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Abstract
Purpose of the Review The vast majority of research on the
social determinants of mental health has been generated from
high-income country (HIC) populations, even as the greatest
health disparities, and greatest disease burden, is observed in
lower- and middle-income countries (LMICs). The goal of
this review is to examine the evidence base on how key social
epidemiology constructs relate to mental health in LMIC contexts. A special focus is on points of departure from the HIC
knowledge base, gaps in overall understanding, and opportunities for social epidemiology to make a significant
contribution.
Recent Findings A growing body of literature suggests that
there is significant heterogeneity, both in the direction and
magnitude, of association between factors such as socioeconomic status, income inequality, gender, and social networks/
supports and mental health in LMIC. For example, higher
levels of education and being married can be risk factors for
worse mental health among women in certain contexts.
However, many studies have methodological limitations that
make causal inference difficult. Poverty alleviation interventions offer a unique opportunity to examine the impact of
improving economic resources and mental health.
Summary Much remains unknown about the impact of key
social factors on mental health in LMIC. Findings from
HICs may not apply to LMIC populations, since the meaning
This article is part of the Topical Collection on Social Epidemiology
* Joanna Maselko
jmaselko@unc.edu
1

Department of Epidemiology, Gillings School of Global Public
Health, University of North Carolina at Chapel Hill, 2105e
McGavran-Greenberg Hall, Campus Box 7435, Chapel
Hill, NC 27599-7435, USA

