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PREFACE

Over the past two to three decades, our understanding of  poverty has broadened from a narrow focus on 
income and consumption to a multidimensional notion of  education, health, social and political 

1
participation, personal security and freedom and environmental quality.  Thus, it encompasses not just 
low income, but lack of  access to services, resources and skills; vulnerability; insecurity; and 
voicelessness and powerlessness.  Multidimensional poverty is a determinant of  health risks, health 
seeking behaviour, health care access and health outcomes.

As analysis of  health outcomes becomes more refined, it is increasingly apparent that the impressive 
gains in health experienced over recent decades are unevenly distributed.  Aggregate indicators, whether 
at the global, regional or national level, often tend to mask striking variations in health outcomes between 
men and women, rich and poor, both across and within countries.

2
It is estimated that about 70% of  the world's poor are women.  Similarly, in the Western Pacific Region, 
poverty often wears a woman's face. Indicators of  human poverty, including health indicators, often 
reflect severe gender-based disparities. In this way, gender inequality is a significant determinant of  
health outcomes in the Region, with women and girls often at a severe societal disadvantage.

Although poverty and gender significantly influence health and socioeconomic development, health 
professionals are not always adequately prepared to address such issues in their work.  This publication 
aims to improve the awareness, knowledge and skills of  health professionals in the Region on poverty 
and gender concerns.

The set of  modules that comprise this Sourcebook are intended for use in pre-service and in-service 
training of  health professionals. It is expected that this publication will also be of  use to health policy-
makers and programme managers, either as a reference document or in conjunction with in-service 
training.

All modules in the series are linked, but each one can be used on a stand-alone basis if  required. There are 
two foundational modules that set out the conceptual framework for the analysis of  poverty and gender 
issues in health. Each of  the other modules is intended for use in conjunction with these two 
foundational modules. This module on curricular integration is designed to support health professional 
educational institutions in the process of  integration of  poverty and gender concerns into existing 
curricula.

All modules in the Sourcebook are designed for use through participatory learning methods that involve 
the learner, taking advantage of  his or her experience and knowledge. Each module contains facilitator’s 
notes and suggested exercises to assist in this process.

It is hoped that the Sourcebook will prove useful in bringing greater attention to poverty and gender 
concerns in the design, implementation and monitoring and evaluation of  health policies, programmes 
and interventions.
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Introduction

Mental disorders account for a significant 
burden of  disease in all societies. Major 

reforms in public health generally and in mental 
health specifically have taken place recently. 
Effective interventions are increasingly available 
but, unfortunately, not accessible to the majority 
of  those who need them. The World health report 
2001 makes a compelling case for addressing the 

3 mental health needs of  populations.  It argues that 
interventions can be made accessible through 
changes in policy and legislation, service 
development, adequate financing and the training 
of  appropriate personnel.

A reforming health system provides the 
opportunity to redirect available resources 
towards mental health even in circumstances 
where total health resources are constant. Health 
sector reforms also provide an opportunity to 
integrate mental health services into general 
health services, especially at the primary level. 
Integrated services help to reduce the stigma 
associated with seeking help from stand-alone 
mental health services.

This module is designed to improve the awareness, 
knowledge and skills of  health providers on 
poverty and gender concerns in the field of  mental 
health. It is divided into six sections.
! Section 1 defines mental illness, its types, 

its general importance for health workers, 
and general principles for the treatment of  
mental illness.

! Section 2 examines WHAT the links are 
between poverty, gender and mental health 
focusing on depression and anxiety.

! Section 3 discusses WHY it is important 
for health professionals to address poverty 
and gender concerns in mental health, 
from efficiency, equity and human rights 
perspectives. The section considers the 
benefits to health when these issues are 
addressed in mental health interventions.

! Section 4 discusses HOW health 
professionals and the health care system as 
a whole can address poverty and gender 
concerns in mental health. This section 
deals with policy and legislation; 
programme planning and implementation 
(including financing); and service delivery. 
Examples of  good practice at the health 
facility, community and policy levels are 
presented to illustrate potential 
interventions.

! Section 5 provides notes for training 
facilitators.

! Section 6 is a collection of  tools, resources 
and references, to support health 
professionals in their work in this field.  It 
provides references on specific topics; flow 
charts for a clinical approach to medically 
unexplained symptoms; tools for detecting 
alcohol abuse and depression/anxiety; and 
a resource directory of  local agencies for 
health workers to complete for their 
communities.

Introduction
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There is more to good health than just a 
physically healthy body. Thus, it is agreed that 

a healthy person should also have a healthy mind. 
This can mean a number of  different abilities. She 
should be able to think clearly. She should be able 
to solve the various problems she may face in life. 
She should feel satisfied with her quality of  life and 
enjoy good relations with her friends, colleagues at 
work and family. She should feel spiritually at ease 
and bring happiness to others in the community. It 
is these aspects of  health that can be considered as 
mental health. Even though the mind and the 
body are often discussed as if  they were separate, 
in reality they are like two sides of  the same coin. 
They share a great deal with each other, but 
present a different face to the world. If  one of  the 
two is affected in any way, the other will almost 
certainly also be affected. The mind and body are 
often considered separately but they are not 
independent of  each other. Just as the physical 
body can fall ill, so too can the mind.

Mental illness may be understood as any illness 
experienced by a person that affects their 
emotions, thoughts or behaviour; is out of  
keeping with their cultural beliefs and personality; 
and produces a negative effect on their lives or the 
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lives of  their families.  In many people, a mental 
illness may be suspected when the health 
complaints are not attributable to a clear physical 
disease.

Two important points form the basis for 
understanding mental illness:
! First, there have been tremendous advances 

in the understanding of  the causes and 
treatment of  mental illnesses. Most 
treatments can be provided effectively by 
the general or community health care 
provider.

! Second, mental illness includes a broad 
range of  health problems. For most people, 
mental illness is associated with severe 
behavioural disturbances, such as violence, 
agitation or being sexually inappropriate. 
Most of  these patients suffer from severe 
mental disorders. However, most persons 
with mental illness behave and look no 
different than any other person. Common 
mental health problems include depression, 

anxiety, sexual problems, excessive alcohol 
drinking and family violence.

Mental health has always been considered a key 
component of  health, at least in theory. Thus, the 
World Health Organization (WHO) defined 
health in its broadest physical, mental and social 
context nearly 30 years ago.  Despite this 
recognition, mental health is rarely a health 
priority in most countries. There are many reasons 
why general health workers need to be concerned 
about mental illness:
! It is estimated that one in five of  all adults 

will experience a mental health problem in 
their lifetime. 

! It is a major public health burden. 
Studies from around the world show that 
as many as 30% to 40% of  all adults 
attending general health care services suffer 

5,6from some kind of  mental illness.  Staff  in 
community or other health settings will 
have encountered many patients suffering 
from vague physical health problems which 
may be labelled “psychosomatic” or 
something similar. In fact, as research 
suggests, many of  these patients may 
actually be suffering from a mental health 
problem. It is estimated that the burden of  
mental disorders will grow in coming 
decades. Depression is expected to become 
the second most important cause of  

7
disability in the world.  Developing 
countries with poorly developed mental 
health care systems are likely to see the 
most substantial increase in the burden 
attributable to mental disorders.

! Mental illnesses are very disabling. 
There is evidence that mental illness causes 
severe disability. A 2001 report by WHO 
found that five out of  the 10 most 
disabling conditions in the world were 

8
mental illnesses.  Depression was the most 
disabling, ahead of  anaemia, malaria and all 
other health problems. Mental illness can 
also cause death as a result of  suicide and 
accidents. Some people may suffer from 
both a mental and a physical illness. In 

Why is mental illness of  concern to 
general health workers?

1. What is mental illness?
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such persons, the mental illness can make 
the outcome of  the physical illness worse.

! Mental health services are inadequate. 
Most countries face a severe shortage of  
psychiatrists, psychologists and other 
mental health professionals. These 
specialists spend most of  their time caring 
for patients who suffer from severe mental 
disorders or psychoses. Although quite rare, 
these are the very diseases that the 
community associates with mental illness. 
Most patients with more common types of  
mental health problems, such as depression 
or alcohol abuse, are not likely to consult a 
mental health specialist. General health 
workers are ideally placed to treat these 
illnesses.

! Societies are changing rapidly. Many 
societies are facing dramatic economic and 
social changes. The social fabric of  the 
community is changing with rapid 
development, the growth of  cities, 
migration, widening income inequality, 
rising unemployment and violence. These 
are all the very factors that are linked to 
poor mental health.

! Mental illness leads to stigma. Mental 
illness is one of  the most feared diseases. 
Most patients with a mental health problem 
would fear admitting it. The mentally ill are 
often discriminated against by the 
community and their families, and are not 
treated sympathetically by health workers.

! Mental illness can be treated with 
simple, relatively inexpensive methods. 
It is true that many mental illnesses cannot 
be cured. However, many physical illnesses 
such as cancers, diabetes, high blood 
pressure and arthritis are also incurable. 
Yet, much can be done to improve the 
quality of  life of  those who suffer these 
conditions and the same applies to mental 
illness.

The global public health importance of  mental 
illness gained considerable ground in 2001, when 
three major international events of  WHO (World 
Health Day, the World Health Assembly and the 
World health report) focused on mental health. Figure 
1 shows that neuropsychiatric conditions (mental 

disorders and neurological disorders together) 
account for nearly one third of  all Years Lived with 
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Disability worldwide.

If  one considers specific types of  disorders, in 
persons aged 15-44 years (arguably, the most 
productive age group in developing countries), 
four of  the five leading causes of  Years Lived with 
Disability are mental disorders (see Figure 2). 
Depression and alcohol abuse together account 
for more than 20% of  the share of  Years Lived 
with Disability. The global burden of  mental 
illness is clearly evident from these figures.

Module on Mental Health

69%

31%

Figure 1: Burden of  neuropsychiatric 
conditions as a proportion of  total 

burden of  disease 
(expressed as years of  life lived with 

disability [YLD] as a proportion of  all YLD)

Source: Adapted from The World health report 20001: Mental health: 
new understanding, new hope. Geneva, World Health Organization, 
2001a.
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Figure 2: Top 5 leading causes 
of  years lived with disability, by sex, 
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Types of  mental  illness 

It is important to understand the diversity of  
health problems that constitute mental disorders. 
The very diverse conditions of  infantile autism 
and hyperactivity, depression and schizophrenia, 
alcohol and drug abuse, Alzheimer's disease and 
learning disabilities all fall under the broad 
umbrella of  mental health (see Box 1). Despite 
their great diversity, in most developing countries 
mental illnesses are typically associated with the 
psychotic disorders, such as schizophrenia. This 
group of  disorders predominate in psychiatric 
hospitals in developing countries. These disorders 
often produce profound disability and need a 
multi-pronged approach, including medication 
and rehabilitation, to ensure the best possible 
outcome.

In a general health context, the major mental 
health priorities are depression and anxiety 
disorders (also referred to as “common mental 
disorders”) and alcohol abuse. These are common 
and are ideally treated by general or primary health 

10
workers.  Common mental disorders (CMDs) are 
characterized by a mixture of  medically 
unexplained somatic symptoms (such as tiredness, 
weakness, aches and pains), behavioural 
symptoms (such as sleep and appetite 
disturbances) and psychological symptoms (such 
as loss of  interest and suicidal feelings). For details 
of  the symptoms of  CMDs, please see the 
subsection Service delivery in Section 4, How can 
health professionals address poverty and gender concerns in 
mental health?

Evidence of  a mounting crisis of  unmet need for 
millions with such disorders has been growing 
over recent decades, with a high prevalence 
generated from a range of  settings in low-income 
countries. Studies reveal prevalence figures 
approaching 20% in women and up to 40% of  
adult primary care populations in some 

11communities.  These disorders often run a 
chronic course, with up to 40% of  patients in 
treatment settings remaining ill for 12 months or 
more. Patients frequently contact health 
practitioners, but due to stigma and other factors, 
prefer to consult them about somatic complaints 
rather than psychological complaints. Indeed, this 

Box 1: Types of  mental disorders

Severe mental disorders:
! Schizophrenia: a disorder that is often 

chronic and characterized by odd beliefs 
(delusions), hallucinations and a marked 
change in behaviour.

! Bipolar affective disorder: a disorder which 
causes severe mood swings in the person.

! Brief  psychotic disorders: disorders which 
are brief  in duration (lasting up to a month), 
sudden in onset and associated with severe 
behavioural disturbance. Organic causes 
such as brain infections may be responsible 
for some cases.

Common mental disorders: 
! Include depression, anxiety, panic attacks, 

phobias and medically unexplained physical 
symptoms. These are the commonest types 
of  mental disorders in the community.

Substance abuse: includes alcohol, tobacco and 
drug abuse.

Mental disorders in the elderly: include 
Alzheimer's disease, a brain disease that typically 
affects people aged over 60 years.

Mental disorders in childhood: include a variety 
of  problems such as mental retardation, autism, 
hyperactivity, depression and learning disabilities. 

is a key problem in using terms such as 
“depression” as most health workers in developing 
countries simply do not encounter patients who 

12
complain about feeling “depressed.”

Alcohol abuse is another mental health problem 
that has assumed public health significance in 
many developing countries. There is mounting 
evidence that alcohol abuse, apart from being the 
commonest addiction in developing countries, has 
an enormous impact on the drinker's physical and 
mental health and is a major cause of  
impoverishment, including among already poor 
families. Many consider alcohol abuse a key factor 
in the high rates of  domestic violence and road 
traffic accidents in developing countries. Yet, the 
vast majority of  persons with alcohol abuse 
presenting at general health care settings receive 
treatment only for the injuries or ailments 

What is mental illness?
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resulting from the alcohol abuse; no specific help is 
13provided for the addiction itself.

Mental disorders at both ends of  the age spectrum 
have arguably been the least addressed issues in 
developing countries. Low awareness in the 
community and among health providers of  mental 
illnesses in childhood and old age are the greatest 
challenges in developing appropriate services for 
these groups. Childhood mental health problems 
have mostly been equated with mental retardation; 
there is little awareness or few specific services 
geared to the needs of  children with autism, 
hyperactivity and specific learning disabilities. In 
old age, concepts and care mechanisms for 
dementia are nascent in most parts of  the 
developing world, a situation that is likely to 
assume more importance as the proportion of  
elders grows rapidly, including in many countries 
of  the Western Pacific Region. Recent studies on 
community attitudes show that, for most people, 
dementia-like symptoms are considered part of  
the ageing process and few would consider a 

14
disease process as a cause.

There is a close relationship between cultural 
factors and health problems. Culture can influence 
mental health in many ways: 
! Understanding of  mental illness: The 

understanding of  mental illness differs 
from one culture to another. The group of  
disorders most often associated with mental 
illness are the severe mental disorders, such 
as schizophrenia. Patients or health 
providers in many developing countries 
rarely view CMDs (depression and anxiety) 
and problems associated with alcohol and 
drug dependence as mental illnesses. 
Although health providers should be aware 
of  these mental illnesses, using labels that 
are potentially stigmatizing can make 
matters worse for the patient. Instead, 
locally appropriate words can be used to 
describe stress or emotional upset in 
communicating the diagnosis.

! Words used to describe emotional 
distress: The description of  human 
emotions and illness varies in different 

Culture and mental illness

languages. The word “depression” means 
sadness and is used to describe both a 
feeling (“I feel depressed”) and an illness 
(“the patient is suffering from 
depression”). However, while most 
languages have words to describe the 
feeling of  sadness, many have no words to 
describe depression as an illness. Thus, it is 
important to understand words in the local 
language which best describe depression as 
a feeling and as an illness. Sometimes, 
different words are used for these two 
meanings. In other cases, a phrase or series 
of  words are needed to convey the 
meaning of  depression as an illness.

! Beliefs about witchcraft and evil spirits: 
People in many societies ascribe their 
illness to witchcraft, evil spirits or 
supernatural causes. There is little to gain 
from challenging the patient's views, which 
are often shared by the community. Such 
an approach will only make the patient feel 
uncomfortable. Instead, it is better to 
understand these beliefs and explain the 
scientific theory in simple language.

! Priests, prophets and psychiatrists: 
what do people do when in distress? 
The sick seek help from a variety of  
alternative, religious and traditional health 
systems or providers, including 
homeopathy, ayurveda, traditional Chinese 
medicine, spiritual healers, shamans, priests, 
pastors, prophets and others. This is so for 
several reasons. First, medical health care 
does not have the answers to all health 
problems, and this is especially true for 
mental illness. Second, many persons 
associate their emotional upset with 
spiritual or social factors and thus seek help 
from non-medical persons. Even where 
biomedical treatments are easily available, 
people often choose spiritual help for 
depression, anxiety, family problems and so 
on. Health providers should try to build 
bridges with spiritual healers. Though 
health professionals may not agree with the 
way they diagnose or treat health problems, 
they are still partners in health care. Some 
spiritual healers, however, insist that 
medical treatment be stopped; patients 

Module on Mental Health
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What is mental illness?

should be advised against visiting such 
healers.

! Counselling people with mental health 
problems: In many Western societies, 
counselling to help people with emotional 
problems is based on psychological 
theories that have evolved from within 
their cultures. These theories are foreign to 
the cultural beliefs of  many developing 
countries. This does not mean that 
counselling therapies are not useful in 
developing countries. Providers need to 
search for resources and methods that have 
evolved in the local culture because these 
are likely to be more acceptable.

Two common myths are associated with the 
treatment of  mental illnesses. The first is that 
mental health problems need mental health 
specialists. In reality, the vast majority of  persons 
with mental health problems can be managed just 
as well by appropriately trained general health 
providers. Indeed, this should be the goal of  
mental health policy in developing countries, since 
most patients themselves have no intention of  
seeking help from mental health specialists.

The second myth is that little can be done for 
mental disorders. This myth ignores the 
considerable progress made in pharmacological 
and psychotherapeutic treatments for a variety of  
mental disorders. There are effective and relatively 
cheap treatments for most mental illnesses, 
including schizophrenia and depression. 
However, most patients in developing countries 
lack access to these. Instead, they may receive 
sleeping pills, vitamins and other medications for 
their symptoms and undergo numerous 
investigations and tests. Box 2 provides a 
summary of  treatments for mental disorders, 
while Box 3 discusses epilepsy.

These myths are heavily biased towards a 
biomedical interpretation of  mental health 
problems. One should, of  course, be aware of  the 
dangers of  medicalizing social problems. Indeed, it 
is accepted that many mental disorders are closely 
associated with or caused by social problems. 

The treatment of  mental illness

However, the same is the case for most infectious 
diseases as well. Thus, depression and other mental 
disorders are analogous to health problems such as 
tuberculosis, which is strongly associated with 
poverty, but which is nonetheless a medical 
condition as well. Of  course, many mental 
disorders lack a clearly demonstrable “physical” 
pathology, showing changes in the way the brain is 
structured. However, recent advances in our 
understanding of  the brain suggest that this state of  
affairs is more the result of  our present ignorance 
rather than conclusive indication that mental 
illnesses are not biologically determined. Another 
important reason for a biomedical perspective on 
mental disorders is that it allows sufferers to seek 
help in the short-term. The argument that public 
health attention should be directed at social and 
economic inequalities which are the root causes of  
most health problems is sensible as a long-term 
strategy. However, it offers no relief  at all to the 
individual contemplating suicide today.

