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The Global Burden of Disease Study 2010 [1] not only cor-
roborated findings from 1990 about the significant burden of
mental and substance use disorders, but it also identified that
the burden of these disorders had worsened [2]. Mental and
substance use disorders are now the leading cause of years
lived with disability globally [3]. Lack of human resources,
poor to no financing, weak governance, and mental illness
illiteracy and stigma all contribute to the global mental health
treatment gap, which in comparison to high-income countries
is worse in low- and middle-income countries and in low-
resource settings of high-income countries [4]. The goal to
vastly spread access to care in low-resource settings requires
multiple strategies to increase resources and capacity building
to implement and scale-up effective interventions for the pre-
vention and treatment of mental and substance use disorders
[5]. In spite of this well-documented global burden of mental
illness, both inherent risks for and devastating impact on other
comorbidities, including communicable (e.g., HIV, tuberculo-
sis) and non-communicable diseases, efforts to address the
global mental health treatment gap have been sparse in com-
parison to the well-funded (non-mental health) global health
programs [6–8].

Traditionally, global mental health efforts have been small
appendices to health programs. In the last two decades, re-
markable global mental health efforts have commenced [9].

Academic efforts comprise multiple strategies. The collection
of 18 articles on global mental health in this issue of Academic
Psychiatry presents examples of these strategies. Even though
there are still insufficient opportunities for mental health re-
search [10, 11] and inadequate quality health and mental ser-
vices for those with mental disorders in all parts of the world
(e.g., as described by Acharya et al. [12] in Nepal and
Rissman et al. [13] in Guatemala), the global mental health
landscape is finally beginning to change. Collins and Pringle
[14] precisely underscore the role of careful and thoughtful
research in achieving gains in global mental health by sum-
marizing recent calls for and accomplishments of global men-
tal health research and specific efforts of the National Institute
of Mental Health (NIMH).

Sweetland et al. [15] skillfully characterize the changes that
cross-cultural mental health have gone through to arrive at the
current participatory and implementation-based global mental
health research to practice and policy focus creating sustain-
able interventions to reduce mental health disparities ground-
ed in social justice and human rights. Balancing traditionally
opposing colonialist approaches, context and culture-specific
qualitative research, and universalist epidemiological quanti-
tative methods, the current global partnership model empha-
sizes an integrationist mixed methods approach that recog-
nizes both broad universality in mental disorders across cul-
tures and meaningful cross-cultural variation. The new partic-
ipatory and interdisciplinary perspective promotes “interde-
pendency, bi-directional knowledge generation and transfer,
and shared ownership” [15] to ensure research capacity build-
ing in low-resource settings. For example, Smith [16] pin-
points and marvels at the “we” bi-directional learning by in-
tegrating the local meaning of Ubuntu, “a person is a person
only through other people” [16], which took time to achieve.
Lam et al. [17] and Kohrt et al. [18] expand on this need for bi-
directionality and respect for the local culture and context for
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US trainees when reporting on their exercises with a psychia-
try resident-led global mental health and cultural psychiatry
discussion group [17] and an interdisciplinary group discus-
sion during the annual meeting of the Society for the Study of
Psychiatry and Culture [18]. Further, Griffith et al. [19] de-
scribe how the GeorgeWashington Global Mental Health cur-
riculum was conceived to educate psychiatrists for service in
low- and middle-income countries. Marienfeld [20] responsi-
bly accepts the challenge and, in fact, serendipitously re-
sponds to Datta’s [21] ethical concerns about the involvement
of trainees in low- and middle-income countries. Training
programs have the important ethical obligation to ensure that
trainees receive proper mentorship and supervision and that
they are not in situations beyond their training or expertise.
Acharya and Hirachan [22] also illuminate the ever-present
US resource of international medical graduates as excellent
cultural competency partners in global mental health academic
training efforts.

Like the global health field, global mental health specifi-
cally addresses the needs of low- andmiddle-income countries
as well as low-resource settings in high-income countries.
Nevertheless, two articles in this volume report on internation-
al training collaborations and experiences in high-income set-
tings like Switzerland [23] or Qatar [24]. The former offers US
psychiatry residents psychiatric systems’ learning and interna-
tional peer networks [23]; the latter reports on psychiatric
training as part of now more common US universities’
initiative developing branches in other countries [24].