and distribution of a given social variable may differ significantly from what is commonly observed in HICs. These
points of departure point to opportunities for social epidemiology to make a contribution to the field of global mental
health.
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Introduction
Over the last decade, health researchers and funders have become increasingly concerned with the 10/90 gap: the phenomenon that only 10% of health-related research addresses problems of 90% of the world’s population [1, 2]. This inequality is
of special concern to social epidemiology given the implication that the vast majority of research applies to the wealthiest
and healthiest countries, with the vast health disparities occurring in the remaining 90% of the global population. The topic
of health disparities in low- and middle-income countries
(LMICs) has emerged as an active area of research and provides an opportunity for social epidemiology to meaningfully
contribute to research on key social determinants of health
beyond high-income country (HIC) contexts [3•, 4–6].
The shift from social determinants as they manifest in the
USA, UK, and other European countries to their manifestation
in LMIC contexts is not, however, completely straightforward. In many LMICs, the meaning and distribution of a social factor, such as income inequality or education, may depart
drastically from what is commonly observed in HICs. For
example, in South Africa, the income inequality measure,
the GINI index, is 63 (in 2011) and a very small middle class,
while in the USA, the GINI index is 41 (in 2013) with a much
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larger middle class, making the USA a much more equitable
country [7]. In the South African context, the independent
effect of income inequality on health is more difficult to disentangle from the effects of poverty with which it is entangled.
Focusing on education, in Bhutan, 68% of the population
25 years and older has received no schooling, and this number
represents a 20% gender difference (57.8% of men and 77.8%
of women have had no schooling). The comparable statistic in
the USA is 0.4%, with no detectible gender difference [8]. So,
while in HIC such as the USA, much of the discourse is about
disparities in high school graduation rates and the value of a
college education, the health benefits of the first few years of
primary education are not nearly as well characterized. And
yet, this is the margin at which education affects the health of a
much larger portion of the world’s population. Such differences between HIC and LMIC emerge with most social
determinants.
The field of global mental health (GMH) is explicitly concerned with reducing disparities in mental ill-health and hence
is very concerned with social determinants, making it a natural
complement to social epidemiology. A key goal of GMH has
been to reduce disparities between and within countries
through increasing access to culturally appropriate evidencebased interventions as well as addressing social determinants
of mental ill-health [9–11]. Mental ill-health is broadly defined, and the vast majority of research focuses on depression
and anxiety, often referred to as the common mental disorder
(CMD), in addition to a growing body of research on schizophrenia, dementias, autism, substance use disorders, and selfharm [12–15]. Together, the broader category of mental disorders account for up to 13% of disability adjusted life years
(DALYs), making them the second leading cause of the global
burden of disease after cardiovascular diseases [16].
Drawing on both social epidemiology and global mental
health, the goal of this article is to examine how key social
determinants, such as socioeconomic status, income inequality, or gender, relate to mental health in LMIC contexts. A
main focus is on points of departure from the HIC knowledge
base, gaps in overall understanding, and opportunities for social epidemiology to make a significant contribution.
Social Determinants Within Global Mental Health
The social context has always been important in global mental
health, both in shaping the risk of a neuropsychiatric disorder
as well as its likelihood of recovery [9, 10, 14, 17, 18]. The
importance of social determinants within global mental health
can be traced to the fields’ anthropological roots and the crosscultural psychiatrists who first described the experiences of
mental illness outside of Western, HICs [19, 20].
Approaching mental health with an inherently social, anthropological lens, an understanding of mental ill-health emerged
that is embedded in one’s social environment and often
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precipitated by factors such as poverty or gender inequality
[4, 21, 22]. Although the anthropological approach has sometimes been in tension with the more medical or public health
approach to mental health, the importance of social determinants has rarely been questioned [23].
However, the fact that social determinants are acknowledged, or even accepted, does not mean they are well understood. There is significant heterogeneity in the findings
linking key social factors to mental health [24] and tensions
have risen about which factors are ‘really’ important for mental health vs. just being markers for something else [25]. This
lack of clarity has led to calls for more, higher quality, research
into the social determinants of mental health in LMICs [3•, 5].
Specifically, much more knowledge is needed in low-resource
settings to (1) better understand the causal relationships between social factors and diverse mental health problems, and
(2) elucidate the mechanisms through which social factors
impact mental health. Such questions are also of central interest to social epidemiology.
Socioeconomic Status and Poverty
Of all the social determinants of mental health, socioeconomic
status (SES) has received the most attention [3•, 24, 26].
Although a full review is beyond the scope of this paper, a
majority of studies show an inverse association between lower
SES and numerous mental health outcomes [24, 26].
However, there is significant heterogeneity in findings, and