Box 2: Treatments for mental illnesses

Common drug treatments:
! antipsychotic medicines (chlorpromazine, 

trifluoperazine, haloperidol, risperidone, 
olanzapine, clozapine and others) for severe 
mental disorders and severe behavioural 
disturbances;

! antidepressant medicines (amitryptiline, 
imipramine, nortryptiline, desipramine, 
fluoxetine, fluvoxamine, sertraline and others) 
for common mental disorders; and

! anti-anxiety medicines (diazepam, alprazolam, 
nitrazepam, lorazepam, chlordiazepoxide) for 
short term use in anxiety, sleep problems and 
detoxification for persons with alcohol 
dependence.

Psychological treatments:
! explanation and education about the illness;
! breathing exercises and meditation;
! problem-solving; and
! family or marital counseling.

Social interventions:
! assistance with social problems such as 

unemployment, domestic violence, housing 
problems, etc., often by referral to 
appropriate agencies dealing with these issues; 
and

! building social support networks.
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Box 3. Epilepsy: is it a mental illness?

Strictly speaking, epilepsy is not a mental illness. It is caused by electrical changes in the brain. However, 
epilepsy is often considered a mental health problem, for many reasons. Many cultures believe epilepsy is 
caused by supernatural forces, such as witchcraft, similar to some types of  mental illness. In partial seizures, 
odd behaviours may be observed. Many persons with epilepsy develop emotional problems. Psychoses, 
depression and suicidal behaviour are all more common in persons with epilepsy. Epilepsy can cause great 
stress for a person. Finally, one type of  seizure in adults (the conversion seizure) is entirely psychological in 
origin. Thus, it is important not to ignore the psychosocial needs of  persons with epilepsy. 

There are many different types of  epilepsy in children and in adults. Ideally, all persons with seizures should 
be assessed at least once by a qualified provider, and if  possible, by a specialist in neurology or psychiatry. 
This is especially important for persons whose first seizure occurs after the age of  30. The main reason for 
this is to make sure the person does not suffer from a disease that is causing the epilepsy. Since the 
diagnosis of  epilepsy often means that the patient has to take medicines for a long time, possibly with 
resulting side effects, and may be restricted from doing some activities, it is critical that the diagnosis is 
correct. The most commonly used medicines for epilepsy in adults are phenobarbitone, phenytoin, 
carbamazepine and sodium valproate. In children, another useful medicine for some types of  epilepsy is 
ethosuximide. 

People with epilepsy are advised to make many changes in their lifestyle, such as ensuring regular sleep, 
regular meals, strict limits on alcohol intake, avoidance of  extreme physical exercise, and avoidance of  
situations that lead to tension or sudden excitement or stress. 

Module on Mental Health
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Poverty and mental health

he burden of  mental disorders does not 
uniformly affect all segments of  society. This 

section describes the evidence on the association 
between poverty, gender and mental health.

Health policy-makers and professionals typically 
treat the notion of  a relationship between mental 
health and poverty with scepticism and denial. 
Faced with the burden of  both infectious and non-
communicable diseases, such as diabetes and heart 
disease, such an attitude is perhaps under-
standable. Providers may feel that mental health 
has low priority amid other health priorities and 
concerns. These views result from lack of  
awareness and misinformation about mental 
illnesses and their impact on people's lives.

Poverty is one of  the strongest factors affecting 
mental health. In developed and developing 

countries, it is both a cause and effect of  mental 
disorders. Groups with adverse circumstances and 
the least resources face the highest burden of  
vulnerability to such disorders. These groups 
include women; migrants, especially refugees and 
displaced persons; people living in extreme 
poverty such as slum dwellers; people traumatized 
by conflicts and wars; children and adolescents 
with disrupted nurturing; and indigenous 
populations.

It is not uncommon for many of  the vulnerabilities 
to be present simultaneously in the same 

15individuals.  The poor experience environmental 
and psychological adversity that increases their 

16
vulnerability to mental disorders.  People with 
mental disorders, especially chronic conditions, are 
at risk of  homelessness, unemployment and social 
exclusion, all of  which increase the risk of  

17poverty.  Despite their higher vulnerability, the 
poor also face significant barriers to access to 

Table 1. Factors associated with higher prevalence and incidence of  mental illness

Population factors

aDeprived urban areas in Nordic countries show higher prevalence of  functional psychosis.

Among homeless people in Los Angeles, there is high prevalence of  chronic mental health problems and substance 
babuse.

cPeople receiving social welfare benefits in France had an elevated prevalence of  psychiatric disorders.

Among children in the United States of  America the prevalence of  disabling mental conditions has been associated 
dwith boys; children from low-income, single parent families; and children with a comparatively low educational level.
eIn the United States of  America there is a high incidence of  psycho-pathology among children in out-of-home care.

War veterans have been shown to have higher prevalence of  depression and post-traumatic stress disorder (PTSD) 
fthan similar patients in primary care in the private sector.

Trauma victims, specifically sexual assault victims, have an increased likelihood of  experiencing depression and 
gmisusing alcohol.

hNative Americans were at higher risk for mental health problems than other ethnic groups in the United States of  America.

a
Hansson L. et al. The Nordic comparative study on sectorized psychiatry: Contact rates and use of  services for patients with a functional 
psychosis. Acta Psychiatrica Scandinavica, 1998, 97:315-20.

b
Koegel P. et al. Utilization of  mental health and substance abuse services among homeless adults in Los Angeles. Medical Care, 1999, 37:306-
317.

c
Kovess V. et al. Mental health and use of  care in people receiving a French social benefit. Social Psychiatry and Psychiatric Epidemiology,1999, 
34:588-594.

d Halfon, N., Newacheck, P. Prevalence and impact of  parent-reported disabling mental health conditions among U.S. children. Journal of  the 
American Academy of  Child and Adolescent Psychiatry, 1999, 38:600-9.

e
Schneiderman M. et al. Mental health services for children in out-of-home care. Child Welfare, 1998, 77:29-40.

f
Hankin C.S. et al. Mental disorders and mental health treatment among U.S. Department of  Veterans Affairs outpatients: the Veterans Health 
Study. American Journal of  Psychiatry, 1999a, 156:1924-1930.

g
Hankin C.S. et al. Prevalence of  depressive and alcohol abuse symptoms among women VA outpatients who report experiencing sexual 
assault while in the military. Journal of  Trauma and Stress, 1999b, 12:601-612.

h
King J. Denver American Indian mental health needs survey. American Indian and Alaska Native Mental health Research, 1999, 8:1-12.

Source: World Health Organization. Planning and budgeting to deliver services for mental health.  Mental health policy and service guidance package. Geneva, 2003d.
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mental health services, which may be unaffordable, 
unavailable and unresponsive to their needs.

In presenting the evidence and implications of  
socioeconomic determinants of  mental health, 
this section focuses on depressive and anxiety 
disorders. This is because depression is the most 
common mental disorder and arguably poses 
the greatest public health burden. Later, the 
section also briefly considers the relationship 
between poverty and other mental disorders.

There is now a substantial body of  evidence that 
demonstrates the relationship between poverty or 
socioeconomic inequalities and depression in 

18developed countries.  Evidence is beginning to 
accumulate demonstrating a similar association 
between economic disadvantage and depression 
in Asia and the Pacific. 

Many macro level social and economic factors that 
lie outside the traditional health sector also 
influence the mental health of  populations and 
societies. Table 1 presents population factors 
associated with higher prevalence and higher 
incidence of  mental illness. Policies can and do 
influence many of  these factors, through direct 
and indirect effects. Since many socioeconomic 
factors are interlinked, policy changes in one 
sector have cascading effects on other sectors that 
may influence mental health either positively or 

19
negatively.  For example, policies to reduce 
absolute and relative poverty are likely to have a 
significant positive impact on mental disorders. 
Housing-related legislation and policies that 
reduce homelessness and raise the quality and 
availability of  housing stock may have a positive 
effect on the prevalence of  mental disorders. 
Promoting employment and good employment 
practices are essential for the mental health of  a 
country's workforce. Global trends such as 
urbanization have negative implications for the 
mental health of  populations. However, 
governments, policymakers and planners often do 
not take into account or are unaware of  the mental 
health consequences of  changes in social and 

20economic policies.

Causal pathways between socioeconomic 
factors and depression

Do socioeconomic factors cause depression?

A growing body of  evidence points to the links 
between low socioeconomic status and 
depression, as summarized in this section.

Poverty: Poverty and associated conditions of  
unemployment, low educational level, deprivation 
and homelessness are widespread not only in poor 
countries but also in a sizeable minority of  rich 
countries. Data from cross-national surveys in 
Brazil, Chile, India and Zimbabwe show that 
common mental disorders are about twice as 
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Note: The horizontal bold line at 1.0 indicates where the ratio of  
prevalence of  depression in low income groups is equal to that of  
high income groups. Above this line people with a low income have 
a higher prevalence of  depression.
a

Awas M. et al. Major mental disorders in Butajlira, southern 
Ethiopia. Acta Psychiatrica Scandinavica, 1999, 100 (Supplement 
397):56-64. 

b
Lindeman S. et al. The 12-month prevalence and risk factors for 
major depressive episode in Finland: representative sample of  
5,993 adults. Acta Psychiatrica Scandinavica. 2000, 102:178-184.

c
Wittchen H.U. et al. Prevalence of  mental disorders and 
psychosocial impairments in adolescents and young adults. 
Psychological Medicine, 1998, 28:109-126.

d
Bijl R.V. et al.  Prevalence of  psychiatric disorders in the general 
population results of  the Netherlands Mental Health Survey and 
Incidence Study (NEMESIS). Social Psychiatry and Psychiatric 
Epidemiology, 1998, 33:587-595.

e
Kessler R.C. et al. Lifetime and 12-month prevalence of  DSM-III-R 
psychiatric disorders in the United States. Results from the National 
Comorbidity Survey. Archives of  General Psychiatry, 1994, 51:8-19.

f
Abas M.A., Broadhead J.C. Depression and anxiety among 
women in an urban setting in Zimbabwe. Psychological Medicine, 
1997, 17:59-71.

Source: World Health Organization. The World health report 2001: 
Mental health: new understanding, new hope. Geneva, 2001a.

Figure 3: Prevalence of  depression in low 
versus high income groups, selected countries



Integrating Poverty and Gender into Health Programmes: A Sourcebook for Health Professionals13

21
frequent among the poor as among the rich.  A 
review of  15 studies found the median ratio for 
overall prevalence of  mental disorders between the 
lowest and the highest socioeconomic categories 
was 2.1:1 for one year and 1.4:1 for lifetime 

22prevalence.  Figure 3 shows that depression is 
more common among the poor than the rich. A 
community study from Indonesia found strong 
associations between depression and  household 
amenities such as electricity, and ownership of  a 

23television.  In this study, rates of  depression in the 
least developed villages were twice those in the 
most developed villages. A primary care study 
reported a strong association between indicators 
of  poverty, such as being in debt and unable to buy 
food, and depression, even after adjusting for the 

24effects of  a range of  variables.  Other studies 
report the association of  depression with other 
indicators such as unemployment and low income 

25,26,27,28and social class.  Evidence from prospective 
longitudinal studies in less developed countries 
outside the Region also indicates that economic 
deprivation is associated with the incidence and 

29persistence of  depression.

Low education and lack of  control over 
resources: One of  the most consistent predictors 
of  mental disorders in developing country studies 
is lack of  education. Education might provide a 
means of  escape from poverty and other ways to 

30resolve problems.  Low education, which is often 
closely correlated with poverty, emerges as a factor 
strongly associated with the prevalence of  

31depression in many developing countries.  The 
mechanism through which education might 

protect persons from depression is unclear. 
However, education may be an important 
determinant of  present and future opportunities 
that promote mental health in later life. There are 
obvious material stresses that accompany poverty. 
Daily worries about expenses, affordability of  
food in the face of  inflation and insecure 
employment could be expected to wear down even 
the strongest mind. The ability to deal with new 
difficulties is harder for those with financial 
insecurity (see Box 4). In settings with large 
income inequalities, high unemployment and 
underemployment, lack of  opportunity and social 
protection can lead to feelings of  hopelessness, 
anger and despair.

Social and economic crises. Rapid change and 
plunging living standards related to the kind of  
social and economic crisis and dislocation recently 
witnessed in many parts of  Asia cause disruption 
on an unprecedented scale. Large-scale social and 
economic shifts that increase poverty, reduce 
social cohesion and increase insecurity may 
overwhelm the coping abilities of  families. In 
particular, members of  the middle class may be 
threatened for the first time with potentially huge 
losses, both in terms of  income and the ability to 
control the course of  their lives. In such 
circumstances slowly won gains in health and 
education are lost, with huge numbers of  people 
experiencing a 'class plunge,' moving from a life of  
relative comfort to one of  need.

Conflicts and disasters: It is estimated that, 
globally, about 50 million people are refugees or 

Module on Mental Health

Box 4: The grip of  helplessness: farmer debt and suicide in India

Since the mid-1990s, the seasonal monsoon has consistently failed in some central regions of  India leading to 
low harvests and, subsequently, lower incomes for farmers. The poorest subsistence farmers have suffered the 
most. They lacked credit-worthiness and had to borrow money from loan-sharks at exorbitant rates of  interest 
to tide them over the financial crisis. With their crops failing, the farmers were faced with the stark choice of  
selling their few remaining assets or becoming bonded labourers to the moneylender until the debt was repaid. 
It is not surprising that these circumstances led to suicide. There have been more than 300 suicides by farmers 

a,bofficially reported in recent years.  Although these figures may appear small, they must be seen in the context 
of  representing an occupational group of  subsistence farmers in a geographically defined region of  India. 

cThere is evidence that farmers from the “backward castes”  were disproportionately more affected.

a Ainger K. The market and the monsoon, Part 1. New Internationalist January/February 2003, 353.
b thChoudhary S. Farmer suicides: till death do us apart. Outlook India. 7  June 2004.
c "Backward castes" generally refers to those whose ritual rank and occupational status are above “untouchables” but who themselves 

remain socially and economically depressed.
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are internally displaced. In addition, millions are 
affected by natural disasters including 
earthquakes, tsunamis, typhoons, hurricanes and 

32
similar large-scale calamities.  Such situations take 
a heavy toll on the mental health of  the people 
involved, most of  whom live in developing 
countries, where capacity to take care of  these 
problems is extremely limited. Between a third and 
a half  of  all affected persons suffer from mental 
distress. The most frequent diagnosis made is 
post-traumatic stress disorder (PTSD). A study 
from China found a high rate of  psychological 
symptoms and a poor quality of  life among 
earthquake survivors. The study also showed that 
post-disaster support was effective in the 

33improvement of  well-being.

Family and environmental factors: A variety of  
social and environmental factors can influence the 
onset, course and outcome of  mental disorders. 
People experience a series of  life events, minor or 
major, positive or negative. It has been observed 
that there is an accumulation of  life events 

34,35
immediately before onset of  mental disorders.  
Though undesirable events predominate before 
onset or relapse of  depressive disorders, a higher 
occurrence of  all events (undesirable and 
desirable) precedes other mental disorders. 
Studies suggest that all significant life events act as 
stressors and, coming in quick succession, 
predispose the individual to mental disorders. This 
effect also has a demonstrated association with 
several physical diseases, such as myocardial 
infarction. Research has long attempted to find 
links between severe mental disorders (SMDs), 
such as schizophrenia and depression, and the 
family environment. Recent evidence clearly 
correlates the social and emotional environment 
within the family with relapses in schizophrenia, 

36
although not necessarily with its onset.

Loss of  social support: There is evidence that 
lack of  social support may increase the risk of  
depression. Low socioeconomic status may 
decrease a person's ability to engage in social 
activities. Unplanned urbanization has imposed 
great strains on traditional social support systems 
across the developing world and continues to do 
so. The lack of  social support and the breakdown 
of  kinship structures are key stressors for millions 

of  migrant labourers to urban centres in Asia. 
These migrants leave behind millions of  
dependants in rural areas who survive on the 
remittances they send home. For young women 
who are married far from their parental homes and 
live for most of  the year without their husbands, it 
is not hard to imagine why they may be more likely 
to be depressed. Brown and Harris, in their 
seminal work on the social origins of  depression, 
identified factors such as having no one to confide 

37
in as increasing vulnerability to depression.

A higher burden of  physical illness: There is a 
well-recognized association between poverty and a 
higher burden of  physical ill health, particularly 
infectious diseases, and inadequate access to good, 
affordable health care. This may mean that many 
poor persons with mental health problems go 

38untreated and suffer for long periods.  Equally, the 
presence of  major physical diseases affects the 
mental health of  individuals as well as of  entire 
families. Most seriously disabling or life-
threatening diseases, including cancers in both 
men and women, have this impact. The example 
of  HIV/AIDS illustrates this effect. The rapidly 
spreading epidemic has significantly lowered 
economic growth and life expectancy in the 
hardest hit countries. The mental health 
consequences are substantial. The infection itself  
and the effects of  intense stigma and 
discrimination are major stressors for a proportion 
of  individuals. Disorders range from anxiety or 

39depressive disorders to adjustment disorder.  
Cognitive deficits are also detected if  looked for 

40,41specifically.  In addition, family members face 
stigma and later, the stress from premature deaths 
of  infected family members.

Social comparison: A strong inverse relationship 
exists between social position and physical and 
mental health outcomes. Adverse health outcomes 
are two to two and a half  times higher among 
people in the most disadvantaged social position 

42,43compared with those in the highest.  The 
potential stresses imposed by absolute poverty 
may be considerably different from those imposed 
by relative poverty. One proposed mechanism is 
that of  “cognitive comparison,” whereby people 
are made aware of  the vast differences in 
socioeconomic status that prevail. The knowledge 

What are the links between poverty, gender and mental health?
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Box 5: Poor people's views on sickness of  mind and body

aWhen questioned about their health,  poor people mention a broad range of  injuries and illnesses: broken limbs, 
burns, poisoning from chemicals and pollution, diabetes, pneumonia, bronchitis, tuberculosis, HIV/AIDS, 
asthma, diarrhoea, typhoid, malaria, parasitic diseases from contaminated water, skin infections, and other 
debilitating diseases. They often raise mental health problems jointly with physical concerns and also frequently 
discuss hardships associated with drug and alcohol abuse. Stress, anxiety, depression, lack of  self-esteem and 
suicide are among the effects of  poverty and ill-health commonly identified by discussion groups. A recurring 
theme is the stress of  not being able to provide for one's family. 

People associate many forms of  sickness with stress, anguish and being ill at ease, but often pick out three for 
special mention: HIV/AIDS, alcoholism and drugs. In Zambia a youth group made a causal link between 
poverty and prostitution, AIDS and, finally, death. Group discussions in Argentina, Ghana, Jamaica, Thailand, 
Viet Nam, and several other countries also mention HIV/AIDS and related diseases as problems that affect 
livelihoods and strain the extended family. People regard drug use and alcoholism as causes of  violence, 
insecurity and theft, and see money spent on alcohol or other drugs, male drunkenness, and domestic violence 
as syndromes of  poverty. Alcoholism is especially prevalent among men. Many discussion groups from all 
regions report problems of  physical abuse of  women when husbands come home drunk, and several groups 
find that beer drinking leads to promiscuity and disease. In both urban and rural Africa, poor people mention 
alcohol abuse more frequently than drugs. Drug abuse is mentioned frequently in urban areas, especially in Latin 
America, Thailand and Viet Nam. People addicted to drugs are miserable, and so are their families.

a
Narayan D et al. Voices of  the poor, crying out for change. New York, Oxford University Press for the World Bank, 2000.