Global mental health initiatives are taking advantage of
resources not available a few years ago and more common
in the global health field. Keynejad et al. [25] report on global
mental health efforts as part of the King’s Tropical Health and
Education Trust (THET) Somaliland Partnership (KTSP)
Health Links [26], a peer-to-peer psychiatry e-learning part-
nership between King’s College London, UK, and Hargeisa
and Amoud universities, Somaliland. In light of the continued
negative attitudes toward psychiatry among medical students
in high-income countries and the very limited exposure to
psychiatry among medical students in low- and middle-
income countries such as Somaliland, medical students were
grouped into 24 pairs, one from each country, to complete ten
meetings to discuss psychiatry topics. Post-participation,
Somaliland students found the program academically helpful
and improved their attitudes toward psychiatry; UK students
described cross-cultural learning, but their attitudes toward
psychiatry remained unchanged. This novel approach offers
students brief, focused, online peer-to-peer psychiatric educa-
tion opportunities that could become common both in high-,
low-, and middle-income countries. Jeffee-Bahloul et al. [27]
describe their experiences using another UK Internet-based
program. The Syrian TeleMental Health Network provides
training and clinical consultations in Syrian conflict settings.
This “non-live” (i.e., asynchronous) platform allows referring

providers (e.g., physicians, psychologists, nurses, non-
specialized health care workers) to send data-safe clinical ma-
terial about certain cases to specialists within the network to
obtain specialized consultation and then supervision about
their cases. This is a perfect example of Acharya and
Hirachan’s [22] suggestion that international medical
graduates, in this case from Arabic background, can offer
the needed expert consultations and training.

NIMH has been pivotal in global mental health implemen-
tation research accomplishments [28]. As Collins and Pringle
[14] describes NIMH’s Office for Research on Disparities and
Global Mental Health (ORDGMH) was created in 2010 to
respond to NIMH’s global mental health mission. The
ORDGMH, in collaboration with the Fogarty International
Center, which is the National Institutes of Health center tasked
with supporting and facilitating global health research and
research training, has been charged with creating research ca-
reer paths in global mental health for US investigators, while
also supporting research capacity building in low- and middle-
income countries as a route to building high-quality, collabo-
rative research. At the individual/institutional level, NIMH
has funded research career paths through post-residency for
psychiatrists and post-doctoral for other disciplines via
institutional T32 mechanisms that provide 3 years of dedicat-
ed training in global mental health. Two of three T32 post-
doctoral fellowships (Columbia University andMassachusetts
General Hospital) funded since 2012 are described in this
issue [15, 29, 30]. A third (Johns Hopkins University) was
funded in 2015. NIMH also launched a global mental health
mentored career development K-award initiative in 2014 and
2015 to fund early stage US investigators to prepare for global
mental health research independence. Further, at the regional
level, five multidisciplinary regional Collaborative Hubs for
International Research on Mental Health that were funded in
2011 and 2012 across Africa, Latin America, and Asia have
increased the research base on delivery of evidence-based
mental health care in low- and middle-income countries.
Pilowsky et al. [31] describe the capacity-building efforts
within one of these hubs. The 2015 NIMH funding opportu-
nity “Research Partnerships for Scaling Up Mental Health
Interventions in Low- and Middle-Income Countries” focused
on implementing research scale-up projects to decrease the
global mental health treatment gap. Five hubs are expected
to be funded from this source, and a reissue of the funding
source came in April 2016. Sweetland et al. [15] describe a
Columbia Psychiatry NIMH/ Fogarty International Center—
funded, research-capacity building project in partnership with
Mozambique’s Ministry of Health and the Universidade
Eduardo Modlane aiming at developing implementation men-
tal health efforts in Portuguese-speaking, low-income African
countries.

Concerns about the low research to practice and policy
yield [32] are far worse in the mental health field, even in
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high-income countries. The global mental health treatment
gap requires investing in implementation science with partic-
ipatory approaches and practice-based production of research
in low-resource settings of high-income countries as well as in
low- and middle-income countries. This special collection in
Academic Psychiatry comprises a variety of important articles
focusing on stimulating constructive academic methods to
address the global mental health research and treatment gap.
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