this might be due in part to lack of clarity of both conceptual
and methodological issues [27•]. Two key areas of debate are
measurement of SES and directionality of effects.
Measurement
The majority of studies examining SES and mental health fail
to clearly define the choice of SES measure, or explain its
theoretical rationale [27•]. Commonly used indicators include
consumption/expenditure amounts, income, occupation, education, or assets, leading to seemingly conflicting findings.
Because each of these measures captures a different aspect
of SES, with potentially a different pathway linking it to mental health, homogenous findings should not be expected, within or between countries. It has been challenging to synthesize
the diverse findings of multiple SES indicators in a coherent
way.
Many studies of SES use the terms SES and poverty interchangeably without explicitly acknowledging how the choice
of term influences analyses or interpretation of results [3•,
27•]. Dichotomous proxies for poverty are frequent, such as
living on less than $2/day, being in debt, living in overcrowded conditions, or experiencing food insecurity. While a dichotomous poverty indicator is arguably easier to measure, fits
well with the poverty alleviation agenda, and can be useful
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for policy makers, it oversimplifies the SES-mental health
relationship. Importantly, this reliance on poverty, with comparisons of those with the highest levels of adversity with
everyone else, obscures the gradient nature of the SESmental health relationship. There is little reason to expect the
gradient to be any less strong in LMIC contexts than in HIC
ones. The focus on high-risk poverty can also lead to an unintended consequence of weakening the case for improving
access to prevention and treatment options because of a belief
that mental health problems are ‘inevitable’ at such high levels
of adversity. Such oversimplifications can be prevented with a
more fine-grained measure of SES which, in turn, facilitates a
better understanding of the nature of the association between
socioeconomic status and mental health at all levels of adversity. To guide future work on SES and mental health, researchers have recently proposed a set of guidelines for choosing an SES measure, including (a) choosing a measure based
on a theoretical basis with conceptual and contextual relevance, (b) determining and stating the unit of measurement
and time period, and (c) being clear about how categories and
groupings were created and why [27•]. To guide an improved
theoretical basis for measurement, researchers would benefit
greatly from the extremely rich body of scholarship that examines the theoretical underpinnings and lived experience of
poverty and social class (e.g., [28–31]).
Directionality
The idea of reciprocal and cyclical relationship between poverty and mental health is mostly accepted within global mental
health [17]. The term ‘social drift’ is used more often than
‘social selection’ since this portion of the cycle, where a person with mental illness becomes poor as a result of their illness, is also understood to be shaped by social factors related
to family and community support and integration. It has been
hypothesized that social drift may be a stronger contributor to
the SES gradient observed with disorders such as schizophrenia, while social causation is more likely to explain the depression SES gradient [5]. The relative magnitude of effect in
both parts of the cycle has direct implications for allocation of
resources whose goal is reducing disease burden. Is an antipoverty measure or an increase in access to mental health care
a ‘better’ use of resources? In areas where poverty is overwhelming, efforts at treating mental illness without addressing
adversity can seem naïve at best, and an encroachment of
Western biomedicine and pharmaceutical industries at worst
[32]. On the other hand, changing more upstream determinants is extremely difficult, and usually outside of the expertise of those working in global mental health. This dichotomized view of social vs. biomedical approaches has the risk of
becoming polarized even as it is ultimately overly simplistic
and unproductive [18, 23, 33]. The degree to which social
determinants such as SES impact risk of mental health
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problems, which in turn further reinforce SES vulnerabilities
is an empirical question that social epidemiology is well
poised to address.
Unlike in HIC where experimental data on social determinants and mental health is fairly scarce, in LMIC, some of the
most informative empirical contributions are from poverty
alleviation interventions that assess mental health outcomes,
as well as mental health interventions that assess socioeconomic outcomes [17, 26]. These interventions provide evidence on how a change in economic circumstances can impact
mental health, and whether improvements in mental health
can lead to improved economic outcomes. Additionally, they
provide information on the extent to which mental health
problems may get in the way of people taking full advantage
of available socioeconomic opportunities. In other words, they
help point to how the cycle of poverty-mental health problems
may be broken [5, 17]. Here, I will focus on the social causation part of the cycle with economic interventions and their
impacts on mental health.
Loan and micro-enterprise interventions provide access to
credit. The goal of these interventions is usually to provide
enough capital (either through a loan or grant) so that the
participant can invest those funds in a small business enterprise or other income generating activity (e.g., purchase a plot
of land that can be farmed or raw materials to make textiles to
be sold). The findings from these interventions are mixed for
mental health outcomes, even as financial indicators show
some improvement. For example, a trial in the Democratic
Republic of Congo helped with saving and small loans found
improvements in per capita food spending but not any mental
health symptoms [34]. The authors hypothesized that the increased savings may not have been sufficient to improve mental health in this traumatized population; a combination of