Source: World Health Organization. Organization of  services for mental health. Mental health policy and service guidance package. Geneva, 2003b.

Module on Mental Health

of  how the richer or “other half ” live may affect 
psychosocial well-being and thus, overall health 

44status.  Box 5 provides an insight into poor 
people's views on sickness of  mind and body.

Does mental illness make poverty worse?

It is estimated that one in four families has at least 
one member currently suffering from a mental or 
behavioural disorder. Mental disorders heavily 
affect individuals, families and communities. 
Families must not only provide physical and 
emotional support, but also bear the negative 
effects of  stigma and discrimination. The burden 
on families includes economic difficulties; 
emotional reactions to the illness; the stress of  
coping with disturbed behaviour; disruption of  
household routine; and restriction of  social 

45activities.  Families often bear the expenses for 
treatment, either because insurance is unavailable 
or because mental disorders are not covered by 
insurance.

In addition to the direct burden, lost opportunities 
have to be taken into account. Families in which 
one member suffers from a mental disorder may 
need to make several adjustments and 

compromises that may prevent other members 
from achieving their full potential in work, social 

46relationships and leisure.  The human aspects of  
the burden of  mental disorders are important but 
difficult to assess and quantify. Families often have 
to set aside a significant part of  their time to look 
after the mentally ill relative and may suffer 
economic and social deprivation because he or she 
is not fully productive.

Economic impact: The economic impact of  
mental disorders is wide-ranging, long-lasting and 

47large.  It is possible to measure the direct 
economic costs, but indirect costs are more 
difficult to capture. Thus, estimates of  economic 
impact are likely to be underestimates, since lost 
opportunity costs to individuals and families are 
not taken into account. Measurable components 
include health and social service costs, lost 
employment and reduced productivity, impact on 
families and caregivers, levels of  crime and public 
safety, and the negative impact of  premature 
mortality. Direct costs may appear low in 
developing countries, due to low availability and 
coverage of  mental health care. In these settings, 
indirect costs arising from productivity losses 
usually account for a larger proportion of  overall 
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costs than direct costs. Further, low treatment 
costs (because of  lack of  treatment) may actually 
increase the eventual indirect costs by increasing 
the duration of  untreated disorders and associated 

48
disability.

Depression: Research suggests two possible 
mechanisms through which depression may 
contribute to increased poverty. First, evidence 
indicates that mental disorders lead to disability, as 
described earlier. For example, studies of  primary 
care attendees show that, compared to others, 
persons with depression spent more than twice 
the number of  days in the previous month in bed 

49or being unable to carry out their daily activities.  
Second, there is evidence that persons with 
depression receive more health care, especially at 
the primary care level. Most people with 
depression consult providers for their physical 
symptoms. In both developing and developed 
countries, this can lead to numerous costly 
consultations, investigations and poly-

50,51
pharmacy.  Governments are often incapable or 
unwilling to finance treatment; the costs are then 
transferred to patients when they resort to the 
private sector. Regardless of  who pays the bill, 
depression drains precious resources. 

Severe mental disorders: Schizophrenia typically 
begins in young adult life and, for many persons, is 
associated with severe, life-long disability. Thus, 
the illness effectively destroys the ability of  the 
person to complete their education and be 
economically productive. Combined with the cost 
of  life-long treatment, this can considerably 

worsen the economic well being of  the family. The 
costs of  health and social care for schizophrenia 
and other functional psychoses pose the main 
burden for specialist mental health services.

Mental retardation: Present from early 
childhood and leading to failure in mainstream 
education, mental retardation is an obvious source 
of  economic difficulty, due both to the inability of  
the affected person to secure paid employment 
and the cost of  care for those with multiple or 
severe disabilities.

Alcohol and drug abuse: As with schizophrenia, 
these disorders often begin during young 
adulthood, impairing the economic productivity 
of  the person. In addition, both alcohol and drug 
dependence can lead to further impoverishment, 
since those affected may spend precious resources 
on funding their addiction.

Dementia is gaining considerable public health 
importance as the population ages. This chronic, 
degenerative disorder imposes a great economic 
burden on families and, where the state manages 
health care, on the health system.

Epilepsy may be more frequent in low-income 
populations because of  the greater exposure to 
risk factors associated with poor maternal care and 
early infant care. Recognized risk factors for 
epilepsy, such as complicated labour, birth 
asphyxia and neonatal infections, are more 
common among those from households living in 
poverty due to limited access to good quality 

Figure 4: The vicious cycle of  impoverishment and mental illness

Source: World Health Organization. The World health report 2001: Mental health: new understanding, new hope. Geneva, 2001a.
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risks—for example, vulnerability to sexual 
violence—but also, fundamentally, in the unequal 
power of  men and women to manage their lives 
and have control over their health. Such 
inequalities create, maintain and exacerbate 
exposure to risk factors that endanger women's 
mental health.

Are women more likely than men to suffer 

mental health problems?

There is no difference between men and women 
when the prevalence of  all types of  mental 
disorders is considered together. However, if  one 
considers specific types of  mental disorders, 
gender differences become much more relevant. 
Their importance in mental health is most 
graphically illustrated in the significantly different 
rates of  major depression experienced by women 

54
compared with men.  These differences are 
important because the two types of  mental 
disorders where gender differences do occur are by 
far the most common of  all mental disorders and 
of  the greatest significance to general health 
workers. However, the relatively rare severe mental 
disorders are equally common in both men and 

55
women.

A recent comprehensive review found that women 
predominated over men in lifetime prevalence 
rates of  major depression in all the general 

56
population studies conducted so far.  A very large, 
WHO multi-country study of  psychological 
problems in general health care found that 
women's overall rates of  depression across 
participating health centres were 1.89 times higher 
than those of  men and psychiatric co-morbidity 
was found to be most prevalent among depressed 

57
patients.  Gender differences in rates of  
depression are maintained across the life span.

A1994 study found that women had markedly 
increased rates of  affective disorders, with the 
exception of  mania, and also had increased rates 

58
of  anxiety disorders.  For any affective disorder, 
the lifetime prevalence was 23.9% for women, 
compared with 14.7% for men. For any anxiety 
disorder, the corresponding figures were 30.5% 
for women and 19.2% for men. Also consistent 
with the findings of  previous studies, men were 

Module on Mental Health

health care. Persons with epilepsy may be 
restricted from certain kinds of  employment and 
may find it harder to find jobs.

Cycle of impoverishment and mental disorder

As the foregoing discussion shows, the 
relationship between poverty and mental illness is 
complex, bi-directional and dynamic, both rooted 
in and leading to a vicious cycle of  impoverishment 
and mental illness (see Figure 4). Such a vicious 
cycle might, for example, begin with an episode of  
depression triggered by material deprivation and 
domestic violence. Depression in turn robs the 
woman of  the necessary coping skills and energy to 
overcome her problems and leads her to spend 
money and time seeking relief  from various health 
practitioners, often with no benefit.

As a WHO review points out, “Women's health is 
inextricably linked to their status in society. It 
benefits from equality, and suffers from 

52discrimination.”  A gender-based approach is 
useful when considering the differences between 
women's and men's mental health. While this does 
not exclude biological or sex differences, it 
considers the critical importance of  social and 
cultural factors and unequal power relations 
between men and women in promoting or 
impeding mental health. This power imbalance has 
generally favoured men and relegated women to a 

53
subordinate, disadvantaged position.

Gender impacts the production of  mental health 
at every level—the individual, the group and the 
environment. It influences both the material and 
symbolic positions that men and women occupy in 
the social hierarchy and the experiences that 
condition their lives. Consequently, gender may be 
thought of  as a powerful structural determinant of  
mental health that interacts with other structural 
determinants including age, family structure, 
education, occupation, income and social support 
and with a variety of  behavioural determinants of  
mental health.

Gender-based inequalities exist not only in 
differential susceptibility and exposure to 

Gender and mental health
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found to predominate in diagnoses of  substance 
use disorders and antisocial personality disorder.

Why might women suffer more than men 

from mental health problems?

While research confirms the importance of  
poverty in increased rates of  depression, gender as 
a structural determinant of  poor mental health has 
not been adequately investigated. However, new 
risk factors, closely linked to gender, have emerged 
from recent analysis. In particular, research has 
systematically examined abuse and violence in 
childhood and adulthood; measures of  adversity 

59
that include these topics have been developed.

There is considerable evidence that stress in 
everyday life is a potent cause of  depression. Such 
stress is known to make a person more likely to 
become depressed. Gender inequality leads to 
considerable stress in women's lives and can 
influence the following situations.

Social factors: Social rank theory highlights 
several key variables in the development of  
depression. These include perceptions of  the self  
as inferior, low self-confidence and submissive or 
non-assertive behaviour; having a sense of  defeat 
in relation to important battles, and at the same 
time, wanting to escape but being trapped. 
Feelings of  inferiority, low self  esteem, shame and 
being of  low rank have commonly been found 

60,61 among depressed people. Women's social status 
is often subordinated to that of  men. Submissive, 
dependent and non-assertive behaviour is 
stereotypically feminine, is still considered 
desirable in many countries and has been 

62
documented in relation to depression.

Research shows that a severe event is often 
accompanied by provoking agents and 
vulnerability factors, especially those associated 

63with low self-esteem and inadequate support.  In 
their initial study, Brown and Harris identified four 
vulnerability factors that increased the chances of  
a woman developing depression in the presence 
of  a stressful life event. These factors were 
parental loss before the age of  17, particularly the 
loss of  one's mother before the age of  11; the 
presence at home of  three or more children 

younger than 14 years; a poor, non-confiding 
marriage, and the lack of  full or part time 
employment. While their study was conducted in 
the United Kingdom, many of  the factors are 

64
relevant in developing countries today.

Gender inequality and economic inequality: 
Epidemiological prevalence studies have long 
shown that income levels predict depressive 
symptom level. For example, one study reported 
that nearly half  of  low-income mothers of  young 
children had depressive symptoms. Low income, 
unemployment and single parent status were all 
associated positively with the extent of  depressive 

65symptoms.

The poor psychosocial health of  single mothers in 
general has been documented in studies and like 
homeless women, over the last decade there has 
been a dramatic increase in the number of  
households headed by women, most of  whom live 

66,67below the poverty line.  As a consequence of  
this demographic change, poor psychosocial 
health, including depression, is likely to affect an 
increasingly large proportion of  women. Low 
educational status, unemployment or low 
employment status, homelessness and insecure 
housing tenure, inadequate income and poor 
social support have all been found to be associated 
with increased rates of  depression and anxiety and 
often interact with one another in reciprocal 

68,69,70relationships.

A study in the Volta region of  Ghana found that 
the combination of  financial insecurity and 
financial and emotional responsibility for 
children, together with heavy workloads, a sense 
of  work being compulsory and a gender division 
of  labour exacted a heavy toll on women's 

71
emotional health.  Psychosocial problems 
associated with their work roles were described by 
three quarters of  the women in this study and 
mentioned much more often than reproductive 
health problems. In a study in Taiwan, China, 
CMDs were associated with being a woman and 

72
being unemployed.

Social and economic crises. Large-scale social 
and economic shifts that increase poverty, reduce 
social cohesion and increase insecurity during 
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times of  economic crisis may particularly 
overwhelm women's coping abilities. The 
humiliation, sense of  blocked escape and the 
associated depression which accompany such a 
change is described by one Indonesian woman, 
who first became unemployed, then quickly ran 
out of  things she could sell: ‘I cried. I tried to 
commit suicide. I wanted to escape from this 

7 3world.’  Women in difficult economic 
circumstances, whose relatives and friends are in 
the same position and vulnerable to an increased 
number of  stressful life events, will be likely to 
experience considerable stress 'contagion'. That 
more negative life events and less social support is 
exper ienced by  those  who are  more  
socioeconomically disadvantaged has been 

74,75 
confirmed by a number of  studies. A study of  
CMDs in four countries undergoing restructuring 
found that women, especially those with low 
education and those living in poverty, were more 
likely to develop depression, anxiety and somatic 
symptoms in response to increasing social and 

76
income inequality.  This study reveals how gender 
inequality is linked to economic inequality and 
rising income disparity. All three function as 
potent risk factors for those mental disorders 
known to predominate in women.

Module on Mental Health

Box 6: The impact of  severe events on women's mental health

A study of  a Zimbabwean township discovered a significant increase in the rate of  depression among women 
when compared to a previous study. The increase was attributed primarily to the increased numbers of  severe 
and disruptive events and difficulties occurring in the women's lives. Many of  the severe events in Harare were 
reported to reflect “the high levels of  physical illness and premature death in family members, the predicaments 
associated with seasonal migration between rural and urban homes, problems associated with infertility and the 

alarge number of  marital and other relationship crises.”  The findings also confirmed that certain types of  severe 
events are especially depressogenic. Such events typically involve a woman's humiliation, her entrapment in an 
ongoing difficult situation or the experience of  bereavement. A number of  descriptions were included to 
illustrate the circumstances:
! A is aged 43, married with nine children. She works informally roasting maize cobs to sell at beer halls. 

The family could just afford basic food and government schooling costs. The event is her husband's 
death. His company refuses her access to his pension unless she can persuade a male elder from his 
family to claim it. His family lives 200 miles away and she has no money for the bus fare. The children 
are dismissed from school for non-payment of  fees. They are living on one small meal a day.

! B is aged 40 and is the second wife in a polygamous marriage. Her nine month old baby has just died 
after a long illness and her husband has early AIDS. Over the next 10 days, she is beaten by him and 
given a black eye, obvious at the funeral. She is excluded from traditional healer consultations at 
which she is blamed for causing the child's death through negligence.

a
Broadhead J., Abas M. Life events and difficulties and the onset of  depression among women in a low-income urban setting in 
Zimbabwe. Psychological Medicine, 1998, 28:29-38.

Source: Broadhead J. and Abas M. Life events and difficulties and the onset of  depression among women in a low-income urban 
setting in Zimbabwe. Psychological Medicine, 1998, 28:29-38.

Box 6 illustrates the impact of  severe events on 
women's mental health. Such events can be 
predicted to increase in the context of  rapid 
economic changes and rising income disparity and 
economic inequality that further weaken women's 
economic position and make survival more arduous. 
Moreover, depression is likely to persist longer 

77when it co-exists with economic deprivation.

Gender-based violence. Gender-based violence, 
directed primarily against women, is emerging as a 
pervasive global issue and contributes significantly 
to preventable morbidity and mortality for women 
across diverse cultures. Such violence encapsulates 
all three features identified in social theories of  
depression—humiliation, inferior social ranking and 
subordination, and blocked escape or entrapment. 
Substantial evidence demonstrates that the most 
disabling and long-lasting health effects of  violence 

78include depression and PTSD.  Women who have 
experienced violence, whether in childhood or adult 
life, have increased rates of  depression and anxiety, 
stress-related syndromes, pain syndromes, phobias, 
chemical dependency, substance use, suicidality, 
somatic and medical symptoms, negative health 
behaviours, poor subjective health and changes in 

79,80health service utilization.
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Table 2. Relationship between domestic violence and contemplation of  suicide

% of  women who have ever thought of  committing suicide (P<0.001)

a b b b a ac bExperience of  Brazil Chile Egypt India Indonesia Philippines Peru  Thailand
physical violence (n=940) (n=422) (n=631) (n=6327) (n=765) (n=1001) (n=1088) (n=2073)
by intimate partner
Never 21 11 7 15 1 8 17 18
Ever 48 36 61 64 11 28 40 41

a
World Health Organization Multi-country Study on Women's Health and Domestic Violence (preliminary results). Geneva (unpublished 
document), 2001.

b
International Network of  Clinical Epidemiologists (INCLEAN). World Studies of  Abuse in Family Environments (World SAFE). Manila,  
[This survey questioned women about “severe physical violence.”], 2001.

c
Hakimi M et al. Silence for the sake of  harmony: Domestic violence and women's health in Central Java. Yogyakarta, Indonesia, Program for 
Appropriate Technology in Health, 2001.

Source: World Health Organization. The World health report 2001: Mental health: new understanding, new hope. Geneva, 2001a.

Box 7: Men and mental health

When we consider gender issues in the context of  health, we search for ways in which gender stereotypes and 
roles influence health.  It is therefore pertinent to also consider how gender issues affect men, specifically in the 
context of  mental health.  

Studies show that young men have limited access to information about their health, in particular their sexual 
health.  A condition associated with anxiety about the loss of  semen in urine (dhat syndrome) is commonly seen 
in young men in South and Southeast Asia. It is a mental illness, but typically presents with weakness and worries 
about sexual discharges.  Lack of  awareness and cultural attitudes are important determinants of  this common 
mental disorder.  

Men are also the victims of  violence, though most often at the hands of  other men.  Violence is one the most 
important causes of  death in young men.  Men's stereotyped role models lead most men who are victims of  
violence to remain silent. Men are much less likely to seek help than women because complaining about violence 
may seem an 'unmanly' thing to do.  

Men are much more likely to abuse tobacco, alcohol or drugs. Alcohol-related health problems are a major cause of  
illness and death in young men.  Again, gender-defined roles play an important role in the origin of  these problems. 

mental health, men's mental health is also 
influenced by gender-related factors. Box 7 
provides a brief  discussion of  men's mental health.

Women with any health problem are less likely to 
receive the same quality of  health care as 

82,83
compared to men.  Women who are depressed 
often do not get the correct treatment for their 
problems; instead they are prescribed sleeping pills 

84
and vitamins.  A series of  studies comparing 
service provision for chronically mentally ill men 
and women in south London found that the 
women were in contact with the services for longer 
and received less intensive input. Services were 

What happens to women who suffer 

mental health problems?

Two recent studies examine the prevalence and 
consequences for women of  intimate partner 
violence in population-based samples in different 

81
settings.  Both studies ask women if  they have 
contemplated or attempted suicide. Preliminary 
results indicate a highly significant relationship 
between such violence and contemplation of  
suicide (see Table 2). Moreover, the same 
significant patterns were found for sexual violence 
alone and in combination with physical violence. 
Relatively little research has been conducted on 
the size of  the trade in the trafficking and forced 
prostitution of  women and children or their 
physical and mental health effects.

While women face more disadvantage, relative to 
men, with regard to gender-based determinants of  
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also found to be less responsive to women's 
85changing needs.  Further, mental illness in women 

is seen as a disgrace to the family and many receive 
little social support. For example, mentally 
handicapped girls are less likely to be sent to special 
schools. Whereas a mentally ill man may get 
married, mentally ill women often remain 
unmarried. Married mentally ill women with such 
conditions are more likely to be sent back to their 

86
parental homes, deserted or divorced.

Reproductive health is a key public health priority 
in many developing countries, including those in 
the Western Pacific Region. While it has been 
suggested that mental health is also a component 
of  reproductive health, this remains, at best, a 
peripheral and marginal concern. This section 
describes the interface between gender, 
reproductive and mental health, using examples of  
contexts typically associated with reproductive 
health concerns. In each context, gender-based 
issues are considered to demonstrate how these 
may play a significant role in the clinical 
presentation of  mental illness.

