed, the International
Telecommunication Union (ITU) reports that there are now over 5
billion wireless subscribers; over 70% of them reside in LAMICs.
Considering that mobile phone networks in many LAMICs surpasses
internet deployment and that this facility not only offers simple
interface for technology users but also provides voice operability,
cellular connectivity, and relative affordability [120]. It is perhaps
understandable why m-Health may represent the most effective e-
Health medium for dealing with mental health conditions in these
regions of the world. On the basis of the promising evidence regarding
the effective use of m-Health to combat the spread of HIV/AIDS and

increase education and awareness in LAMICs [121]m-Health
technology holds the potential for improving access and transforming
quality of care for people facing mental illness and addiction disorders
in such similar regions of the world. Indeed, in Ghana it is now
possible to have a mobile-based tele-psychiatry platform that can
support community-based clinical care including e-prescriptions,
laboratory and radiological investigations [122].

In keeping with this theme the recent concept of cloud computing
has rapidly been emerging as a key tool in the healthcare system.
Indeed, a recent survey of cloud computing adoption in healthcare
provider organizations by HIMSS Analytics found that 83% of IT
executives report they are using cloud services today, with “software as
a service” (SaaS)-based applications being the most popular (66.9%)
[123]. Notably, this platform offers several key benefits including
remote access, lower upfront costs, and reduced IT burden.

Effective Mental Healthcare Services and Systems
To help address the issues of inadequate service provision, the

WHO has developed the Assessment Instrument for Mental Health
Systems or WHO-AIMS as a means to systematically collect and assess
essential information on the mental health system of a country or
region. The goal of collecting this information is to improve mental
health systems and to provide a baseline for monitoring the change.
[124] On the basis of this information, treatment and prevention
packages for LAMICs have been developed [125-128]. Across six
World Bank regions including sub-Saharan Africa and south Asia, it is
estimated that a fully scaled-up package of cost effective interventions
could be implemented at a cost of around $3–4 per person [129]. At
the national level a selected package for treatment of depression,
schizophrenia, epilepsy and alcohol abuse in Nigeria was estimated to
cost 80 Naira per capita (less than one US dollar) [130]. Nevertheless,
numerous challenges to implementation exist, especially in LAMICs.
The commitment by governments and international agencies to build
up the technical capacity of countries so that evidence-based treatment
and prevention packages can be implemented will be of core
importance [19] Governments will also need to commit to creating,
reviewing and developing mental health policies, legislation and plans;
and developing and disseminating advocacy and policy resources
[18,131,132]

The identification of the most effective ways to deliver sustainable
mental health services to patients in need remains an important area
that requires research [131] Because of the comorbidity of mental
disorders with chronic health conditions that are also increasing in
burden (e.g., cardiovascular disease and diabetes) [133,134] screening
and effective interventions for mental disorders will need to form an
essential component of healthcare systems [134] Unfortunately, much
of the burden of mental illness is not avertable at present even with
optimum treatment and population coverage, 136 emphasizing the
need for more research so we can better understand causes of the
burden and develop better treatments.

Conclusion
Many people with mental illness, as well as their families and

caregivers, experience the consequences of vulnerability on a daily
basis. If unable to receive the necessary treatment and care they
require, people afflicted by mental illness risk becoming marginalized
by society. Although their vulnerability is not inevitable, but rather
brought about by their social environments, over time it leads to a
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range of adverse outcomes, including poverty, poor health and
premature death.

Mental healthcare remains an area fraught with health agenda
problems, a lack of human resources and an inadequate policy
framework [134]. Health reform agendas in the developed and
developing world are therefore imperative in order to provide legal
protection, human rights and the necessary services to people living
with mental illness. Legal initiatives that enforce people with mental
illness receive the same societal rights given to people with physical
health conditions are of core necessity. The ethical and human rights
challenges faced by mental illness and their families are significant.
These include: (1) the stigma attached to mental illness and the
discrimination faced by individuals who have mental illness and their
families, (2) a lack of public awareness on mental illness and limited
knowledge about the underlying pathobiology of mental illness which
have perhaps resulted in mental health being overlooked by health
providers and the policy makers.

An emphasis will also need to be placed on: (1) further
disentangling the vicious link between mental ill-health and poverty,
(2) providing easier and more affordable access to high quality
primary care mental health services for communities in rural and
hard-to-reach areas, (3) developing more adequate mental health
policies and implementing the service delivery needed by mental
health systems and (4) building the capacity for the inclusion of people
with mental illness in development opportunities in their
communities. A majority of these initiatives will require attention
from development stakeholders in addition to significant economic
and political support with an emphasis on prioritizing the right to
mental healthcare.

The widespread adoption of policies and practices consistent with a
right to mental health services will not only serve to protect people
with mental illness from abuse, neglect, and discrimination but will
also provide them with the care they desperately need. Such a
concerted effort will not only afford people with mental illness a better
quality of life but will most importantly allow them to live a more
dignified life and in the process dispel the insidious myths that
surround mental illness.
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