mental health and economic support may have been needed.
Another microenterprise intervention in Uganda reported similar results: monthly cash earnings increased 16 months after
start of the program, but there was no impact on depression
symptoms [35]. These, and other similar interventions, are
complex, with multiple components aimed to help participants
lift themselves out of poverty. One might argue that in order to
succeed, they require a level of functioning from the participants that might be too high. However, findings with simpler
interventions also vary. For example, a program in South
Africa was based solely on improving access to loans with
existing banks, reported overall increased levels of stress 6–
12 months post intervention, while depression symptoms reduced among men, but not among women in the study [36].
The mixed findings may result from several factors. It is possible that mental health impacts take longer to emerge, once
not only the immediate economic circumstances improve but
a more long-term security is achieved. Alternatively, the magnitude of the economic boost resulting from the intervention
may not be sufficient given the very low starting SES of the
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participants. Finally, the mechanism of supporting entrepreneurial activities may only benefit a portion of participants—
those who have the skills and aptitude for a small business
pursuit. This would lead to heterogeneous impacts on both
economic and mental health outcomes.
Another group of poverty alleviation programs that address
these questions are cash transfer interventions, whether conditional on activities such as sending children to school and
getting immunized, or unconditional, no-strings attached, cash
transfer programs. Mexico’s well-documented Oportunidades
program was an intervention where women received a significant stipend, conditional on several health-related behaviors
including prenatal care, immunizations, and educational
workshops [37]. The stipend was roughly 25% of household
income and, at the time of the evaluation, women had been in
the program between 3.5 and 5 years. Depression symptoms
were significantly lower in the intervention group and this
effect was partially mediated through both a reduction in stress
and increase in perceived control [38•]. It is noteworthy that
the positive impact was greater among women who were relatively better-off at the start of the study; there is some debate
about whether interventions that promote health overall may
increase inequalities because those who are at the very bottom
are not able to fully take advantage of a program’s benefits
[39]. The long-term evaluation, at 5 years, is also notable
when compared to the previously described interventions that
were evaluated within a year or two of the program rollout. It
might take time for mental health effects to become apparent.
While the Oportunidades program is one of the best documented, other similar cash infusion programs at a smaller
scale, such as significant wage increases at factories, similarly
report lower depressive symptoms among program beneficiaries [40].
In summary, poverty alleviation interventions provide important insights into the SES-mental health relationship: We
have learned that purely economic interventions among poor
participants may not have enough impact when other significant sources of distress remain. Individuals may also need a
broader safety net than one provided by cash and/or the
amount of money needed may be much more significant than
previously assumed [34, 35]. The evaluation of poverty reduction programs from the perspective of mental health is thus a
very powerful approach toward disentangling the mechanisms
through which SES impacts population mental health [26].
Income Inequality
Discussions of poverty often dovetail with those about income
inequality [3•] and a few studies have attempted to quantify
the impact of income inequality on mental health in LMIC. As
mentioned above, levels of income inequality are generally
significantly higher in LMIC than in HIC and LMICs tend
to have a much smaller middle class. These countries
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simultaneously have high poverty and inequality rates, making it more difficult to isolate the impact of inequality per se.
As might be expected, findings have been mixed. Several
studies from South Africa and Mexico found no association
[41, 42], while a study from Sao Paulo Brazil found income
inequality to be positively associated with depression [43].
Several reasons may explain these findings. One is methodological: studies utilizing larger geographical measures of inequality, such as district or state levels, seem more likely have
null results (South Africa, Mexico), while more micro level
measures are more likely to find an association (Brazil). Other
potential explanations include the fact that, in high inequality
LMICs, there may not be enough variation in inequality, especially if a ceiling effect has been reached; the GINI coefficient may not be the appropriate indicator; or the common
focus on depression may miss other mental health problems
susceptible to the effects of inequality, such as substance use
[41–44]. In addition to these challenges, Adjaye-Gbewonyo
hypothesized potential contextual reasons for why an association might not be observed in a country such as South Africa:
people in South Africa may be more tolerant of high-income
inequality. This could be either because they consider income
inequality as temporary on the way to improved postapartheid economic development. Alternatively, in other contexts, people’s expectations for equality may be lower, and
communities so segregated that people are less aware of inequality while being more impacted by their own SES level. It
has also been suggested that income inequality is only important for health in places of low poverty levels such as in HIC,
while in places with high poverty levels, health is driven by
absolute poverty [45]. Much remains unknown about how
income inequality interacts with other social, cultural, and
economic factors to influence mental health [3•].