! Gynaecological morbidity: Gynaeco-
logical symptoms, such as vaginal discharge, 
are among the most commonly cited health 
problems among women in developing 

87countries.  Although much earlier research 
assumed this symptom to be indicative of  
reproductive tract infections, recent studies 
(particularly those from South Asia) show 
considerable discordance between 

88
symptoms and actual disease.  Depression 
typically presents in the form of  medically 
unexplained physical symptoms. Qualitative 
studies demonstrate a strong relationship 
between vaginal discharge, weakness, 
psychosomatic symptoms and psychosocial 

89
stress.  Rates of  depression are high in 
women attending gynaecological clinics. 
The etiology of  'medically unexplained' 
vaginal discharge may include the 
possibility that it is a somatic idiom for 
depression and psychosocial distress. One 
gender-based factor that may explain why 

The interface between gender 
and reproductive and mental health

mental illness leads to gynaecological 
symptoms is that women may not have 
access to other health providers for their 
stress-related complaints, such as tiredness 
and sleep problems. Thus, giving attention 
to women's mental health may provide 
health workers with an alternative way of  
approaching gynaecological complaints.

! Childbirth: Women are vulnerable to 
depression in the period immediately 

90following childbirth.  A recent study found 
that up to 50% of  mothers depressed at six 
weeks post-natally show morbidity for at 

91 least six months after childbirth. The 
study identified violence against the 
mother and the birth of  a girl child as risk 
factors for post-natal depression (PND). 
Research in Asian countries demonstrates a 
wide range of  prevalence of  post-natal 
depression from 3 to 36% of  mothers after 

92,93,94childbirth.  In up to half  of  the cases, 
the depression can be chronic. There is a 
“compelling body of  evidence implicating 
PND in a range of  adverse child cognitive 

95
and emotional outcomes.”  Mothers with 
post-natal depression may be significantly 
disabled by their condition and are more 
likely to seek health care. Unfortunately, 
however, due to lack of  awareness about 
PND and a focus on the infant, few 

96
mothers receive appropriate care.  The 
detection of  PND is of  great public health 
interest not only because of  its profound 
impact on maternal and child health but 
also due to the abundant evidence that 
simple, inexpensive interventions, such as 
non-directive counselling, are of  significant 

97
benefit for remission of  PND.

! Adolescent health: Adolescent sexual 
health is now a core part of  reproductive 
health programmes, because of  the 
obvious potential for HIV/AIDS 
prevention through empowering young 
people to take appropriate and well-
informed decisions regarding their sexual 
health. However, this focus on HIV/AIDS 
prevention risks neglecting other equally 
valid adolescent concerns, such as stress 
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arising from family conflict, educational 
pressures and increasing unemployment. 
There is now substantial evidence pointing 
to the rising rates of  depression and 
suicide among young people. For example, 
suicide is reported as the most common 
cause of  death and hospitalization among 

98
adolescents in Sri Lanka.  In many 
countries, pressures of  academic 
performance result in considerable 
psychological stress, causing symptoms 
such as weakness, lack of  concentration 

99and headaches, and even suicide.  Sexual 
abuse is disturbingly common in 
adolescents of  both sexes and is associated 
with CMDs and higher rates of  substance 

100
abuse.  Gender differences are also 
evident in concerns relating to adolescent 
health. Thus, the gender-based restrictions 
placed by parents on girls are different 
from those placed on boys. Girls' 
educational achievements typically receive 
lower priority and certain types of  violence 
and abuse are more common against girls 
than against boys. Perpetrators of  violence, 
for both boys and girls, are overwhelmingly 
more likely to be males.

! HIV/AIDS produces mental health 
problems such as depression in those who 

suffer from the disorder. The reasons for 
depression include: the associated stigma 
and discrimination; the obvious implications 
of  diagnosis for long-term survival; the 
impact of  discovering an illness which may 
have already infected loved ones; and the 
direct and indirect effects of  HIV and 
secondary neoplastic and infectious diseases 
on the brain. The effect of  caring for 
terminally ill persons on the mental health 
of  caregivers is now recognized as an 
important cause of  depression. Irrespective 
of  the sex of  the HIV sufferer, women are 
more often the caregivers and they suffer 
considerable mental and physical health 

101problems as a consequence.

Other areas of  interface between reproductive 
health and mental health include: the 
psychological consequences of  reproductive 
tract surgery, such as tubectomy; mastectomy and 
hysterectomy; abortion and miscarriage; and 
psychological correlates of  various phases of  the 
menstrual life cycle in women. However, gender-
based factors likely potentially play a much 
weaker role in these situations than in the 
examples described earlier. Nevertheless, 
vigilance to detect and treat mental illness in 
women facing these situations remains as vital as 
in any other context.

What are the links between poverty, gender and mental health?
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3. Why is it important for health professionals to address 
poverty and gender concerns in mental health?

T

Efficiency

he question posed in the title of  this section 
has a self-evident answer. If  poverty and 

gender issues are critical determinants of  common 
mental disorders, then addressing these issues 
provides an important way of  preventing these 
disorders at the community level, and reducing the 
disability associated with the disorder at the level 
of  the individual. Let us consider three broad 
rationales for giving attention to poverty and 
gender issues in mental health.

Efficiency means producing the desired result with 
the minimum wasted effort. In health, this term 
refers to better outcomes for health programmes 
or interventions or a higher probability that 
desired outcomes will be achieved.

The economic costs of  mental disorders fall on 
societies, governments, individual sufferers and 
their caregivers and families. In developed 
countries the direct costs of  treatment for mental 
disorders are well documented. Comparative 
estimates of  direct treatment costs from 
developing countries are not easily available, but 
these costs are probably substantial. 

Indirect treatment costs arise chiefly from lost 
employment and decreased productivity among 
people suffering from mental disorders and their 
caregivers and families. In contrast to the situation 
with other health conditions the indirect costs of  
mental disorders appear to be higher than the direct 

102treatment costs.  In developing countries, where 
direct treatment costs tend to be lower than in 
developed countries, chiefly because of  the lack of  
treatment, indirect treatment costs attributable to 
the increased duration of  untreated illness and 
associated disability are likely to account for an even 
larger proportion of  total economic burden of  

103 
mental disorders. Women are the principal 
caregivers for children, the sick and disabled. They 
also contribute to household productive activities, 
such as farming. When illness interferes with any of  
these roles, a considerable impact on the household 
and, ultimately, on the community is likely.

Mental health services are widely underfunded. 
There is significant discrepancy between the 

burden of  mental disorders and the resources 
104 devoted to mental health services. Less than 1% 

of  total health budgets is spent on mental health in 
62% of  developing countries and 16% of  

105developed countries.  Families and caregivers 
usually have to bear most of  the costs of  mental 
disorders. However, governments and societies 
ultimately pay a price in the form of  reduced 
national income and increased expenditure on 
social welfare programmes. Treating mental 
disorders is expensive, but leaving them untreated 
is more expensive and an option that most 
countries cannot afford. Early diagnosis and 
appropriate treatment of  mental disorders would 
reduce the economic impact, by leading to earlier 
recovery and thus earlier return to regular work, 
and also by reducing the length of  the illness and 
the associated costs of  health care.

In view of  the large public health burden 
represented by mental illness, improved population 
health, health programme objectives and health 
outcomes could be achieved more efficiently by 
addressing the underlying issues of  poverty and 
gender, given their importance as structural 
determinants of  mental health. The vicious cycle 
of  impoverishment, poor mental health and 
deteriorating economic circumstances has been 
described earlier. Attending to gender and poverty 
issues will not only lead to improvement in mental 
health in the short-term, but will also help prevent 
further economic hardships in the longer term. 

Equity in health may be defined as the “absence of  
systematic disparities in health (or major social 
determinants) between groups with different 
levels of  underlying social advantage or 
disadvantage, such as different positions in the 

106
social hierarchy.”  It refers to the fairness with 
which resources, and thus health risks and 
outcomes, in a community are distributed. Equity 
is of  great concern to health professionals in the 
way health care is provided and accessed.

It is evident that the poor receive and use far less of  
the resources in any community than do the rich. 
Poor people face significant barriers to mental 
health services in the forms of  unaffordability, 

Equity
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unavailability and low responsiveness of  health 
 

services to their needs. For example, a study  from 
India examined the distribution of  public health 
subsidies across different socioeconomic 

107
groups.  It found that public health subsidies 
were disproportionately distributed in favour of  
richer groups and were not well-targeted towards 
poor people, especially those in rural areas and in 
poorer states.

As governments make policy decisions on how to 
spend their health budgets, they also face pressure 
to reduce spending altogether. In this squeeze, the 
poor are likely to suffer the most. For example, 
evidence shows that user fees, being introduced in 
many public health care systems, largely depress 
demand for and use of  health services among the 
poorest households, since the rich are able to 
access private care.

Another concern related to equity is that health 
problems associated with poverty may be given 
less importance in policies, since the fact that 
poverty is a determinant of  poor mental health is 
largely unknown among policy makers. Thus, 

resource allocations for mental health are among 
the lowest in the public health sector.

There is also a need for equity and fairness in the 
distribution of  resources within mental health. 
For example, 25% of  countries do not have access 
to basic psychiatric medications at the primary 
care level and 37% do not have community-based 

108mental health facilities.  Within countries there is 
an unequal distribution of  facilities and 

109
professionals between rural and urban regions.

Another dimension of  equity relates to the 
unequal distribution of  mental illness in men and 
women, in which gender issues are a key aspect. 
Thus, attending to gender issues may facilitate a 
reduction in rates of  depression in women, and of  
alcohol abuse in men.

The rights of  the poorest in the community are 
closely tied to the stresses that may lead to mental 
illness. For example, in the narrative on farmers' 
suicides in Box 4, poverty and lack of  access to 

Human rights

Box 8: Fighting stigma

"Open the doors" is the first-ever global programme against stigma and discrimination associated with 
a,bschizophrenia. Launched by the World Psychiatric Association in 1999,  the goals are to increase awareness and 

knowledge about the nature of  schizophrenia and treatment options; to improve public attitudes to people who 
have or have had schizophrenia and their families: and to generate action to eliminate stigma, discrimination and 
prejudice.

The Association has produced a step-by-step guide to developing an anti-stigma programme; reports on the 
experience of  countries that have undertaken the programme; and collects information from around the world 
on other anti-stigma efforts. The materials have been put to trial use in Austria, Canada, China, Egypt, 
Germany, Greece, India, Italy and Spain, and other sites are starting to work on the programme as well. In each 
of  the sites, a programme group has been established involving representatives of  government and 
nongovernmental organizations, journalists, health care professionals, members of  patient and family 
organizations, and others committed to fighting stigma and discrimination. The results of  programmes from 
different countries are added to the global database, so that future efforts benefit from previous experience. In 
addition, the Association has produced a compendium of  the latest information available on the diagnosis and 
treatment of  schizophrenia, and strategies for reintegration of  affected individuals into the community.

The stigma attached to schizophrenia creates a vicious cycle of  alienation and discrimination—leading to social 
isolation, inability to work, alcohol or drug abuse, homelessness, or excessive institutionalization—which 
decrease the chance of  recovery and normal life. "Open the doors" will allow people with schizophrenia to 
return to their families and to school or the workplace, and to face the future with hope.

a
 Sartorius N. Fighting schizophrenia and its stigma. A new World Psychiatric Association educational programme. British Journal of  

Psychiatry, 1998, 170:297.
b

Sartorius N. Stigma: what can psychiatrists do about it? The Lancet, 1998a, 352(9133):1058-1059.
Source: World Health Organization. The World health report 2001: Mental health: New understanding, new hope. . Geneva, 2001a.
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financial resources, even though they existed in 
the community, led to tragic outcomes. Bondage is 
a violation of  human rights: thus, addressing 
gender and poverty issues is likely to achieve not 
only health gains, but far-reaching gains in the way 
a community develops. Similarly, gender-based 
discrimination is obvious in most societies, and 
especially so in many less developed societies. This 
discrimination is not only a major determinant of  
poor health but is fundamentally a violation of  the 
principle of  equal human rights. This is perhaps 
most vividly illustrated by the risk many women 
face of  violence, most often at the hands of  men 
with whom they share their closest relationship.

Mental illness carries a hidden burden of  stigma 
and discrimination. It is manifested as bias, 
stereotyping, fear, embarrassment, anger, 
rejection or avoidance. For people suffering from 
mental disorders there have been violations of  
basic human rights and freedoms, as well as 
denials of  civil, political, economic and social 

110rights, in both institutions and communities.  
Physical, sexual and psychological abuses are 
everyday experiences for many people with 
mental disorders. They face rejection, unfair 
denial of  employment opportunities and 
discrimination in access to services, health 

insurance and housing. In many countries the 
needs of  vulnerable groups, such as women and 
indigenous ethnic minorities, are neglected. Box 8 
provides information on a global programme to 
fight stigma and discrimination associated with 
schizophrenia.

It is now recognized that violation of  human 
rights can be perpetrated both by neglecting the 
patient through discrimination, carelessness and 
lack of  access to services, as well as by intrusive, 
restrictive and regressive interventions.

Mental health policies and programmes should 
promote the following rights: equality and non-
discrimination; the right to privacy; individual 
autonomy; physical integrity; the right to 
information and participation; and freedom of  
religion, assembly and movement. Human rights 
instruments also demand that any planning or 
development of  mental health policies or 
programmes should involve vulnerable groups 
(such as indigenous and tribal populations; 
national, ethnic, religious and linguistic minorities; 
migrant workers; refugees and stateless persons; 
children and adolescents; and elderly people) in 
the planning and development of  mental health 
policies and programmes.

Why is it important for health professionals to address poverty and gender concerns in mental health?
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How can health professionals address poverty and gender concerns in mental health?

T

Policy and legislation

his section of  the module examines how 
health professionals can address poverty and 

gender concerns in mental health at three levels: 
policy and legislation, programme planning, 
financing and implementation and service 
delivery.

Mental health services can broadly be categorized 
as: (i) mental health services integrated into 
general health services; (ii) community-based 
mental health services; and (iii) institutional 

111services provided by mental hospitals.  In 
general, mental health services in developing 
countries are scarce. Indeed, in many countries, 
they mainly consist of  dedicated mental hospitals 
that are often associated with stigma and human 
rights violations; they consume a disproportionate 
amount of  resources; and cover only a small 

112proportion of  the population.  A key task for 
developing countries is to extend the coverage of  
mental health services so as to reach a large 
proportion of  their populations by integrating 
services with general primary and secondary care.

The World health report 2001 has developed 
recommendations for establishing effective 
mental health services. While they may appear to 
be far beyond the resources of  many countries, 
three separate scenarios are provided to help guide 
developing countries towards what is possible 
within their particular resource limitations (see 
Table 5: Minimum actions required for mental 
health care, in Tools, Section 6). The scenarios can 
be used to identify specific actions. They are 
intended to be relevant to individual countries and 
to different population groups within countries, 
recognizing that there are disadvantaged areas or 
groups in all countries, even those that have the 
best resources and services.

International and national commitments 

to reducing poverty 

Since poverty is closely linked to mental health, 
poverty reduction policies can potentially help 
reduce global and national mental health burdens. 
International commitment to reducing poverty 
has recently strengthened, with increasing 

emphasis  on heal th .  The Mi l lennium 
Development Goals (MDGs) aim to halve poverty 
between 1990 and 2015; three MDGs relate 
directly to health and all the others are indirectly 
related. In 2000, the Commission on 
Macroeconomics and Health (CMH) examined 
the links between health and poverty, 
demonstrated that health investment can 
accelerate economic growth and showed that 
existing, life-saving interventions do not reach the 
poor. At the national level, countries are 
developing Poverty Reduction Strategy Papers 
(PRSPs) to chart out their plans for 
socioeconomic development and poverty 
reduction.

International instruments on the rights 

of the mentally ill

A small number of  international covenants and 
resolutions seek to address the rights of  the 
mentally ill. The International Covenant on Civil 
and Political Rights and the International 
Covenant on Economic, Social and Cultural 
Rights apply to the human rights of  those 
suffering from mental and behavioural disorders 
and are legally binding.

The most significant international effort in this 
regard is the United Nations General Assembly 
Resolution 46/119 on the Protection of  Persons 
with Mental Illness and the Improvement of  

113
Mental Health Care, adopted in 1991.  Although 
not legally binding, the resolution brings together 
the basic rights considered inviolable either in the 
community or when mentally ill persons receive 
treatment. There are 25 principles, which fall into 
two general categories: civil rights and procedures, 
and access to and quality of  care. The principles 
include: the fundamental freedoms and basic 
rights of  mentally ill persons; criteria for 
determining mental illness; protection of  
confidentiality; standards of  care and treatment 
including involuntary admission and consent to 
treatment; rights of  mentally ill persons in mental 
health facilities; resources for mental health 
facilities; review mechanisms; protection of  the 
rights of  mentally ill offenders; and procedural 
safeguards to protect the rights of  mentally ill 
persons.

4. How can health professionals address poverty 
and gender concerns in mental health?
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The United Nations Convention on the Rights of  
the Child (1989) provides guidance for policy 
development specifically relevant to children and 
adolescents. It covers protection from all forms of  
physical and mental abuse; non-discrimination; the 
right to life, survival and development; the best 
interests of  the child; and respect for the views of  
the child. 

There are also a number of  regional instruments to 
protect the rights of  the mentally ill, including the 
European Convention for Protection of  Human 
Rights and Fundamental Freedoms, backed by the 
European Court of  Human Rights; Recommenda-
tion 1235 (1994) on Psychiatry and Human Rights 
adopted by the Parliamentary Assembly of  the 
Council of  Europe; the American Convention on 
Human Rights, 1978; and the Declaration of  
Caracas adopted by the Regional conference on 
restructuring psychiatric care in Latin America in 
1990.

The human rights treaty monitoring bodies can 
help enhance the accountability of  governments 

towards mental health and shape international law 
to address mental health matters. NGOs and 
medical and public health professions should be 
encouraged to make use of  these mechanisms to 
prompt governments to provide the resources to 
fulfil their obligations towards the health care of  
persons with mental disorders, protecting them 
from discrimination, and safeguarding other 
relevant human rights.

National mental health laws and policies

Mental health legislation

Legislation can help to enhance services through 
the definition of  standards of  mental health care, 
both in primary and specialist services. Evidence-
based practice guidelines, developed by ministries 
of  health and health districts in collaboration with 
the appropriate professional bodies, can 
complement legal provisions. 

Various barriers make it difficult for persons with 
mental disorders to receive the care and treatment 

Box 9: Human rights abuse in psychiatric hospitals

Human Rights Commissions found "appalling and unacceptable" conditions when they visited several 
a bpsychiatric hospitals in Central America  and India  during the last five years. Similar conditions exist in many 

other psychiatric hospitals in other regions, in both industrialized and developing countries. They include filthy 
living conditions, leaking roofs, overflowing toilets, eroded floors, and broken doors and windows. Most of  the 
patients visited were kept in pyjamas or naked. Some were penned into small areas of  residential wards where 
they were left to sit, pace, or lie on the concrete floor all day. Children were left lying on mats on the floor, some 
covered with urine and faeces. Physical restraint was commonly misused: many patients were observed tied to 
beds.

At least one-third of  the individuals were people with epilepsy or mental retardation, for whom psychiatric 
institutionalization is unnecessary and confers no benefit. They could well return to live in the community if  
they could be provided with appropriate medication and a full range of  community-based services and support 
systems.

Many hospitals retained the jail-like structure of  their construction in colonial times. Patients were referred to as 
inmates and were for most of  the day in the care of  warders, whose supervisors were called overseers, while the 
wards were referred to as enclosures. Seclusion rooms were used in the majority of  the hospitals.