Gender
After SES and poverty, gender is one of the most welldescribed social determinant of mental health in LMIC.
Gender differences in CMD prevalence are regularly reported
and gender is routinely included in analyses predicting mental
health outcomes. As in HIC, in LMIC women are at higher
risk of CMD and almost all studies acknowledge women’s
vulnerability resulting from their lower status in society as a
key driver of higher CMD rates [14, 46, 47]. It is not clear to
what extent the excess risk associated with female gender for
CMD differs in magnitude between LMIC and HIC. The gender difference in alcohol use disorders does appear to be larger
in magnitude in some LMICs, with men’s risk up to 20 times
greater than what is observed among women [14]. This difference is potentially driven by lower prevalence of women
consuming any alcohol in many LMICs in combination with a
much greater proportion of men who consume any alcohol,
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consuming it at hazardous levels. Moderate alcohol consumption appears to be more normative in HIC.
Given that gender interacts with social institutions such as
marriage or the labor market, we may expect different epidemiological patterns of mental health problems among women
than those observed in HIC, Western countries [48]. For example, in India, higher education has been associated with a
twofold greater risk of suicide among women [49]. Several
hypotheses have emerged about why a higher educational
attainment might be a risk factor. In certain communities, efforts to encourage girls’ education have resulted in young
women being, on average, more educated than young men
[50]. These years of education sometimes come with significant personal sacrifice and anthropological work has shed
light on the difficulties and stressors faced by some women
as they try to achieve their education goals; stressors that, in
turn, may lead to mental health problems [51]. However, even
once education is complete, a higher level of education may
not translate into economic empowerment, as women often
cannot successfully compete with men for scarce jobs. As
women become married, they may revert to traditional gender
roles and a lower status, which can be all the more distressing
after having been ‘temporarily empowered’ through their education. The lower status of newly married women might also
help explain why widowed or divorced women can be at
lesser risk for suicide and CMD compared to those who are
married [14, 49]. With a strong emphasis on childbearing,
there is evidence that adverse life events related to reproduction may be partially responsible for the high burden of mental
health problems among women in places like India [46].
Interpersonal violence may be another potential mechanism
linking negative reproductive outcomes with CMD [52].
Social Networks and Supports
Although access to social support networks, especially during
times of adversity, is consistently shown to have a protective
effect on mental health [53–55], there are several notable differences between the HIC and LMIC bodies of research.
One key difference is the greater importance given to
family-based networks. This is, in part, a result of a higher
prevalence of extended, multi-generational, family households in LMICs; an arrangement that encourages a higher
level of caregiving expectations and support between family
members. Consistent with a focus on childbearing mentioned
above, the majority of the research in this area has focused on
maternal mental health, especially the perinatal period. For
example, studies in South Asia have found that the presence
of the grandmother in the household has generally been correlated with better mental health outcomes among mothers
and children, with the most likely pathway being through
provided social support [56, 57]. One commonly described
example of this family-based social support is the practice of
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‘confinement’ or ‘chilla’ of a new mother during the first 30–
40 days after birth. The specifics of this period vary crossculturally but in almost all circumstances, it is a period for rest
and bonding between the mother and her new infant. The
mother is relieved from household chores and generally stays
protected indoors. This practice has been found to be protective against maternal depression [11, 58] and is understood to
indicate a strong social support, family-based, network.
Indeed, it is only possible with a commitment from multiple
people to provide significant support.
However, other research has revealed some of the complexities around activating one’s social support network.
One’s social network can be a source of shame or stigma, as
was the case in one study where food-insecure mothers feared
asking for help due to the shame they felt for not being able
provide food to their family [59]. This fear of revealing a
perceived weakness may apply both to close members of
one’s networks, such as other family members, or those who
are less close, such as neighbors. The worry about stigma
coming from one’s network can also hinder participation in
other poverty alleviation type interventions as well [60]. It is
plausible that the impact of both positive and negative aspects
of social networks, e.g., support vs. shame, might be stronger
in cultures that are more community vs. individual focused,
although this hypothesis remains to be tested.
Much remains unknown about other aspects of social networks, such as men’s networks, more extended non-kin-based
networks, or how technology facilitates social network contacts. For example, cellular phone usage has been found to be
associated with higher stress in HIC, but a recent study in
Uganda found that cell phone ownership and usage was associated with better mental health, especially among those
whose families did not live nearby [61]. In locations with high
migrant, or displaced, populations, the improved social connectivity from internet or cellular technology may be especially protective. Such differences in the structure of social networks, how they are activated, and the supports they provide
are likely to continue to emerge with continued study.
Conclusions and Going Forward
This targeted review reveals that much remains unknown
about how social determinants shape the risk of mental illhealth in LMIC. The examples of SES, income inequality,
gender, and social networks/supports suggest that, while some
knowledge from HIC does translate to LMIC, a considerable
body of evidence does not. Importantly, it is not always clear
a priori which lessons transfer well and which ones need
significant revisions. These same challenges apply to social
factors such as race/ethnicity, neighborhood effects, or social capital that were not discussed in this review but are also
areas of active research (e.g., [62–64]). The intersection of
global mental health and social epidemiology offers an
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exciting opportunity to address these challenges and advance the knowledge base of social determinants of mental
health in LMIC.
Cross-disciplinary collaborations are key in this effort and
the fields of economics and anthropology will continue to play
a significant role in GMH. For example, development economists are increasingly aware of the importance of mental
health in poverty alleviation efforts: mental health problems,
such as depression or anxiety symptoms, impact decision
making and risk taking, which may in turn, affect how individuals respond to economic changes [65, 66]. A recent call
for the use of Amartya Sen’s Capabilities Approach to help
inform how the global mental health agenda links with the
economic development agenda is very promising [28, 67,
68]. The Capabilities Approach emphasis on upstream, structural factors that may limit individuals’ ability to function and
achieve their goals is a useful theoretical framework to help
guide social epidemiological research in this area.
Anthropological work complements an economic or epidemiologic approach and helps us understand why there might be
differences in how social factors impact health outcomes between different populations (e.g., [69]).
There is an urgent need for high quality, rigorous research
with strong causal inference. Assessing the mental health impacts of poverty alleviation interventions is one area where the
epidemiological, economical, and anthropological lenses can
each offer unique insights. These interventions enable researchers to potentially estimate the magnitude of impact on
mental health of a very specific social factor (financial benefit
of a given amount). A related question is to what extent do
existing levels of mental health impact the efficacy of the
intervention [10]. Such interventions offer a wealth of very
useful data but may have somewhat limited generalizability
because of the specifics of the program. Knowledge gained
from these experiments can be complemented by natural experiments, such as regional changes in legal age of marriage
laws or a significant increase in public school teacher pay,
which are sometimes more common in LMIC than in HIC.
Finally, measures of mental health are increasingly being included in large demographic household surveys, often together with detailed information on many key social and economic
constructs. In sum, the intersection of global mental health and
social epidemiology is an exciting area of research, one with
significant potential to make a positive impact on the health of
the world’s most disadvantaged populations.

171
Open Access This article is distributed under the terms of the Creative
Commons Attribution 4.0 International License (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References
Papers of particular interest, published recently, have been
highlighted as:
• Of importance
1.

2.

3.•

4.

5.

6.

7.
8.
9.

10.

11.

12.
Compliance with Ethical Standards
13.
Conflict of Interest Joanna Maselko declares no potential conflict of
interest.
14.
Human and Animal Rights and Informed Consent This article does
not contain any studies with human or animal subjects performed by any
of the authors.

CMAJ. Western medical journals and the 10/90 problem. CMAJ.
Canadian Medical Association journal = journal de l'Association
medicale canadienne. 2004;170(1):5. 7
Saxena S, Paraje G, Sharan P, Karam G, Sadana R. The 10/90
divide in mental health research: trends over a 10-year period. Br
J Psychiatry. 2006;188:81–2. doi:10.1192/bjp.bp.105.011221.
Burns JK. Poverty, inequality and a political economy of mental
health. Epidemiol Psychiatr Sci. 2015;24(2):107–13. doi:10.1017/
s2045796015000086. This paper is a good summary of the
theoretical and methodological issues facing the study of
poverty, inequality and mental health in LMIC.
Kohrt BA, Mendenhall E. Social and structural origins of mental
health in global context. In: Kohrt BA, Mendenhall E, editors.
Global mental health: anthropological perspectives. New York,
NY: Routledge; 2015. p. 51–6.
Patel V, Lund C, Hatherill S, Plagerson S, Corrigall J, Funk M, et al.
Mental disorders: equity and social determinants. Equity, social
determinants and public health Programmes. Geneva: World
Health Organization; 2010.
Bantjes J, Iemmi V, Coast E, Channer K, Leone T, McDaid D, et al.
Poverty and suicide research in low- and middle-income countries:
systematic mapping of literature published in English and a proposed research agenda. Glob Ment Health. 2016;3:18. doi:10.1017/
gmh.2016.27.
World Bank. GINI Index. World Bank. 2017. http://data.
worldbank.org/indicator/SI.POV.GINI. Accessed 1/15/2017
UNESCO. UNESCO UIS Stat. 2017. http://data.uis.unesco.org/
Index.aspx?queryid=242. Accessed 2/15/2017
Patel V, Prince M. Global mental health: a new global health field
comes of age. JAMA. 2010;303(19):1976–7. doi:10.1001/jama.
2010.616.
Collins PY, Insel TR, Chockalingam A, Daar A, Maddox YT.
Grand challenges in global mental health: integration in research,
policy, and practice. PLoS Med. 2013;10(4) doi:10.1371/journal.
pmed. This is a call to action for global mental health research
and engagement.
Patel V, Chowdhary N, Rahman A, Verdeli H. Improving access to
psychological treatments: lessons from developing countries.
Behav Res Ther. 2011;49(9):523–8.
Ordonez AE, Collins PY. Advancing research to action in global
child mental health. Child Adolesc Psychiatr N Am. 2015;24(4):
679–97. doi:10.1016/j.chc.2015.06.002.
Iemmi V, Bantjes J, Coast E, Channer K, Leone T, McDaid D, et al.
Suicide and poverty in low-income and middle-income countries: a
systematic review. Lancet Psychiatry. 2016;3(8):774–83.
Cheng HG, Shidhaye R, Charlson F, Deng F, Lyngdoh T, Chen SG,
et al. Social correlates of mental, neurological, and substance use
disorders in China and India: a review. Lancet Psychiatry.
2016;3(9):882–99. doi:10.1016/s2215-0366(16)30166-3.

172
15.

DeVylder JE, Koyanagi A, Unick J, Oh H, Nam B, Stickley A.
Stress sensitivity and psychotic experiences in 39 low- and
middle-income countries. Schizophr Bull. 2016;42(6):1353–62.
doi:10.1093/schbul/sbw044.
16. Vigo D, Thornicroft G, Atun R. Estimating the true global burden of
mental illness. The Lancet Psychiatry. 2016;3(2):171–8. doi:10.
1016/S2215-0366(15)00505-2.
17. Lund C, De Silva M, Plagerson S, Cooper S, Chisholm D, Das J,
et al. Poverty and mental disorders: breaking the cycle in lowincome and middle-income countries. Lancet. 2011;378(9801):
1502–14. doi:10.1016/s0140-6736(11)60754-x.
18. Patel V. Why mental health matters to global health. Transcult
Psychiatry. 2014;51(6):777–89. doi:10.1177/1363461514524473.
This paper summarizes some of the current tensions within
the field of global mental health, including those surrounding
HIC researchers who work in LMIC settings.
19. Kleinman A. Anthropology and psychiatry. The role of culture in
cross-cultural research on illness. Br J Psychiatry. 1987;151:447–
54.
20. Jilek WG. Emil Kraepelin and comparative sociocultural psychiatry. Eur Arch Psychiatry Clin Neurosci. 1995;245(4–5):231–8.
21. Davies T, Schneider M, Nyatsanza M, Lund C. “The sun has set
even though it is morning”: experiences and explanations of perinatal depression in an urban township, Cape own. Transcult
Psychiatry. 2016;53(3):286–312. doi:10.1177/1363461516632389.
22. Kleinman A, Das V, Lock MM. Social suffering. Berkeley: Univ of
California Press; 1997.
23. Kirmayer LJ, Pedersen D. Toward a new architecture for global
mental health. Transcult Psychiatry. 2014;51(6):759–76. doi:10.
1177/1363461514557202.
24. Lund C, Breen A, Flisher AJ, Kakuma R, Corrigall J, Joska JA,
et al. Poverty and common mental disorders in low and middle
income countries: a systematic review. Soc Sci Med. 2010;71(3):
517–28.
25. Das J, Do QT, Friedman J, McKenzie D. Mental health patterns and
consequences: results from survey data in five developing countries. World Bank Econ Rev. 2009;23(1):31–55. doi:10.1093/
wber/lhn010.
26. Lund C. Poverty and mental health: a review of practice and policies. Neuropsychiatry. 2012;2(3):213–9.
27.• Cooper S, Lund C, Kakuma R. The measurement of poverty in
psychiatric epidemiology in LMICs: critical review and recommendations. Soc Psychiatry Psychiatr Epidemiol. 2012;47(9):1499–
516. doi:10.1007/s00127-011-0457-6. This paper is a very
thoughtful review and set of recommendations to improve
research quality on poverty/ses and mental health.
28. Sen A. Development as freedom. New York: Random House; 1999.
29. Mill JS. Principles of political economy, with some of their applications to social philosophy. London: Longman, Green, Longman,
Roberts & Green; 1865.
30. Banerjee A, Duflo E. Poor economics: a radical rethinking of the
way to fight global poverty. New York: PublicAffairs; 2011.
31. Araya R, Lewis G, Rojas G, Fritsch R. Education and income:
which is more important for mental health? J Epidemiol
Community Health. 2003;57(7):501–5.
32. Whitley R. Global mental health: concepts, conflicts and controversies. Epidemiol Psychiatr Sci. 2015;24(4):285–91. doi:10.1017/
s2045796015000451.
33. Freeman M. Global mental health in low and middle income, especially African countries. Epidemiol Psychiatr Sci. 2016;25(6):503–
5. doi:10.1017/s2045796016000482.
34. Bass J, Murray S, Cole G, Bolton P, Poulton C, Robinette K, et al.
Economic, social and mental health impacts of an economic intervention for female sexual violence survivors in eastern Democratic
Republic of Congo. Glob Ment Health. 2016;3 doi:10.1017/gmh.
2016.13.