In over 80% of  the hospitals visited, routine blood and urine tests were unavailable. At least one third of  the 
individuals did not have a psychiatric diagnosis to justify their presence there. In most hospitals, case file 
recording was extremely inadequate. Trained psychiatric nurses were present in less than 25% of  the hospitals, 
and less than half  the hospitals had clinical psychologists and psychiatric social workers.

a Levav I, Gonzalez VR. Rights of  persons with mental illness in Central America. Acta Psychiatrica Scandinavia, 2000, 101:83-86.
b National Human Rights Commission. Quality assurance in mental health. New Delhi, National Human Rights Commission of  India, 1999.
Source: World Health Organization. The World health report 2001: Mental health: new understanding, new hope. Geneva, 2001a.
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that they need. Once they obtain care, there is a 
114risk that their needs will not be met.  This risk is 

much higher than that which a person with a 
physical illness might encounter. Box 9 gives some 
examples of  human rights abuses in psychiatric 
hospitals. In addition, there are many barriers to 
the implementation of  preventive interventions 
for mental disorders and to the promotion of  
mental health. Laws can help to overcome many 
of  these barriers.

However, a 2001 WHO study found that nearly 
one-fourth of  countries have no legislation on 

115
mental health.  About half  of  existing legislation 
was formulated in the past decade, but nearly one-
fifth dates back over 40 years, to a period before 
most of  the current treatment methods became 
available. Governments need to develop up-to-
date national legislation for mental health that is 
consistent with international human rights 
obligations.

Mental health legislation should codify the 
fundamental principles, values and objectives of  
mental health policy. Such legislation can 
guarantee the dignity of  patients and protection 

116
of  their fundamental human rights.  Some 
components to consider include:
! The rights of  persons with mental 

disorders in the health sector: the least 
restrictive care possible; confidentiality; 
informed consent; voluntary and 
involuntary admission; voluntary and 
involuntary treatment; periodic review 
mechanisms; and competence.

! The rights of  persons with mental 
disorders in sectors outside health: housing; 
employment; social security; criminal 
justice; and civil legislation.

! The promotion of  mental health and the 
prevention of  mental disorders: parental 
bonding with newborns; mental health in 
primary care; child abuse and domestic 
violence; restriction of  access to alcohol 
and drugs; and indigenous ethnic 
minorities.

Mental health policies

An explicit mental health policy is an essential and 
powerful tool for the mental health section in any 

117ministry of  health.  When properly formulated 

1. Improving the health of  the population
Values

Psychological well-being

Mental health indivisible 
from general health
Community care

2. Responding to people's expectations
Values

Community participation

Cultural relativism

Protection of  vulnerable 
people

3. Providing financial protection
Values

Accessibility and equity

Principles
! Integrate mental health promotion into social and educational services.
! Ensure intersectoral collaboration and linkage with community development.
! Integrate mental health into the general health system.
! Admit persons with mental disorders to general hospitals.
! Care for people with mental disorders in facilities with the least restrictive form of  care.
! The provision of  community care alternatives should be tried before inpatient care is 

undertaken.

Principles
! Involve people with mental disorders in planning, delivering and evaluating services.
! Encourage mutual aid; advocacy groups should also be encouraged.
! Ensure that different cultures contribute their visions.
! Provide a significant role to traditional healers and informal sectors.
! Protect the human rights of  persons with mental disorders.
! Target mental health strategies to women, children, elderly people and the very poor.

Principles
! Ensure accessibility of  services to all people, regardless of  geographical location, economic 

status, race or social condition.
! Ensure parity of  mental health services with general health services.

*The examples are not specific recommendations for action.
Source: World Health Organization. Mental health policy, plans and programmes. Mental health policy and service guidance package. Geneva, 2003c.

Table 3: Examples of  values and principles in mental health policies*

How can health professionals address poverty and gender concerns in mental health?
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and 

118

implemented through plans and programmes, 
a policy can have a significant impact on the mental 
health of  the population concerned. The 
development of  a mental health policy can 
promote or violate human rights depending on the 
way in which it is formulated or implemented.

The status of  vulnerable groups that have special 
mental health needs should be highlighted in 
policy. Within most countries, these groups would 
include children, elderly people, and abused 
women. There are also likely to be vulnerable 
groups specific to the sociopolitical environment 
within countries, for example, refugees and 
displaced persons in regions experiencing civil 
wars or internal conflicts.  Table 3 provides 
examples of  values and principles in mental health 
policies, and Box 10 an example of  mental health 
policy in a country with a low level of  resources.

Module on Mental Health

Box 10 Example of  mental health policy in a country with a low level of  resources*

Country A (10 million inhabitants)
! Interviews with health workers and community leaders identified care for psychosis, epilepsy and 

intellectual disability as the main mental health needs of  the population.
! At present, only persons with severe psychosis and disruptive behaviour are admitted to the two 

mental hospitals, and outpatient treatment is limited to four cities (40% of  the population) where 
specialists are available.

! The specialist level is formed by 20 psychiatrists, 30 psychologists and 80 psychiatric nurses 
(about 30% to 50% of  their time is spent in private practice and teaching).

Mental health policy
1. Vision: The mental health service will deliver comprehensive community-based care, focusing 

priorities on psychosis, epilepsy and intellectual disability. The service will be integrated with other 
health services. Primary care services will include: (1) the prevention of  brain damage during 
pregnancy and early childhood; and (2) the early detection and treatment of  psychosis and epilepsy. 
The mental health service will undertake to respect and uphold the human rights of  people with 
mental disorders at all times.

2. The following values and principles were supported by most stakeholders:
! Mental health is indivisible from general health; mental health care should be integrated into 

primary health care centres.
! Community care: persons with psychosis should be treated and cared for preferentially at home 

with the support of  families and neighbours.
! Cultural relativism: traditional health workers should play a significant role.
! Accessibility: all people should have access to primary care, regardless of  their economic status or 

geographical location.

3. Objectives:
3.1. Improving health: To decrease the prevalence of  common mental disorders and/or to reduce 

the level of  disability caused by them.
3.2. Responding to people's expectations: To protect the rights of  persons with mental disorders 

Health sector reform provides the opportunity to 
redirect available resources towards mental health, 
even where total health resources remain constant. 
Health sector reform may also enable mental 
health services to be integrated into general care, 
especially at primary level. Some developing 
countries have integrated basic mental health 
services into general health care by training 

 primary care workers in mental health.
Integration with primary care promotes universal 
coverage (including that for mental health) 
without substantial increases in financial and 
administrative inputs. Integrated care also helps 
reduce the stigma associated with seeking care 
from stand-alone mental health services. 
However, care must be taken to guard against 
mental health services being marginalized in 
reconfigured health systems.  Several countries 
have also witnessed a marked shift from hospital-

119,120
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and to increase the number of  consumer and family groups.
3.3. Financial protection: To increase the number of  persons with mental disorders who are treated 

in primary care with no out-of-pocket payment.

4. The following areas of  action were set as priorities:
! Legislation and human rights: Because of  the lack of  protection for persons with severe mental 

disorders a new law addressing several rights will be formulated and presented to parliament by the 
Ministry of  Health.

! Financing: Because of  the relative burden of  mental disorders, primary care services are severely 
underfunded. There is a need to allocate funds for strengthening preventive and curative mental 
health interventions in primary care settings.

! Research and evaluation: Because of  the lack of  evidence about the prevention and treatment 
of  mental disorders in primary care settings a pilot project will be evaluated in collaboration with 
and funded by an international agency.

! Organization of  services: Because of  the poor link between primary care teams and secondary 
services, specialists such as psychiatrists, psychologists and psychiatric nurses discuss cases with 
primary care teams and improve the referral system.

! Promotion, prevention, treatment and rehabilitation: the following priorities were established:
w Brain damage will be prevented through adequate prenatal care, safe delivery, immunization 

and the treatment of  infectious diseases in early childhood.
w Persons with psychosis and epilepsy will be treated in primary care settings with the support of  

trained families and neighbours.
! Human resources: Because of  the shortage of  mental health professionals and the important 

role of  traditional health workers in rural communities the following priorities were established:
w Primary care workers will be trained in mental health.
w Links will be developed with traditional health workers.
w Nurses will be trained in community psychiatry so that they can work in conjunction with 

primary care teams.

*The examples are not specific recommendations for action.
Source: World Health Organization. Mental health policy, plans and programmes. Mental health policy and service guidance package. Geneva 
2003c.

based to community-based systems, leading to a 
significant decrease in the numbers of  mental 
hospital beds. In general, mental hospital systems 
in  deve loping countr ies  provide less  
comprehensive population coverage than those in 
developed countries.

Programme planning, financing 
and implementation

Programme planning and implementation

Appropriate policies, plans and programmes can 
help countries systematically address and improve 
the mental health needs of  their populations. 
Although the process is complex and presents 
many obstacles, the experience of  several 
countries and regions show that these steps or 
similar ones are feasible.

Mental health is necessarily an intersectoral 
issue, involving the education, employment, 
housing, social services, and criminal justice 
sectors. It is important to consult with consumer 
and family organisations in developing policy 

122and delivering services.  Box 11 provides an 
example of  intersectoral links in mental health 
programmes.

The strategies in a mental health plan should 
correspond to the areas for action defined by the 

123policy.  They consist of  the activities needed to 
ensure the implementation of  the areas for action. 
Strategies are generally formulated and prioritized 
through consultation with stakeholders, 
considering:
! the strengths and weaknesses of  the 

established mental health system; and
! the opportunities for and threats to the 

How can health professionals address poverty and gender concerns in mental health?
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development of  mental health policy and 
plans in the country or region concerned.

Box 12 provides an example from Cambodia of  
consultations with mental health stakeholders.

Once intersectoral links have been considered and 
stakeholders consulted, aspects of  the policy and 
plan can be translated into one or more 
programmes. A programme defines the concrete 
interventions that the population will receive for a 
targeted mental health issue. It includes 
interventions for mental health promotion, 
prevention, treatment and rehabilitation to be 
provided in health facilities or elsewhere, such as 
workplaces and schools.

Boxes 13 and 14 give examples of  the development 
of  a national programme and the implementation 

Module on Mental Health

Box 11: Intersectoral links for mental health

In the United Republic of  Tanzania, psychiatric agricultural rehabilitation villages encapsulate an intersectoral 
response by local communities, the mental health sector, and the traditional healing sector to the treatment and 

arehabilitation of  people with severe mental illness in rural areas.  Patients and relatives live within an existing 
village population of  farmers, fishermen and craftsmen, and are treated by both the medical and traditional 
healing sectors. Mental health nurses, nursing assistants, and local artisans supervise therapeutic activities; a 
psychiatrist and a medical social worker provide weekly assistance and consultation; and the involvement of  
traditional healers depends on the expressed needs of  individual patients and relatives. There are also plans for 
a more formal collaboration between traditional and mental health sectors, including regular meetings and 
seminars. Traditional healers have participated in community mental health training programmes and shared 
their knowledge and skills in treating patients; they could play an increased role in managing stress-related 
disorders in the community.

a
Kilonzo GP, Simmons N. Development of  mental health services in Tanzania: a reappraisal for the future. Social Science and Medicine, 
1998,  47:419-428.

Source: World Health Organization. Mental health policy, plans and programmes. Mental health policy and service guidance package. Geneva 2003c.

Box 12: Cambodia: an example of  consultation with mental health stakeholders

An example of  consultation in settings where Western psychiatric constructions of  mental health may not be 
appropriate comes from Cambodia, where rural mental health services have been developed in accordance 
with local cultural belief  systems and local health services. The mental health services offer treatment only for 
the more severe symptoms or illnesses for which help has not been obtained from local services (whether 
traditional or public sector health care). Where possible, culturally appropriate psychosocial interventions were 
used for conditions that would be identified as anxiety and post-traumatic stress disorder (PTSD) by Western 

apsychiatric classifications. An attempt was made to avoid the category fallacy  whereby indigenous diagnoses 
bare overlooked and replaced with Western categories that have no cultural validity.

a
Kleinman A. Patients and healers in the context of  culture. Berkeley: University of  California Press, 1980.

b
Somasundaram D.J. et al. Starting mental health services in Cambodia.  Social Science and Medicine, 1999, 48:1029-46.

Source: World Health Organization. Planning and budgeting to deliver services for mental health. Mental health policy and service guidance package. 
Geneva, 2003d.

of  policy through plans and programmes in a 
country with a low level of  resources. Box 15 
provides examples of  priority strategies in the 
mental health plan of  a country with a low level of  
resources.

Financing mental health services

Adequate and sustained financing is critical for 
124implementing a mental health policy.  Ensuring 

an adequate amount of  resources for mental 
health is important. Equally important is 
allocating them optimally and equitably between 
regions, segments of  the population, and services 
and programmes.

The general characteristics of  good health 
financing are described in The World health report 
2001. They include protecting people from 
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Box 13: Example of  the development of  a national programme 
in a country with a low level of  resources

Country A (same as in Box 10): Because the three mental disorders set as priorities had similar magnitudes and 
characteristics in all the country's regions it was decided to develop a national programme for implementation 
throughout the territory.  No other mental health issue had higher priority in any of  the regions.

1. Issues to be addressed: psychosis, epilepsy and intellectual disability.  These issues were chosen 
because of  their high magnitude, severity and impact on the population as indicated by the health 
workers and community leaders who were interviewed. There are effective interventions for the 
prevention of  intellectual disability and epilepsy, and for the treatment of  epilepsy and psychosis.

2. Objectives:
! Health improvement: To decrease the prevalence of  intellectual disability and epilepsy secondary 

to brain damage during pregnancy and early childhood, and to reduce the level of  disability 
caused by psychosis and epilepsy.

! Response to expectations: To consult consumer and family groups about the quality of  services.
! Financial protection: To increase the number of  persons with epilepsy and psychosis who are 

treated in primary care settings with no out-of-pocket payment.
3. Choosing interventions: The following interventions were chosen:

! Prevention of  intellectual disability and epilepsy: Regular monitoring of  pregnant women 
together with education and screening, treatment of  labour and delivery complications in health 
centers, and prevention (immunizations) and appropriate treatment of  infectious diseases of  early 
childhood.

! Treatment of  people with psychosis by means of  medication and psycho-education, with support 
groups for families and caregivers.

! Treatment of  people with epilepsy by means of  medication and psycho-education.
4. Activities: The programme will be funded through taxes. Schools and family groups will cooperate 

by providing educational programmes on the three disorders. The number of  persons treated and the 
number of  visits will be registered for two weeks every year. The prevalence of  disability in respect 
of  the three disorders will be measured every five years. Guidelines and an accreditation system for 
the programme will be elaborated. The interventions will be delivered by primary health physicians 
and nurses, linked to traditional health workers and supported by community psychiatric nurses. 
Medication for epilepsy and psychosis will be available. Standards for teams or centers delivering the 
programme will be formulated in consultation with health workers, consumers and families. The 
information system will make it possible to estimate the numbers of  persons and visits per year. A 
checklist of  standards for teams and centers will be applied every two years.

5. Responsible agents: Mental health professionals in the Ministry of  Health and district health 
services will be in charge of  management and regulation. The interventions will be delivered by 
primary care physicians and nurses, linked with traditional health workers and supported by 
community psychiatric nurses. School teachers and family groups will also provide education on the 
three disorders to their communities.

6. Time frame: The programme will be reformulated after five years.
7. Budget: This will be calculated every year in accordance with health workers' hours at work and the 

medications utilized.
8. Evaluation: The costs, outcomes and process of  implementation of  the programme will be 

evaluated every five years. This will require gathering details of  the financial costs to all sectors 
involved, providing measures of  changes in the prevalence of  the identified conditions in the 
community, and analyzing data on improved outcomes in people with mental disorders (such as 
symptom relief, quality of  life, service satisfaction) and on the level of  cooperation between the 
different sectors involved.

Source: World Health Organization. Mental health policy, plans and programmes. Mental health policy and service guidance package. Geneva, 
2003c.
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Box 14: Example of  the implementation of  policy through plans 
and programmes in a country with a low level of  resources.

Country A (same as in Boxes 10 and 13)
1. The implementation of  the programme requires the Ministry of  Health to carry out interactions with:

! the Ministry of  Finance in order to obtain a special budget for mental health in accordance with 
the costing of  the three priorities ( intellectual disability, epilepsy and psychosis);

! the health districts in order to allocate funds and sign contracts for the implementation of  the 
three priorities at the local level;

! the two mental hospitals in order to arrange for their professionals to train primary care workers 
and traditional healers and to support the primary care teams;

! the nursing schools in order to provide training programmes for community psychiatric nurses;
! the executive branch of  government, parliament, NGOs, consumer and family groups and the 

media in order to campaign for a new mental health law;
! international agencies for the evaluation of  a pilot project on prevention and treatment of  mental 

health disorders in primary care settings;
! the Ministry of  Education with a view to education about the three priorities in schools;
! universities in order to conduct a prevalence study on disability associated with the three 

priorities.

2. The implementation of  the programme requires the health districts to carry out interactions with:
! the primary care centers for contracting the implementation of  the three mental health priorities 

and for accreditation and monitoring in accordance with guidelines and standards;
! the local organizations of  consumers, families and mutual aid groups for participation in planning 

the evaluation of  services;
! traditional health workers in order to facilitate links with primary care workers;
! psychiatrists, psychologists and psychiatric nurses in order to facilitate links with primary care 

workers.

Source: World Health Organization. Mental health policy, plans and programmes. Mental health policy and service guidance package.  Geneva, 
2003c.

Module on Mental Health

Box 15: Examples of  priority strategies in the mental health plan 
of  a country with a low level of  resources.*

Country A (same as in Boxes 10, 13 and 14)

Area for action: Legislation and human rights.
Strategy:  Formulating a mental health law to protect the rights of  persons with mental health disorders.

Several threats to the formulation of  a mental health law to protect the rights of  persons with mental disorders 
were identified. The media presented a stigmatising attitude toward these persons, the parliament was 
overloaded with legislative proposals and the executive branch of  government was not completely aware of  the 
problem. A campaign for a new mental health law was formed by a partnership between the Ministry of  
Health, organizations of  people with mental disorders, their families and NGOs working on human rights.

Area for action: Financing.
Strategy:  Allocating funds to strengthen preventive and curative mental health interventions in primary care 
settings.

Most stakeholders agreed that the main weakness associated with implementing the new policy was the 
insufficient development of  primary care.  An opportunity has been created by the current health sector 
reform whereby primary care will be reinforced in each health district. The allocation of  new funds was 

Continued on next pageContinued on next page
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approved for the introduction of  some preventive and curative mental health interventions in a few health 
districts and for extending these interventions to all districts in five years.

Area for action: Research and evaluation.
Strategy: A pilot project for the prevention and treatment of  mental disorders in primary care to be funded by 
and evaluated in collaboration with an international agency.

This strategy was negotiated with the agency, which was able to provide technical assistance for the research 
and evaluation of  the pilot project.

Area for action: Organization of  services.
Strategy: Mental health specialists (including psychiatrists, psychologists and psychiatric nurses) will provide 
supervision and receive referrals from primary care workers.

Mental health specialists will meet primary care teams at least once a month to discuss cases and referral 
procedures. Resources from psychiatric hospitals will be shifted towards general hospitals and community 
mental health teams.

Area for action: Promotion, prevention, treatment and rehabilitation.
Strategy: A primary health care programme on psychosis and epilepsy involving nurses.