Curr Epidemiol Rep (2017) 4:166–173
35.

Green EP, Blattman C, Jamison J, Annan J. Does poverty alleviation decrease depression symptoms in post-conflict settings? A
cluster-randomized trial of microenterprise assistance in Northern
Uganda Glob Ment Health. 2016;3:9. doi:10.1017/gmh.2015.28.
36. Fernald LC, Hamad R, Karlan D, Ozer EJ, Zinman J. Small individual loans and mental health: a randomized controlled trial among
South African adults. BMC Public Health. 2008;8:409. doi:10.
1186/1471-2458-8-409.
37. Fiszbein A, Schady N. Conditional cash transfers: reducing present
and future poverty. Washington DC: The World Bank; 2009.
38.• Ozer EJ, Fernald LCH, Weber A, Flynn EP, VanderWeele TJ. Does
alleviating poverty affect mothers’ depressive symptoms? A quasiexperimental investigation of Mexico's Oportunidades programme.
Int J Epidemiol. 2011;40(6):1565–76. doi:10.1093/ije/dyr103. This
paper is an excellent, methodologically rigorous, example of a
mental health evaluation of a poverty alleviation program.
39. White M, Adams J, Heywood P. How and why do interventions that
increase health overall widen inequalities within populations? In:
Babones S, editor. Social inequality and public health. Bristol:
Policy Press; 2009. p. 64–81.
40. Burmaster KB, Landefeld JC, Rehkopf DH, Lahiff M, SokalGutierrez K, Adler-Milstein S, et al. Impact of a private sector living
wage intervention on depressive symptoms among apparel workers
in the Dominican Republic: a quasi-experimental study. BMJ
Open. 2015;5(8):7. doi:10.1136/bmjopen-2014-007336.
41. Adjaye-Gbewonyo K, Avendano M, Subramanian SV, Kawachi I.
Income inequality and depressive symptoms in South Africa: a
longitudinal analysis of the National Income Dynamics Study.
Health Place. 2016;42:37–46. doi:10.1016/j.healthplace.2016.08.
013.
42. Fernandez-Nino JA, Manrique-Espinoza BS, Bojorquez-Chapela I,
Salinas-Rodriguez A. Income inequality, socioeconomic deprivation and depressive symptoms among older adults in Mexico.
PLoS One. 2014;9(9):e108127. doi:10.1371/journal.pone.
0108127.
43. Chiavegatto Filho AD, Kawachi I, Wang YP, Viana MC, Andrade
LH. Does income inequality get under the skin? A multilevel analysis of depression, anxiety and mental disorders in Sao Paulo.
Brazil J Epidemiol Community Health. 2013;67(11):966–72. doi:
10.1136/jech-2013-202626.
44. Rai D, Zitko P, Jones K, Lynch J, Araya R. Country- and individuallevel socioeconomic determinants of depression: multilevel crossnational comparison. Br J Psychiatry. 2013;202(3):195–203. doi:
10.1192/bjp.bp.112.112482.
45. Cifuentes M, Sembajwe G, Tak S, Gore R, Kriebel D, Punnett L.
The association of major depressive episodes with income inequality and the human development index. Soc Sci Med. 2008;67(4):
529–39. doi:10.1016/j.socscimed.2008.04.003.
46. Das J, Das RK, Das V. The mental health gender-gap in urban India:
patterns and narratives. Soc Sci Med. 2012;75(9):1660–72. doi:10.
1016/j.socscimed.2012.06.018.
47. Prince M, Patel V, Saxena S, Maj M, Maselko J, Phillips MR, et al.
Global mental health 1—no health without mental health. Lancet.
2007;370(9590):859–77.
48. Rahman A, Ahmed M, Sikander S, Malik A, Tomenson B, Creed F.
Young, single and not depressed: prevalence of depressive disorder
among young women in rural Pakistan. J Affect Disord.
2009;117(1–2):42–7. doi:10.1016/j.jad.2008.12.008.
49. Patel V, Ramasundarahettige C, Vijayakumar L, Thakur JS,
Gajalakshmi V, Gururaj G, et al. Suicide mortality in India: a nationally representative survey. Lancet. 2012;379(9834):2343–51.
50. Maselko J, Bates L, Bhalotra S, Gallis J, O'Donnell K, Sikander S
et al. Socioeconomic status and prenatal depression in Pakistan.
(under review)
51. Mendenhall E. Kohrt BA. Global Mental Health: Routledge; 2015.

Curr Epidemiol Rep (2017) 4:166–173
52.

Mahapatro M, Gupta R, Gupta V, Kundu A. Domestic violence
during pregnancy in India. Journal of Interpersonal Violence.
2011;26(15):2973–90.
53. Jones EC, Gupta SN, Murphy AD, Norris FH. Inequality, socioeconomic status, and social support in post-disaster mental health in
Mexico. Hum Organ. 2011;70(1):33–43.
54. Suttajit S, Punpuing S, Jirapramukpitak T, Tangchonlatip K,
Darawuttimaprakorn N, Stewart R, et al. Impairment, disability,
social support and depression among older parents in rural
Thailand. Psychol Med. 2010;40(10):1711–21. doi:10.1017/
s003329170999208x.
55. Tsai AC, Tomlinson M, Comulada WS, Rotheram-Borus MJ. Food
insufficiency, depression, and the modifying role of social support:
evidence from a population-based, prospective cohort of pregnant
women in peri-urban South Africa. Soc Sci Med. 2016;151:69–77.
doi:10.1016/j.socscimed.2015.12.042.
56. Maselko J, Sikander S, Bangash O, Bhalotra S, Franz L, Ganga N,
et al. Child mental health and maternal depression history in
Pakistan. Soc Psychiatry Psychiatr Epidemiol. 2016;51(1):49–62.
doi:10.1007/s00127-015-1143-x.
57. Maselko J, Sikander S, Bhalotra S, Bangash O, Ganga N,
Mukherjee S, et al. Effect of an early perinatal depression intervention on long-term child development outcomes: follow-up of the
thinking healthy Programme randomised controlled trial. Lancet
Psychiatry. 2015;2(7):609–17. doi:10.1016/s2215-0366(15)
00109-1.
58. Rahman A, Iqbal Z, Harrington R. Life events, social support and
depression in childbirth: perspectives from a rural community in the
developing world. Psychol Med. 2003;33(7):1161–7. doi:10.1017/
s0033291703008286.
59. Piperata BA, Schmeer KK, Rodrigues AH, Salazar Torres VM.
Food insecurity and maternal mental health in Leon, Nicaragua:
potential limitations on the moderating role of social support. Soc
Sci Med. 2016;171:9–17. doi:10.1016/j.socscimed.2016.10.029.

173
60.

61.

62.

63.

64.

65.
66.

67.

68.

69.

Plagerson S, Patel V, Harpham T, Kielmann K, Mathee A. Does
money matter for mental health? Evidence from the child support
grants in Johannesburg, South Africa. Global public health.
2011;6(7):760–76. doi:10.1080/17441692.2010.516267.
Pearson AL, Mack E, Namanya J. Mobile phones and mental wellbeing: initial evidence suggesting the importance of staying connected to family in rural. Remote Communities in Uganda Plos
One. 2017;12(1):11. doi:10.1371/journal.pone.0169819.
Barnhardt S, Field E, Pande R. Moving to Opportunity? Network
Effects of a Randomized Housing Lottery in Urban India. NBER
Working Paper No. 21419: NBER; 2014
Ehsan AM, De Silva MJ. Social capital and common mental disorder: a systematic review. J Epidemiol Community Health.
2015;69(10):1021–8. doi:10.1136/jech-2015-205868.
Das-Munshi J, Lund C, Mathews C, Clark C, Rothon C, Stansfeld
S. Mental health inequalities in adolescents growing up in postapartheid South Africa: cross-sectional survey. SHaW Study Plos
One. 2016;11(5):16. doi:10.1371/journal.pone.0154478.
de Quidt J, Haushofer J. Depression for economists. In: research
NBoE. Cambridge, MA: NBER Working Paper; 2016.
Banerjee A, Duflo E, Goldberg N, Karlan D, Osei R, Pariente W,
et al. Development economics. A multifaceted program causes lasting progress for the very poor: evidence from six countries. Science.
2015;348(6236):1260799. doi:10.1126/science.1260799.
White RG, Imperiale MG, Perera E. The Capabilities approach:
fostering contexts for enhancing mental health and wellbeing across
the globe. Glob Health. 2016;12:10. doi:10.1186/s12992-0160150-3.
Plagerson S. Integrating mental health and social development in
theory and practice. Health Policy Plan. 2015;30(2):163–70. doi:
10.1093/heapol/czt107.
Kohrt BA, Yang M, Rai S, Bhardwaj A, Tol WA, Jordans MJD.
Recruitment of child soldiers in Nepal: mental health status and risk
factors for voluntary participation of youth in armed groups. Peace
Confl. 2016;22(3):208–16. doi:10.1037/pac0000170.