The interest expressed by primary care workers of  several districts in learning how to manage persons with 
acute psychosis and epilepsy was considered to be a strength. A training programme on mental health was 
started, which included the delivery of  antipsychotic and antiepileptic medication by nurses under the 
supervision of  physicians. 

Area for action: Human resources and training.
Strategy: A training programme for community psychiatric nurses.

The recent opening of  two new nursing schools made it possible to initiate a training programme for 
community psychiatric nurses. It was intended that there should be at least 20 such nurses per million 
population distributed equitably throughout the country within ten years.

* The examples are not specific recommendations for action.
Source: World Health Organization. Mental health policy, plans and programmes. Mental health policy and service guidance package. Geneva, 2003c.

Box 15 (continued)

How can health professionals address poverty and gender concerns in mental health?

catastrophic financial risk caused by service costs 
and distributing the financial burden so that the 
healthy subsidize those in need of  services and the 
affluent subsidize the poor. Including mental 
health services in prepayment schemes, such as 
general taxation and social insurance, can help 
promote these objectives.

With respect to resource allocation, mental 
health policy should consider the following:
! Type of  service: Which services are

given funding priority (hospital versus 
community care; primary versus 
specialized care; promotion and 
prevention versus treatment and 

rehabilitation)? Is access prioritized at the 
cost of  quality?

! Target population: Are particular groups 
given special priority(children versus adults; 
persons with less severe disorders versus 
those with severe disorders; the general 
population versus vulnerable groups, such 
as abused women, the elderly, the extremely 
poor, persons with disabilities, victims of  
war, indigenous ethnic minorities or 
migrants)?

! Geographical region: Do particular 
geographical areas have special needs 
(urban versus rural areas, areas where 
persons with mental disorders are 
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underserved versus areas where natural 
disasters have placed people at increased 
risk)?

Box 16 provides some examples of  the urban-rural 
imbalance in the provision of  mental health 
services in various countries.

Mental health services in primary care require 
significant investment in adequate human 
resources and appropriate training for primary care 

Service delivery

Box 16: Mental health services: the urban-rural imbalance

The province of  Neuquen in Argentina provides mental health care to both urban and remote rural 
communities, but the balance of  specialized human mental health resources is still located in the urban centres. 
Cities have primary care clinics, secondary level psychiatric units in general hospitals and tertiary mental health 
centres, whereas resident community health workers, with supportive fortnightly visits from general 

apractitioners, and local primary health care clinics serve remote rural communities.  Similarly, a community-
based rehabilitation programme for severely mentally ill patients in the capital city has no counterpart in the 

brural areas of  the province.  In Nigeria, urban hospitals have more medical personnel and their support 
cfacilities function more efficiently in comparison with government hospitals in the country.  In Costa Rica, 

most mental health care workers are still concentrated in towns and cities, and the rural regions remain 
dunderstaffed.  Among Arab countries, community mental health care facilities are usually found only in the 

e flarge cities,  although Saudi Arabia has psychiatric clinics within some of  the general hospitals in rural areas.  
In India, despite the emphasis on developing rural services, most mental health professionals reside in urban 

gareas.  In China, community service provision is an urban/suburban model, despite the majority of  the 
population being predominantly rural. Community care services in cities are run by neighbourhood and 

hfactory committees.  In the countries of  the former USSR, mental health services are still organized by central 
planning bureaucracies and are clearly demarcated in terms of  local and central administration of  services. 
Authority resides at the centre meaning the urban centres, whereas remote rural areas are obliged to supply 

iservices conceived and financed by the central bureaucracy.  In Turkey, private and public specialist mental 
health services are available in town and cities, whereas in rural and semi-rural areas patients have to rely on the 

jprimary health centre for local mental health services.

a
 Collins P.Y. et al. Using local resources in Patagonia: primary care and mental health in Neuquen, Argentina. International Journal of  

Mental Health, 1999, 28:316.
b
 Collins P.Y. et al. Using local resources in Patagonia: a model of  community-based rehabilitation. International Journal of  Mental 

Health, 1999, 28:1724.
c
 Gureje O. et al. Results from the Ibadan centre. In: Üstün TB, Sartorius N, eds. Mental illness in general health care: an international study. 

Chichester, John Wiley and Sons, 1995.
d
 Gallegos A., Montero F. Issues in community-based rehabilitation for persons with mental illness in Costa Rica. International Journal 

of  Mental Health, 1999, 28:2530.
e

Okasha A., Karam E. Mental health services and research in the Arab world. Acta Psychiatrica Scandinavica, 1998, 98: 406413.
f
 Al-Subaie A.S. et al. Psychiatric emergencies in a university hospital in Riyadh, Saudi Arabia. International Journal of  Mental Health, 

1997, 25:5968.
g
 Srinivasa Murthy R. Reaching the unreached. The Lancet Perspective, 2000, 356:39.

h
Pearson V. Community and culture: a Chinese model of  community care for the mentally ill. International Journal of  Social Psychiatry, 
1992, 38:163178.

i
 Tomov T. Central and Eastern European countries. In: Thornicroft G, Tansella G, eds. The mental health matrix: a manual to improve 

services. Cambridge, Cambridge University Press, 1999.
j
 Rezaki M.S. et al. Results from the Ankara centre. In: Üstün TB, Sartorius N, eds. Mental illness in general health care: an international 

study. Chichester, John Wiley and Sons, 1995.
Source: World Health Organization. The World health report 2001: Mental health: new understanding, new hope. Geneva, 2001a.

professionals. This investment will result in good 
clinical outcomes for many mental disorders 
through services at the local level. The provision 
of  these services in primary care has the added 
advantage of  easy access, acceptability and lower 
financial costs for both providers and users. In 
contrast, mental health services in general 
hospitals require the presence of  trained mental 
health professionals in sufficient numbers. 
Specialist hospital-based services are needed, but 
the requirement for them is significantly lower 
than that for primary care and community-based 
mental health services. To be effective, formal 

Module on Mental Health
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community mental health services need close 
working links with primary care and with 
secondary and tertiary-based services. However, it 
is rare to find an optimal mix of  services in any 
country, developed or developing. For example, 
the process of  deinstitutionalization in developed 
countries has not always been accompanied by a 
sufficient provision of  alternative community-
based services. Mental health service provision 
poses challenges in both developed and 
developing countries, but the nature of  these 

125challenges differs.

Table 4 indicates some population factors 
associated with increased utilization of  mental 
health services.

The most important action for health providers is 
to be aware that mental illness is common, and 
often does not present in the form of  behavioural 
disturbances. Thus, the health provider must 
always be looking for clues that suggest a mental 
illness. Second, the health provider must be 
familiar with simple strategies for diagnosing and 
treating mental illness. This module considers only 
the general principles of  treatment of  depression 
and anxiety disorders. Readers are advised to refer 
to the relevant treatment manuals (see Section 6) 
for further details.

Table 4: Population factors associated with increased utilization of  mental health services

Population factors

In England and Wales, factors correlating with increased service utilization include: unemployment; no car; single, widowed or 
a

divorced; registered as permanently disabled; household not self-contained; non- permanent accommodation.
b

In London, unemployment and Jarman- scores indicated the need for increased service resources in deprived inner-city areas.

In France, increased consultation by adolescents with mental health professionals has been associated with multiple problems, 
functional physical disorders, separated parents, increased consultation with other doctors, and confiding in teachers and youth 

c
group advisers.

d
The presence of  refugee communities may increase the need for services.

War veterans have been shown to have higher prevalences of  depression, PTSD and mental health service utilization than 
e

similar patients in primary care in the private sector.

a
Glover G. Health service indicators for mental health. In: Thornicroft G., Strathdee G., eds. Commissioning mental health services. London. Her 
Majesty's Stationery Office, 1996, 311-318.

b
Harvey C.A. et al., The Camden schizophrenia surveys.II. High prevalence of  schizophrenia in an inner London borough and its relationship 
to socio-demographic factors. British Journal of  Psychiatry, 1996, 168:418-26.

c Gasquet I. et al. Consultation of  mental health professionals by French adolescents with probable psychiatric problems. Acta Psychiatrica 
Scandinavica, 1999, 99:126-134.

d
Chow J.C., Jaffee K.D., Choi D.Y. Use of  public mental health services by Russian refugees. Psychiatric Services, 1999, 50:936-40.

e
Hankin C.S. et al. Mental disorders and mental health treatment among U.S. Department of  Veterans Affairs outpatients: the Veterans Health 
Study. American Journal of  Psychiatry, 1999a, 156:1924-1930.

Source: World Health Organization. Planning and budgeting to deliver services for mental health. Mental health policy and service guidance package. 
Geneva, 2003d

Recognition and diagnosis of mental illness 

Any mental disorder may be seen in the primary 
care setting. Some, such as severe mental 
disorders, present with obvious symptoms 
suggesting a mental illness. However, the vast 
majority of  persons suffering from depression 
and anxiety and alcohol abuse have complaints 
that offer no clues to the underlying mental 
problem. Typically, the patient complains of  
physical symptoms, for which no medical 
explanation can be found.

Identifying depression and anxiety 
disorders at the primary care level

Suspect depression or anxiety in any patient with:
! physical symptoms which cannot be 

explained by a physical illness;
! multiple symptoms such as aches and pains 

in different parts of  the body, tiredness, 
dizziness, sleep problems, palpitations, 
tingling and numbness in the fingers;

! a history of  complaints for more than 3 
months; and

! a history of  problems at home, such as violence.

Ask about feelings and emotions to confirm diagnosis::
! “Have you been feeling under stress recently?”

How can health professionals address poverty and gender concerns in mental health?
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! “Have you felt unhappy or lost interest in 
your daily activities?” 

! “Have you been feeling tense or worrying a 
lot recently?”

To diagnose depression or anxiety

The patient must have at least one of  the following 
symptoms for at least two weeks:

! feeling sad;
! loss of  interest in daily activities; and
! feeling tense or nervous or worrying a 

lot.

Other symptoms that are frequently present and should 
be asked about:
! disturbed sleep;
! tiredness;

Module on Mental Health

Box 17: Beating depression—innovations in Chilean mental health care

In developing countries mental illness often goes unrecognised and the treatment of  depression can be 
disorganised and ineffective. The combination of  high levels of  depression, poverty and lack of  resources can 
leave health workers feeling they face an impossible task. The United Kingdom's Bristol University, together 
with the University of  Chile, looked at the effect of  an inexpensive programme of  treatment for poor women 
in Santiago suffering from depression.

Depression, a major health problem in both developing and developed countries, is especially common in 
women, particularly women living in poverty. In Chile, the waiting list for a psychologist or psychiatrist is over 
two months. Treatment for poor people is usually provided in local primary care clinics. Clinics in Chile are 
underfunded and lack resources. They are staffed by nurses, social workers, midwives, and doctors, who 
typically see between six and ten patients per hour. These clinics already have established programmes of  
treatment, led by nurses, for a number of  long-term diseases.

Rather than introducing radical change to current treatment practices for depression, the Santiago programme 
aimed to make the best use of  existing resources and provide a structured way of  treating depression. It treated 
240 women suffering from depression over a six-month period. Some were treated in the usual way while 
others followed the new programme of  treatment. The programme provided nine group sessions for patients, 
where they learned about the symptoms, causes and treatment of  depression, how to deal with negative 
thoughts, how to solve common problems, how to prevent a relapse, and to share their worries and concerns 
with each other. The patients were monitored at regular intervals and prescribed drugs to combat the 
depression if  necessary. Treatment was sequential, with components introduced at different time depending 
on the needs of  patients. For instance, all patients attended the groups but only the more severe cases or those 
who did not improve over time were assessed for medication. Information and support was provided for those 
who were started on medication, with the group leader helping patients to get access to doctors if  needed. The 
programme was innovative in using non-specialist staff  at the clinics to work with the patients, freeing up 
doctors for other work.

The programme, both practical and affordable for developing countries, was successful in treating depression. 
After six months, 70% of  patients had recovered, compared with 30% of  women receiving standard care. 
Policymakers in Chile have now introduced a nation-wide pilot scheme based on the programme. 
Recommendations drawn from the programme are:

For treatment to work, the patient's progress must be regularly monitored and a number of  different methods 
used, including drugs if  necessary. However, to improve the efficiency with which scarce resources are used, 
these methods should be introduced sequentially, according to the needs of  patients. People with only mild 
forms of  depression might only need support and monitoring, but those with severe symptoms might need 
support, close monitoring by doctors and medication. There is a clear need to provide more structure to 
depression programmes, ensuring that treatment is implemented properly. The efficiency with which human 
resources are being used is often less than optimal; there are ample opportunities to expand the roles of  nurses 
and social workers to deliver some aspects of  treatment.

Source: R. Araya et al., Treating depression in primary care in low-income women in Santiago, Chile: a randomised controlled trial, The 
Lancet , 2003, 361: 995-1000.
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! loss of  appetite;
! poor concentration;
! suicidal thoughts; 
! palpitations (heart beating fast)/ 

trembling/ dizziness; and
! aches and pains all over the body.

Identifying alcohol abuse 
at the primary care level

Suspect alcohol abuse in any patient with:
! jaundice;
! vomiting blood;
! frequent stomach upsets;
! injuries and accidents; and 
! sleep problems.

Take a history of  alcohol use to confirm diagnosis

Ask, have you been drinking alcohol more than 
usual recently? If  the answer is “yes”, ask these 
three questions:
! How often in the past year have you found 

that you were not able to stop drinking 
once you had started?

! How often during the past year have you 
needed a drink in the morning to get 
yourself  going?

! How often in the past year have you failed 
to do what was normally expected of  you 
because of  drinking?

Suspect alcohol dependence if  any of  these 
questions is answered with “at least once a month.”

To diagnose alcohol abuse

The patient must have at least two of  the following 
symptoms for at least one month:
! drinking has led to personal problems such 

as losing one's job or health problems such 
as accidents or jaundice;

! difficulty in controlling the use of  alcohol 
even though there are problems being 
caused by its use;

! use of  alcohol throughout the day;
! feeling sick or unwell unless the person 

drinks alcohol; and
! using gradually increasing amounts of  

alcohol.

Treatment of mental illness

There are effective treatments for many mental 
disorders. The World Health Report 2001 presents 
the evidence for the effectiveness of  various 
treatments for such disorders.

Treatment of  depression and anxiety

! Education and reassurance: explain to the 
person that she is suffering from a 
common mental illness that is treatable. It 
is because of  this illness that the person 
has the complaints she has. The illness 
does not mean she is going crazy.

! Give advice about common symptoms 
which persons with depression and anxiety 
suffer from such as tiredness, sleep 
problems and sexual problems.

! Consider teaching relaxation and breathing 
exercises.

! Problem-solving is a simple form of  
counseling that helps a person identify 
various problems she faces in her life. Try 
to focus on solving the problems that are 
most important to her.

! Consider medical treatment. 
Antidepressant medicines are the best 
medicine for depression and anxiety. Avoid 
unnecessary medicines such as vitamins 
and tonics and the long-term use of  
sleeping pills.

! Refer to other agencies. Remember that 
many persons with depression often face 
severe problems in their lives such as 
domestic violence or physical illness. Refer 
these persons to the appropriate agency 
(keep a record of  these local agencies in a 
resource directory).

A successful programme for treating depression 
in women living in poverty in Santiago, Chile is 
summarized in Box 17.

Treatment for alcohol abuse problems

Usually, health care providers treat only the 
physical illnesses associated with problem 
drinking. Unless the alcohol abuse problem itself  
is treated, the patient will never fully recover. 
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There are three stages to helping a person 
overcome an alcohol abuse problem.

(i) Admit that there is an alcohol abuse problem. 
This is an essential first step. Often, the 
drinker comes to the clinic only under 
family pressure. One way to get the person 
to accept their problem is to talk about 
other issues (such as work and health) and 
try to enable the person to make the links 
between their drinking and its effects on 
their life. Motivational interviewing is a 
useful way of  enabling the person to 
acknowledge and take responsibility for 
their drinking (see Box 18).

(ii) Reduce or stop drinking. Should the person 
completely stop drinking (abstinence) or 
simply reduce to a “healthy” limit 
(controlled drinking)? There is no simple 
answer. When drinking has caused serious 
health problems or when previous efforts 
to reduce drinking have failed, abstinence is 

Box 18: An interviewing style to improve 
outcomes with alcohol abuse problems

In addition to giving advice about the dangers of  
alcohol abuse, the health care provider must 
motivate a person with an alcohol abuse problem. 
“Motivational interviewing” is a style of  
interviewing where the health provider enables the 
drinker to acknowledge that they have a problem 
and to discover their own solutions to their 
problem with alcohol.

The process of  motivation should begin when the 
person is first assessed. Open-ended questions 
should be used, such as, 'Tell me about the pattern 
of  your drinking…” or “What are the advantages 
and disadvantages of  drinking?” This allows the 
person to evaluate their current situation with 
regards to alcohol use, in their own words. 
Encourage the person to consider the harm alcohol 
is causing to their life (in all its aspects) and the 
benefits of  cutting down or abstinence.

Many people with alcohol abuse problems blame 
others for their habit. The health worker should 
facilitate the process of  recognizing that 
responsibility for change rests with the person 
themselves. Above all, show empathy with the 
person who has an alcohol abuse problem.

the preferred goal. Abstinence is an ideal 
goal since it is easier to monitor and less 
likely to lead to a relapse (becoming 
addicted to alcohol again). If  the person is 
a heavy drinker, suddenly stopping 
drinking may lead to withdrawal symptoms. 
Advise them on how to deal with these 
symptoms. If  a person is drinking very 
heavily, it is better to refer them to a 
hospital where the withdrawal reaction can 
be monitored more closely.

(iii) Stay sober. This is often the most difficult 
phase of  treatment, because it lasts for the 
remainder of  the person's lifetime. There 
are many suggestions you can make to help 
the person stay sober. Refer the person to 
groups such as Alcoholics Anonymous, 
where they can meet with others who have 
recovered from drinking problems and 
share their experiences. Since relationship 
problems are often linked to drinking 
behaviour, give advice on improving 
relationships. Advise the person to find 
alternative activities for leisure and 
relaxation. Prepare them on how to deal 
with difficult moments when they feel like 
having a drink.

Referral to mental health specialists

In most developing countries, there are few 
mental health professionals. Thus, most patients 
with mental illness will need to be treated by 
general health care providers. Of  course, most 
persons with mental illness do not need to see a 
mental health professional at all. Most mental 
illnesses can be easily recognized and treated by 
the general health provider. However, there may 
be some situations when there may be a need to 
refer the patient to specialists. As a general rule, 
referral to a mental health specialist should be 
made in the following circumstances:
! A person who has made a serious suicidal 

attempt must be referred to an emergency 
medical unit to make sure their life is out 
of  danger. Once this is done, and if  the 
person still has suicidal feelings, refer to a 
mental health specialist.

! Any person with abnormal behaviour and 
evidence of  a physical illness, such as head 
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injury or high fever.
! Any person with a convulsion should, 

ideally, be assessed by a specialist before 
starting regular anticonvulsant medication.

! Any person who is so disturbed that they 
can no longer be managed at home.

! Any child suspected to be suffering from 
mental retardation or other brain problems.

! Any person who is taking such large 
amounts of  alcohol or drugs that stopping 
it suddenly may lead to a severe withdrawal 
reaction.

! Any person whose illness continues to have 
a serious impact on their personal life or 
work, despite efforts to provide treatment.

Remember that when a referral is made, it is 
helpful to write a short note explaining the 
background and the treatments already tried. It is 
also helpful to request the specialist to write when 
discharging the patient and advise on how the 
person should be cared for in the community. See 
Box 19 for treatments of  SMDs. 

Sometimes, people who are poor are unable to 
articulate their psychosocial needs clearly or are 
less demanding of  specialist care. Similarly, 
women are less likely to be referred to specialists 
because their complaints may be considered less 
important. It is important that health providers are 
not biased by poverty and gender factors when 
making a referral. 

Mental health promotion

The interface between physical 
and mental disorders

It is important not to think of  mental and physical 
health as separate issues. In fact, they most 
commonly occur together. It is now widely 
acknowledged that the relationship between 
mental disorders and physical disorders is 
complex and reciprocal and that it acts through 

126multiple pathways.

Persons with mental disorders are less likely than 
other people to pay attention to symptoms of  
physical illness, such as hypertension or diabetes. 
Mental disorders also impose a range of  

Box 19: Treatment of  severe mental disorders

Severe mental disorders are relatively rare, produce 
considerable disability and are associated with severe 
behavioural symptoms. These disorders often need a 
specialist assessment to make the correct diagnosis. 
Diagnosis is important not only because it affects 
treatment choices, but also because the outcome can 
be different in different disorders.

The treatment of  severe mental disorders almost 
always involves the use of  anti-psychotic 
medicines, often for long periods of  time. These 
medicines also have side-effects, which may need 
monitoring and management. Many persons with 
severe mental disorders will need rehabilitation to 
reduce the impact of  their disability. This may be 
best provided by centres specialising in such 
rehabilitation, but many people may not have 
access to such services.

Helping people gain suitable employment, 
especially poor persons for whom there are limited 
income options, can be an important role for a 
health provider.

consequences on the course and outcome of  co-
morbid chronic conditions, such as cancer, heart 

127,128,129,130
disease, diabetes and HIV/AIDS.  In 
addition, they face significant barriers to receiving 
treatment for physical disorders because of  stigma 
and discrimination. Mental disorders also increase 
the likelihood of  non-adherence to treatment 
regimens for physical conditions, and this leads to 
poorer outcomes.

Numerous studies demonstrate that patients with 
untreated mental disorders are at heightened risk 
for diminished immune functioning, poor health 
behaviour, non-compliance with prescribed 
medical regimens, and unfavourable disease 

131
outcomes.  People with mental disorders also 
have increased biological vulnerability to suffering 

132from physical disorders.  Depression, for 
example, is associated with reduced levels of  
functioning of  the immune system and 
consequently with an increased risk of  other 
physical disorders. It is important to bear this in 
mind since, once a person has a particular 
diagnosis, all her complaints may be attributed to 
that illness. The reverse relationship also holds 
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true, people suffering from chronic physical 
conditions have a heightened probability of  
developing mental disorders such as depression. 
Paying attention to physical health is important 
because many physical illnesses, such as 
tuberculosis, are more common in vulnerable 
groups, such as the poor, elderly, women, and 
persons with alcohol abuse problems.

Improving mental health care in primary 
and community health care settings

Most mental health problems are like the common 
cold: they are best treated by the primary health 
care provider. However, cases of  severe respiratory 
problems, such as severe pneumonias, require 
specialist care. In the same way, primary health 
providers can treat most cases of  mental illness, 
with severe mental disorders requiring treatment 
by a specialist. The added advantage of  receiving 
care in the primary health setting is that it is less 
expensive and more acceptable to patients. Box 20 
provides some examples of  integration of  mental 
health into primary health care.

Box 20: Integration of  mental health into primary health care

Organization of  mental health services in developing countries began comparatively recently.  WHO 
asupported the movement to dispense mental care within general health services in developing countries,  and 

conducted a seven-year feasibility study of  integration with primary health care in Brazil, Colombia, Egypt, 
India, the Philippines, Senegal and Sudan.

A number of  countries have used this approach to organize essential mental health services. In developing 
countries with limited resources, this has meant a new beginning of  care for people with mental disorders. 
India started training primary health care workers in 1975, forming the basis of  the National Mental Health 

bProgramme formulated in 1982. Currently the government supports 25 district level programme in 22 states.  
In Cambodia, the Ministry of  Health trained a core group of  personnel in community mental health, who in 

cturn trained selected general medical staff  at district hospitals.  In the Islamic Republic of  Iran, efforts to 
integrate mental health care started in the late 1980s and the programme has since been extended to the whole 

dcountry, with services now covering about 20 million people.  Similar approaches have been adopted by 
ecountries such as Afghanistan, Malaysia, Morocco, Nepal, Pakistan,  Saudi Arabia, South Africa, the United 

Republic of  Tanzania, and Zimbabwe. Some studies have been carried out to evaluate the impact of  
integration, but more are urgently needed.

a
World Health Organization. Organization of  mental health services in developing countries. Sixteenth report of  the WHO Expert Committee on Mental 
Health, December 1974.  Geneva, 1975(WHO Technical Report Series, No. 564).

b
Srinivasa Murphy R. Reaching the unreached. The Lancet Perspective, 2000, 356:39.

c
Somasundaram D.J. et al. Starting mental health services in Cambodia. Social Science and Medicine, 1999, 48(8):1029-1046.

d
Mohit A. et al. Mental health manpower development in Afghanistan: a report on a training course for primary health care physicians. 
Eastern Mediterranean Health Journal, 1999, 5:231-240.

e
Mubbashar M.H. Mental health services in rural Pakistan. In: Tansella M, Thornicroft G, eds. Common mental disorders in primary care. 
London, Routledge, 1999.

Source: World Health Organization. The World health report 2001: Mental health: new understanding, new hope. Geneva, 2001a.

Ideally, health providers should ask about the 
mental health of  all patients. Simple questions 
such as the following can give an indication of  a 
person's mental health:
! “How have you been feeling recently? I am 

asking not only about your physical health, 
but also your emotions and feelings.”

! “Have you been feeling under stress 
recently? If  yes, why? How is this affecting 
your health?”

Most patients will report no difficulty and the 
provider will not have used more than a couple of  
minutes of  their time. For the few who do report 
having problems, the provider can then ask more 
detailed questions to see whether there is a mental 
illness. Obviously, this will take more time, but the 
provider will also thereby be helping the person 
get better.

Some health providers may be in a position to play 
an important role in improving the overall primary 
health care system. For example, if  a health 
provider is a member of  a district health committee, 
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her views may be sought on various policy issues. 
Some specific guidelines that can improve primary 
mental health care are listed in Box 21.

At the community level, the health provider can 
use education about risk factors (such as violence 
against women or the risks of  informal debt) and 
protective factors (such as social support) to 
reduce the risk of  common mental disorders. 
Community education and advocacy should focus 
on broadening the community's perspective on 
mental illness, so that common mental disorders 
can be understood as stress-related disorders; and 
building up community, church, women's, and 
other support networks and resources.

With regard to suicide, health providers should 
advise persons of  the risks of  ingestion of  toxic 
substances, including paraquat and other 
pesticides that are often used as methods of  
suicide. With regard to alcohol abuse, the health 
provider should initiate community education 
about the dangers of  excessive drinking and 
promote recreational outlets, games, group 
activities and community projects. Health 
providers should also identify resource persons 
and groups, including school teachers, health 
educators, community groups and community 

leaders, and work with them to educate children 
and adolescents about alcoholism.

Mental health promotion for poor people 
and other vulnerable groups

When confronted with the magnitude of  poverty 
in many developing countries, mental health issues 
can seem irrelevant. Sometimes, depression and 
other mental health problems are assumed to be 
the result of  “materialism” and “excess” and 
either a luxury for the poor or are the natural result 
of  their poverty. As shown earlier, however, 
mental illnesses are not only more common 
among poor people, they also have a greater 
impact on their health and ability to work. Mental 
health problems are not the natural result of  
poverty: the fact is that most poor people cope and 
stay in good mental health. In much the same way 
as health care providers give antibiotics for 
treating tuberculosis, a disease associated with 
poverty, we should be able to provide treatment 
for depression and other mental health problems 
associated with poverty.

Promoting mental health among poor people 
should focus on the following: 
! Providing basic services in the community: 

Individuals who live in a community that is 
clean and has safe drinking water are more 
likely to be in better health. If, for example, 
a health provider plays an active role in 
improving sanitation in the community to 
reduce diarrhoeal diseases, this will also 
help promote mental health.

! Promoting community networks and harmony: 
Health providers may be especially well 
placed to provide social networks at an 
individual level. For example, a health 
provider knows of  an elderly person who 
is living alone and is very unhappy. Nearby 
is a family of  a single mother and two 
young children: she finds it hard to cope 
with work and caring for the children. The 
health provider could suggest to these 
different people the possibility of  
supporting each other. The elderly person 
may mind the children in the day and the 
single mother may provide friendship and 
shared meals. In particular, health 

Box 21: Guidelines to improve 
primary mental health care

! Provide training in the diagnosis and treatment 
of  common mental illnesses to health workers 
using locally developed and tested treatment 
guidelines (see Resources, Section 6).

! Place at least one antidepressant, one 
antipsychotic and one anticonvulsant on the 
essential drugs list: the choice may depend on 
local availability and cost.

! Provide special follow-up clinics for those 
with severe mental disorders and epilepsy; 
such clinics could be held in the afternoons 
when it is less crowded.

! Increase the number of  social workers and 
psychologists in the health services: these 
professionals are less expensive and play an 
important role in mental health care. 

! Develop a mental health surveillance system. 
! Advocate for mental illnesses to be included 

in social and health insurance where available. 
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professionals can help strengthen social 
support for poor families, enabling them to 
access relevant social welfare schemes (such 
as debt relief) and promote their 
participation in community activities.

! Reducing levels of  violence: Crime and violence are 
more common when there is greater inequality 
or when a community is divided along 
religious or ethnic lines. The health provider 
must collaborate closely with other community 
leaders and opinion-makers on the need to 
build social cohesion. This may involve:
w boycotting all forms of  political action 

that seek to divide people into groups; 
w advocating for equal treatment of  all 

members of  the community with the 
police, health and legal systems; 

w identifying those politicians who are 
committed to reduction in violence as 
the favoured candidates in local 
elections; and 

w sensitizing police in dealing with 
complaints of  violence in families. 

! Improving economic opportunities in the community: 
A health provider may not have much 
scope to directly influence economic 
opportunities. However, they can keep well 
informed and provide information to those 
who might need it. For example, if  a health 
provider knows of  microcredit schemes in 
nearby communities, local councilors or 
women's groups could be encouraged to set 
up similar schemes. The health provider's 
respected position means that his/her 
suggestions may be taken seriously.

! Providing effective care in the health centre: 
Health providers should be competent in 
detecting and treating common mental 
health problems. Mental illness should 
never be dismissed as the natural 
consequence of  poverty. Instead, treating 
mental illness will not only make the person 
feel better, but will also provide them with 
the necessary mental and emotional 
strength to identify appropriate solutions to 
their problems.

! Collaborating with community based organizations, 
such as NGOs, which are working with 
economically disadvantaged people to help 
the persons access services.

Gender-sensitive mental health promotion

Particular focus on the health needs of  women is 
often warranted, because of  their typically 
disadvantaged status compared to men. Women's 
health needs should not be compartmentalized 
into “reproductive”, “mental”, “physical” and so 
on. The key to a realistic understanding of  health 
needs is accepting that such categories are artificial 
and often hamper catering to the real needs of  
ordinary people.

Thus, health professionals in reproductive or 
women's health settings can incorporate mental 
health in their day-to-day work. The many 
potential areas of  intersection for these two 
crucial health domains described earlier provide 
avenues for exploring these issues using existing 
networks and resources, without risking the 
stigmatization of  women who may otherwise not 
wish to be associated with a “mental illness.”

Promoting gender equality by empowering 
women to take decisions that influence their lives 
and educating men on the need for equal rights are 
important ways to promote women's mental 

133health.  In this task, the health professional needs 
to be an activist and advocate for women's rights. 
In many places, women's groups are actively 
working towards greater recognition of  women's 
rights. The health professional can make an 
important contribution to promoting better 
health for women by participating in these 
activities.

It is sometimes argued that handling women's 
depression as a health issue can risk masking the 
real underlying gender inequalities that need to be 
addressed. For example, if  a woman is abused by 
her partner and becomes depressed, the 
underlying problem is gender discrimination 
leading to violence in her home, which is directly 
responsible for her depression. While the risk is 
real, the health professional must also be 
concerned about the woman's current health. If  a 
woman's arm was broken due to violence, the 
health provider should first treat the fracture. In 
the same way, treating the depression can help by 
improving her concentration, sleep, feelings of  
self-esteem and energy levels. This, in turn, will 
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contribute to finding a solution to the problems at 
home that cause stress.

Health providers must be constantly aware of  the 
powerful role played by gender inequality in the 
health of  women. Health providers can help 
reduce the impact of  such inequality on women's 
mental health in many ways, such as the following:
! When women consult, in particular those 

who consult repeatedly for minor health 
problems, take the time to find out about 
the domestic situation and other possible 
stresses. Allow women an opportunity to 
speak about their feelings and problems.

! If  the health provider feels comfortable 
and has obtained the woman's permission, 
speak to her partner or other family 
members and educate them about the 
difficulties the woman faces and how they 

Box 22: Gender-sensitive and pro-poor 
intersectoral collaboration to promote and 

improve mental health

Labour and Employment: Encourage employ-
ment of  poor persons and women with mental 
disorders; create a positive work environment for 
women by educating the workplace about 
harassment and abuse. If  people lose their jobs, 
help them access benefits that they are entitled to 
from their employer or the state.

Commerce: Advocate for economic policies that 
not only reduce absolute poverty but also relative 
poverty (the gap between the rich and the poor). 
Combat policies that increase the burden on 
women and the poor.

Education: Advocate for education of  girls and 
encourage poor families to ensure that their 
children receive full school education. Advocate 
that life-skills training be integrated into school 
education.  Collaborate to provide vocational 
training for unemployed persons.

Social welfare: Ensure that the mentally ill receive 
their share of  social welfare schemes by advocating 
on their behalf  and informing persons with mental 
illness about relevant schemes.

Source: Adapted from World Health Organization. The World 
health report 2001: Mental health: new understanding, new hope. 
Geneva, 2001a. 

affect her health. Furnish specific 
suggestions to improve relationships.

! Sensitize colleagues about gender inequality 
in health care provision. Health staff  should 
be vigilant in treating health complaints in 
men and women with equal concern.

! If  a woman suffers from a severe mental 
disorder, ensure she is seen regularly. If  she 
is not brought to the health centre, arrange 
to see her at her home. Counsel family 
members to remove any doubts they might 
have about the illness.

! When it is known that a woman is living in 
a home where she is suffering a great deal 
of  stress, ensure she is asked whether, and 
how, this affects her health. If  she is found 
to have mental health problems, provide 
counseling and assistance with problem-
solving skills.

! Collaborate with women's groups in the 
community, take the initiative to participate 
in their meetings and discuss mental health 
problems as an area of  concern for women.

! Facilitate the formation of  self-help or 
support groups for women with mental 
health problems.

Box 22 provides some examples of  gender-
sensitive and pro-poor intersectoral collaboration 
to promote and improve mental health.

Monitoring and evaluation of  poverty, 
equity and gender through health 
information systems

Despite the growing recognition of  ongoing and 
often increasing health inequities both in 
developing and developed countries, health 
information systems (HIS) have, to date, been 
weak in yielding information needed to assess and 
address health inequities. The challenge is to 
determine the information needs for addressing 
health inequities; to shape health information 
systems to meet those needs; to promote 
sensitization to equity issues; and to develop the 
skills required to use information for effective 

134planning and policy-making.

In addition to increasing the availability of  various 
data sources, improvements need to be made in the 
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equity-relevant information included. To assess 
health equity adequately, equity indicators must be 
constructed. This requires a health measure (or 
measure of  determinant of  health) and an equity 
stratifier (such as a measure of  socioeconomic 
position, sex, age, ethnicity/race, and/or 
geographical position), as well as the ability to 
disaggregate information according to these 
stratifiers.

This can be accomplished either by ensuring that 
appropriate equity stratifiers and health measures 
are available in each data source, or by creating 
mechanisms to link records between data 

135
sources.  For example, effective linkages can be 
created by including a unique identifier or 
geographical code in a variety of  data sources. The 
Health Metrics Network has begun work on 

Box 23: Indicators to monitor and evaluate 
pro-poor and gender-aware mental health 

interventions

! The level of  awareness of  the relationship 
between poverty and gender with mental 
health problems, as indicated by the extent to 
which these subjects are explicit in training 
materials and in assessment of  knowledge 
about mental illness.

! The number and type of  prescriptions for 
psychotropic medicines and 'placebo' 
medicines, for persons from different 
economic strata and for men and women.

! The number of  persons living below the 
poverty line, or from socially or economically 
disadvantaged sections of  the community, 
who access mental health services.

! The proportion of  persons from different 
economic strata who are diagnosed with a 
mental disorder, who receive mental health 
interventions or referrals.

! The proportion of  men and women 
diagnosed with a mental illness receiving 
mental health interventions or referrals.

! The number of  women who live in their own 
homes (parental or marital) and receive mental 
health interventions following diagnosis of  a 
mental disorder.

! The evaluation by users of  health services of  
the quality of  care (for example, adequacy of  
time spent with the health worker, satisfaction 
with the explanation given regarding the 
symptoms).

constructing equity indicators and creating 
mechanisms to link records between data sources.
Monitoring is necessary to assess the effectiveness 
of  mental health prevention and treatment 
programmes, and it also strengthens arguments 
for the provision of  more resources. Monitoring 
and evaluation of  mental health services may be 
addressed by including mental health indicators in 
health information and reporting systems. The 
indicators should include both the numbers of  
individuals with mental disorders and the quality 
of  their care, as well as some more general 
measures of  the mental health of  communities. 
They should also be disaggregated by sex and 
socioeconomic status to facilitate poverty-
responsive and gender-sensitive analysis, and thus 
influence policymaking, programme planning and 
implementation. Box 23 lists some indicators to 
monitor and evaluate pro-poor and gender-aware 
mental health interventions. New indicators for 
the mental health of  communities are necessary.

Poverty-responsive and gender-sensitive 
research

Despite better knowledge over the years, many 
variables that contribute to the development of  
mental disorders, their course and their effective 
treatment still remain unknown. This is 
particularly true in developing countries. 
Epidemiological data are essential for setting 
priorities within health and within mental health, 
and for designing and evaluating public health 
interventions. Longitudinal studies examining the 
course of  major mental and behavioural disorders 
and their relationship with psychosocial, genetic, 
economic and other environmental determinants 
are necessary. Epidemiology is also an important 
tool for advocacy, but many countries lack the data 
to support advocacy for mental health.

In recent decades, gender and gender roles have 
received increasing attention in mental health 

136research.  Findings from epidemiological studies 
showing consistent gender differences in mental 
health have stimulated much of  this interest. 
Recent analysis explicitly examines gender roles 
and their consequences for women. For example, 
historical research in Western Europe and North 
America shows that women have been 
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institutionalized and subjected to the most severe 
psychiatric treatments (such as shock therapy) at 

137greater rates than men.  Marital status, 
employment, socioeconomic status, ethnicity, and 
multiple roles are all important factors affecting 
women and the magnitude of  gender differences 
in well-being.

Care must be taken, however, when analyzing 
mental health interventions, since patterns of  
disorder may differ between developing and 
developed countries. Despite many similarities of  

Box 24: Key facts about mental illness

! Mental illnesses are a varied group of  conditions.  The illnesses most typically associated with mental 
illness are the relatively rare severe mental disorders.

! Although cultural factors do play a role in influencing clinical symptoms and help seeking behaviour of  
people with mental illness, mental illness is found in all cultures and societies. 

! The most common mental illnesses are depression and anxiety, and alcohol abuse. However, these are 
rarely conceptualized as being a 'mental' illness by patients and health workers.

! Depression and anxiety are commoner in vulnerable or marginalized sections of  the community, such as 
poor people, women and refugees. Alcohol abuse is more common in men but can cause considerable 
hardship among poor people and for spouses.

! Mental illness is not a 'natural' result of  deprivation; poverty and oppression act as stressors that, in 
some individuals, can lead to mental illness.

! Most people with common mental illnesses will seek help in general health care services.
! Common mental illnesses can be treated just as well by general health providers as by specialists.
! Treatments for common mental illnesses are effective, cheap and simple to deliver.

mental problems and services across countries, the 
cultural context in which they occur can differ 
substantially. Just as programmes need to be 
culturally informed, so does research. Research 
tools and methods should not be imported from 
one country to another without careful analysis of  
the influence and effect of  cultural factors on their 
reliability and validity. WHO has developed a 
number of  transcultural research tools and 

138methods.

Box 24 provides key facts about mental illness.
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T

Expected learning outcomes 

hese notes are provided to support 
facilitators as they work with learners on 

integrating poverty and gender issues into specific 
health topics. Facilitators are recommended to 
refer to Section 5 of  the foundational modules of  
this Sourcebook, dealing respectively with poverty 
and gender, which contain additional notes on the 
target audience, role of  the facilitator and 
suggested methodologies for learning sessions 
and for evaluation.

Upon completion of  the module, participants will 
be able to:
! Demonstrate an understanding of  mental 

illness, including being able to define what 
mental illness is, its types, its general 
importance for health workers, and general 
principles for the treatment of  mental illness.

! Demonstrate an understanding of  WHAT 
the links are between poverty, gender and 
mental illness, focusing on depression and 
anxiety.

! Be able to explain WHY it is important for 
health professionals to address poverty and 
gender concerns in mental health, from 
efficiency, equity and human rights 
perspectives and to illustrate the benefits to 
health when these issues are addressed in 
mental health interventions.

! Indicate HOW health professionals and the 
health care system as a whole can address 
poverty and gender concerns in mental 
health. Demonstrate an understanding of  
the issues related to policy and legislation; 
programme planning and implementation 
(including financing); and service delivery. 
Demonstrate an awareness of  good 
practice interventions at the health facility, 
community and policy levels.

! Demonstrate familiarity with some tools, 
resources and references available to health 
professionals in dealing with mental illness. 

Lesson plans 

Ideally, this module should be taught over a 
minimum of  two full days in four sessions.  Each 
session should last approximately 3 hours. Each 

session begins with a broad outline of  the scope 
of  the section and the learning objectives 
(approximately 30 minutes).

Two to three exercises are provided for each 
session: at least two exercises should be used, each 
lasting about 75 minutes. Suggested exercises are 
best implemented using small groups (2-3 groups) 
that report back to the whole group. Each exercise 
may be given up to 45 minutes for group work, 
followed by 30 minutes for feed back of  each 
group's report (10-15 minutes for each group). 
Each group should select a reporter who will 
present the main points brought up in that group 
for the rest of  the participants. It is preferable that 
exercises be conducted without accessing the text 
of  the module so that responses capture the views 
of  the participants rather than the material 
presented in the module.

If  two full days are not available, only one group 
exercise should be considered for each session, 
reducing the period of  learning to one full day. 

Session 1: 3 hours

Objective: to cover the topic: WHAT is mental illness?

Suggested exercises:
The groups are asked to come up with a consensus 
definition of  mental illness.  Each component of  
the definition must be explained. 

The groups are asked to consider the types of  
mental illness in their community, and the 
treatments they believe each type of  mental illness 
needs.  The types of  mental illness should be 
described using local terminology and their 
relation to medical categories. 

Session 2: 3 hours

Objective: To cover the topic: WHAT are the links 
between poverty, gender and mental illness?

Suggested exercises:

1. Why are persons living in poverty, and women, 
at greater risk of  mental illness? 

5. Facilitator's notes



Integrating Poverty and Gender into Health Programmes: A Sourcebook for Health Professionals51

Module on Mental Health

This is a statement that should be addressed by 
small groups. The group reporter should present 
the findings in the form of  a free-list, i.e., a list of  
factors which help explain the statement. Each 
group should rank the factors according to which 
factors they feel are important (1=most important; 
2=moderately important; 3=less important). 
Groups should consider why a particular factor was 
considered the most important. The facilitator 
records all the statements as they are read out, and 
marks the frequency with which the groups 
reported them, and their ranks. The number of  
groups reporting a particular factor multiplied by 
the average rank can provide a way of  ascertaining 
the importance of  specific risk factors associated 
with poverty and gender for mental illness. The 
resulting findings can be used to generate further 
discussion on the role of  poverty and gender issues.

2.  Debate topics: A health policymaker issues the 
following statements. Make a list of  statements 
that support or contradict the policy-maker and 
come to a group consensus on the issue. The 
consensus decision must be supported by a 
rationale and evidence. Choose any one topic for 
the group work. 
! “Poor people are bound to be unhappy; 

using mental illness labels only medicalizes 
a social problem.”

! “Prohibition is not a practical way of  
dealing with alcohol abuse problems in 
poor communities.”

! “It is not a health worker's business to 
interfere with family matters like violence.”

Session 3: 3 hours

Objective: To cover the topic: HOW can health 
professionals address poverty and gender 
concerns in mental health?

Suggested exercises: 

How to detect mental illness: Participants are grouped 
into four groups. Two groups translate the CAGE 
Questions (Cutting down, Annoyance by criticism, 
Guilty feeling, and Eye-openers) and General 
Health Questionnaire (in Tools section) into the 
local language. The other two groups (preferably, 
who have not yet seen the original English 

versions) translate them back into English. Then, 
each item of  the questionnaire is read out, first in 
English by the facilitator and then in the two local 
language and back-translations by the respective 
group reporters. The objective of  the exercise is to 
determine, by consensus, the translation that is 
conceptually equivalent,  MEANS the same thing 
to the original English version, for detecting 
mental illness. The objective is to enable 
participants to recognize the significance of  local 
idioms of  distress in the detection of  mental 
illness. 

Meeting mental health needs in underprivileged 
communities: Problem for small group discussion: 
you work in a rural health centre in a community of  
about 25 000 persons where there are high levels of  
poverty, illiteracy and unemployment. The health 
centre has one doctor and a few nurses and 
community health workers. You are aware that 
there are high rates of  alcohol abuse problems and, 
recently, growing numbers of  cases of  domestic 
violence and suicide. What can you do, from the 
health centre, to meet the mental health needs of  
the most vulnerable groups? List specific activities 
and rank them according to ease of  
implementation (1=easy to implement; 3= difficult 
to implement) giving reasons for these ranks.

Session Period 4: 3 hours

Objective: To identify WHO else health workers can 
work with?

Suggested exercises: 
! Who can you collaborate with? Ask the groups 

to consider a list of  all the agencies in their 
community who may deal with health and 
social welfare, gender issues, and persons 
living in economic difficulty. These agencies 
should then be organised according to 
broad thematic areas of  relevance to mental 
health (for example, agencies helping 
women who are victims of  violence). 
Participants should list specific methods 
whereby they can link their clinical work 
with people with mental illness, and the 
services provided by these agencies.

! “Imagine if ” exercise: Imagine you are the 
Minister of  Health. What specific policies 
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would you consider to reach out to poor 
people and to effectively tackle gender 
issues? As with the earlier exercise, ask the 
groups to list the policies and rank them 
according to which are the most important 
(or effective).

! Handout of  The World health report 2001 
recommendations: Using these, consider the ways 
in which each of  these can be tackled using 
EXISTING resources in your community.

! Distribute 'Case study: Maria: Teaching Aid 
to each group. Ask each group to imagine 
themselves as the health provider and to 
come up with suitable responses.  List the 
responses of  each group. Then use the Box 
on Facilitator's Suggestions to sum up and 
suggest a few appropriate responses.

Case study: Maria. Teaching Aid

Maria is a 30 year old married woman who attends 
an Evangelical church. She has been complaining 
of  dizziness and headaches for one year for which 
no physical cause can be found.  On inquiry, Maria 
admits that she is worrying a lot, sleeping badly, 
and has had suicidal thoughts.  She feels so tired 
that she cannot do any household work.  Her 
relationship with her husband has deteriorated.  
He is angry because she has not had a child even 
though they have been married two years, and is 
threatening to take another wife.  She lost her job 
three months ago and is very worried: given the 
way she is feeling, she believes she will not be able 
to look for another job.  She is also complaining of  
feeling lonely.

Case Study: Maria. Facilitator's suggestions

The health provider can help Maria by:
1) reassuring her that she is not suffering from a terminal or untreatable illness;
2) explaining to her that she is thinking too much about her job loss and marital problems, and this is why 

is she is sleeping badly, feeling tired etc; and 
3) identifying a problem and action list (problem solving), e.g.,

a) depressive illness: antidepressant treatment;
b) infertility: referral with husband to gynaecology clinic;
c) marital problems: call husband for a joint interview to talk about the problems;
d) unemployment: postpone any action on job-hunting until she is sufficiently recovered from 

depression; and
e) loneliness: attend church sessions; speak to pastor.

The health worker asks Maria to follow up once a week. Maria feels much better in 3 weeks and she and her 
husband receive counseling on how to improve their chances of  having a baby. Once she is better, Maria finds a 
job as a cleaner in a local restaurant. Now the health worker asks to see Maria once a month and, after six 
months, tapers off  and stops the medicines.

Facilitator's notes
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Tools to detect mental disorders

The CAGE questions for detecting alcohol abuse

Four questions to detect alcohol abuse:
1. Have you felt that you need to Cut down your drinking in recent times?
2. Have you felt Annoyed by criticism from others about your drinking in recent times?
3. Have you felt Guilty about your drinking in recent times?
4. Have you needed an Eye-opener drink (a drink as soon as you wake up in the morning) in recent times?

Any person who records two or more responses as positive is very likely to have an alcohol abuse problem and 
needs further assessment.

Source: Ewing J. Detecting alcoholism: the CAGE questionnaire. Journal of  American Medical Association, 1984, 252:1905-7.

The General Health Questionnaire for detecting common mental disorders

Have you recently 
1. Been able to concentrate on whatever you're doing? Yes = 0 No = 1
2. Lost much sleep over worry? No = 0 Yes = 1
3. Felt that you are playing a useful part in things? Yes = 0 No = 1
4. Felt capable of  making decisions about things? Yes = 0 No = 1
5. Felt constantly under strain ? No = 0 Yes = 1
6. Felt you could overcome your difficulties? Yes = 0 No = 1
7. Been able to enjoy your normal day-to-day activities? Yes = 0 No = 1
8. Been able to face up to your problems ? Yes = 0 No = 1
9. Been feeling unhappy and depressed?  No = 0 Yes = 1
10. Been losing confidence in yourself  ? No = 0 Yes = 1
11. Been thinking of  yourself  as a worthless person? No = 0 Yes = 1
12. Been feeling reasonably happy, all things considered? Yes = 0 No = 1

Any person who scores 3 or more may suffer from a common mental disorder and needs further 
assessment

Source: Adapted from Goldberg,D. The detection of  mental illness by questionnaire. Oxford, Oxford University Press. 1972.

Indicators to monitor and evaluate pro-poor and gender-aware mental health interventions

! The level of  awareness of  the relationship between poverty and gender with mental health problems, as 
indicated by the extent to which these subjects are explicit in training materials and in assessment of  
knowledge about mental illness.

! The number and type of  prescriptions for psychotropic medicines and 'placebo' medicines, for persons 
from different economic strata and for men and women.

! The number of  persons living below the poverty line, or from socially or economically disadvantaged 
sections of  the community, who access mental health services.

! The proportion of  persons from different economic strata who are diagnosed with a mental disorder, 
who receive mental health interventions or referrals.

! The proportion of  men and women diagnosed with a mental illness receiving mental health 
interventions or referrals.

! The number of  women who live in their own homes (parental or marital) and receive mental health 
interventions following diagnosis of  a mental disorder.

! The evaluation by users of  health services of  the quality of  care (for example, adequacy of  time spent 
with the health worker, satisfaction with the explanation given regarding the symptoms).
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Ten recommendations to achieve mental health for all

! Provide treatment in primary care.
! Make psychotropic drugs available.
! Give care in the community.
! Educate the public.
! Involve communities, families and consumers.
! Establish national policies, programmes and legislation.
! Develop human resources.
! Collaborate with other sectors.
! Monitor community mental health.
! Support more research.

Source: World Health Organization. The World health report 2001: Mental health: new understanding, new hope. Geneva, 2001a.

FLOW CHART: The clinical approach to medically unexplained symptoms

Medically unexplained symptoms include
aches and pains; tiredness, palpitations, dizziness, bowel complaints (constipation/loose 

motions), sudden loss of  motor function, chest pains, difficulty breathing.

Rule out a definite physical illness
by clinical history and examination of  relevant organ system.

If  required, carry out investigations such as chest X-Ray, hemoglobin etc.

If  no physical illness found or no improvement on usual treatment, ask about stresses and 
problems e.g. ask about violence at home, loss of  job, relationship problems.

Ask about symptoms of  depression and anxiety
such as loss of  interest in daily activities; feelings of  sadness, tension or worry; sleep and 

appetite problems; suicidal ideas.

If  symptoms are present, treat for depression or anxiety:
education, reassurance, breathing exercises, problem solving, antidepressants.
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Ten overall 
recommendations

1. Provide 
treatment in 
primary care

2. Make 
psychotropic 
drugs available

3. Give care in the 
community

4. Educate the 
public

5. Involve 
communities, 
families and 
consumers

6. Establish 
national policies, 
programmes and 
legislation

Scenario A:
Low level of resources

! Recognize mental health 
as a component of  
primary health care
! Include the recognition 

and treatment of  
common mental 
disorders in training 
curricula of  all health 
personnel
! Provide refresher training 

to primary care health 
providers (at least 50% 
coverage in 5 years)

! Ensure availability of  5 
essential drugs in all 
health care settings

! Move people with mental 
disorders out of  prisons
! Downsize mental 

hospitals and improve 
care within them
! Develop general hospital 

psychiatric units
! Provide community care 

facilities (at least 20% 
coverage)

! Promote public 
campaigns against stigma 
and discrimination
! Support 

nongovernmental 
organizations in public 
education

! Support the formation of  
self-help groups
! Fund schemes for 

nongovernmental 
organizations and mental 
health initiatives

! Revise legistation based 
on current knowledge 
and human rights 
considerations

Scenario B:
Medium level of resources

! Develop locally relevant 
training materials
! Provide refresher training 

to primary care health 
providers (100% coverage 
in 5 years)

! Ensure availability of  all 
essential psychotropic 
drugs in all health care 
settings

! Close down cutodial 
mental hospitals
! Initiate pilot projects on 

integration of  mental 
health care with general 
health care
! Provide community care 

facilities (at least 50% 
coverage)

! Use the mass media to 
promote mental health, 
foster positive attitudes, 
and help prevent disorders

! Ensure representation of  
communities, families, and 
consumers in services and 
policy-making

! Create drug and alcohol 
policies at national and 
subnational levels

Scenario C:
High level of resources

! Improve effectiveness of  
management of  mental 
disorders in primary 
health care
! Improve referral patterns

! Provide easier access to 
newer psychotropic drugs 
under public or private 
treatment plans

! Close down remaining 
custodial mental hospitals
! Develop alternative 

residential facilities
! Provide community care 

facilities (100% coverage)
! Give individualized care 

in the community to 
people with serious 
mental disorders

! Launch public campaigns 
for the recognition and 
treatment of  common 
mental disorders

! Foster advocacy initiatives

! Ensure fairness in health 
care financing including 
insurance

Tools, resources and references

Table 5: Minimum actions required for mental health care

Continued on next page



Integrating Poverty and Gender into Health Programmes: A Sourcebook for Health Professionals57

Module on Mental Health

7. Develop human 
resources

8. Link with other 
sectors

9. Monitor 
community 
mental health

10. Support more 
research

! Formulate mental health 
programmes and policy
! Increase the budget for 

mental health care

! Train psychiatrists and 
pyschiatric nurses

! Initiate school and 
workplace mental health 
programmes
! Encourage the activities 

of  nongovernmental 
organizations

! Include mental disorders 
in basic health 
information systems
! Survey high-risk 

population groups

! Conduct studies in 
primary health care 
settings on the 
prevalence, course, 
outcome and impact of  
mental disorders in the 
community

! Increase the budget for 
mental health care

! Create national training 
centres for psychiatrists, 
psychiatric nurses, 
psychologists and 
psychiatric social workers

! Strengthen school and 
workplace mental health 
programmes

! Institute surveillance for 
specific disorders in the 
community (e.g. 
depression)

! Institute effectiveness and 
cost-effectiveness studies 
for management of  
common mental disorders 
in primary health care

! Train specialists in 
advanced treatment skills

! Provide special facilities 
in schools and the 
workplace for mentally 
disordered people
! Initiative evidence-based 

mental health promotion 
programmes in 
collaboration with other 
sectors

! Develop advanced mental 
health monitoring 
systems
! Monitor effectiveness of  

preventive programmes

! Extend research on the 
causes of  mental 
disorders
! Carry out research on 

service delivery
! Investigate evidence on 

the prevention of  mental 
disorders

Source: World Health Organization. The World health report 2001: Mental health: new understanding, new hope. Geneva, 2001a.

Resource directory

Enter information on the availability of  various types of  resources mentioned in the tables 
below in your region.

Resources for children 
(include: children's homes; juvenile homes; child telephone help-lines; child abuse agencies; organizations 
working with street children; child protection agencies; agencies specifically working on children's issues 
such as Save The Children Fund; rehabilitation workshops, and special schools for children with mental 
retardation.)

Name & contact person Services offered Address, telephone no.

Table 5 (continued)
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Resources for the elderly
(include: residential homes for the elderly; government agencies providing welfare and financial assistance to 
elders; and local chapters of  Alzheimer's Disease International, HelpAge and other agencies specifically 
working on issues which affect elderly people.)

Resources for drug and alcohol problems
(include: local chapters of  Alcoholics Anonymous and other agencies working with alcohol abuse problems; 
agencies working with the families of  persons with dependence problems; health facilities specializing in 
drug and alcohol dependence.)

Resources for women and domestic violence
(include: women's organizations; family violence units in police and other government agencies; lawyers, 
social workers and counselors sensitive to women's violence issues; residential shelters for women; and 
women's health clinics.)

Mental health professionals
(include psychiatrists, psychologists and other mental health professionals. Make sure you have information 
on private and public health care. In particular, record information on the nearest psychiatric hospital 
facility and emergency clinic to refer very sick people.)

Resources for families of  the mentally ill
(include support groups and organizations working with families of  those who suffer from any type of  
mental illness. Most commonly, these include mental retardation, dementias in older people, alcohol and 
drug problems and severe mental disorders.) 

Telephone help lines
Record the telephone numbers for different services, such as suicide prevention, women in distress etc.

Telephone no. Problems addressed
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