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Global mental health has been defined as an area of study,
research, training, and practice that places a priority on im-
proving and achieving equity in mental health for all people
worldwide [1, 2]. Global mental health has come to the fore-
front of discussions and deliberations among policy thinkers
and educators during the last decade. It has become obvious
that mental health, or rather mental illnesses and related dis-
abilities, is a global issue. It is also clear that mental health
cannot be disentangled from overall health. Prince and col-
leagues [3], in their aptly titled article “No Health Without
Mental Health,” pointed out that about 14 % of the global
burden of disease has been attributed to neuropsychiatric dis-
orders. They also warned, however, that the burden of mental
disorders is likely to be underestimated because of the limited
appreciation of the connectedness between mental illness and
other diseases. As they wrote, mental disorders increase the
risk of communicable and noncommunicable diseases and
injuries and many other medical illnesses increase the risk of
mental disorders.

Patel and Prince [2] pointed out the disparity in resources
among countries around the world—they report that low- and
middle-income countries are home to more than 80 % of the

global population but command less than 20 % of the share of
the mental health resources. The more concrete and detailed
numbers are even more staggering. In 2007, Saxena and col-
leagues [4] noted serious shortages of psychiatrists in some
countries. For example, Chad, Eritrea, and Liberia had one
psychiatrist each (respective populations 9, 4.2, and 3.5 mil-
lion), and Afghanistan, Rwanda, and Togo had just two psy-
chiatrists each (populations 25, 8.5, and 5 million). Low-
income countries had a median of 0.05 psychiatrists and
0.16 psychiatric nurses per 100,000 population. High-
income countries had a ratio of psychiatric health care workers
to population about 200 times higher [4]. The disparity is not
only in the mental health workforce but also in the personal
financial resources available for health care and in systemic
financing of mental health care and treatment of mental
illnesses.

Almost a decade ago, Horton [5] wrote that although the
World Health Organization (WHO) has continued to publish
reports on mental health, “somehow the agency, through its
leadership and partnerships, has been unable to convert fine
words into tangible actions at country level. Partly this is be-
cause WHO has not backed its words with resources. And
partly it is because WHO’s leadership has failed to build a
sustainable mechanism across global and country institutions
to hold itself and others accountable for its recommendations.
This paralysis is surprising. Many low-income countries and
civil society groups are crying out for help” ([5], p. 806).
Horton pointed out that other organizations (e.g., The World
Bank) have also done very little in relation to the level of
influence they could have in changing awareness and re-
sources to promote mental health throughout the world.

This disturbing situation has not changed substantially over
the last decade. However, academic departments of psychiatry
have been an exception to this pattern of relative neglect and
inaction in relation to global mental health needs. Multiple
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initiatives and programs fostering education, training, and re-
search have been developed around the world, as documented
in this issue of Academic Psychiatry.

Opportunities

Patel [6] pointed out that global mental health initiatives pro-
vide numerous opportunities. They have the potential to con-
tribute to “discovery science”: “Given the complex nature of
mental disorders, where multiple social, genetic, biological
and environmental determinants interact to lead to psychopa-
thology, it is plausible that studying these disorders, using
similar protocols in diverse global populations, may yield
new insights into aetiology of mental disorders. This is no
small opportunity for decades of research focused on a small
fraction of humanity has yet to yield any findings which have
led to a transformational advance in our understanding of the
nature of mental disorders. A similar promise could be applied
to the area of therapeutics” ([6], p. 2). Patel [6] also suggests
several areas where the general and research initiatives of glob-
al mental health provide enormous opportunities to generate
knowledge with global application: epidemiological research
that seeks to better characterize the nature of mental disorders,
possibly in various cultural contexts; promotion of novel in-
terventions, namely, psychosocial ones (e.g., mindfulness-
based therapy, with its origins in Buddhism and Hinduism)
and herbal and physical remedies used in traditional medicines
(e.g., Chinese medicine, Ayurveda); and investigation of the
co-existence of mental and other medical disorders.

We have already appreciated some important inroads that
psychiatry has made to advancements in global mental health
research. For example, Becker and colleagues [7, 8] have
studied the impact of media on body image in adolescent
females in Fiji longitudinally and, more recently, studied
means of identifying adolescents at psychiatric risk in a
school-based screening. Borba and colleagues [9] have stud-
ied the origins and presentation of posttraumatic stress disor-
der in Liberian youth as an outcome of years of war. Loar et al.
[10] studied the risks and protective factors facing children in
displacement during the Gulf War. Projects such as these not
only shed insight into global mental health but also provide
opportunities for psychiatry residents and psychology trainees
to develop qualitative and quantitative research skills, as well
as skills to diagnose and treat psychiatric disorders in a wide
range of cultural groups. They provide trainees with tools
needed to address mental health disparities that clearly exist
even in high-income countries.

Beyond the opportunities for psychiatric global research
and intervention, academic institutions also offer opportunities
for residents and junior faculty to work within multidisciplin-
ary teams around the world and help to develop new and sus-
tainable programs in low- and middle-income countries. Not

only are residents working with teams remotely, but they have
an opportunity to train local health care professionals to assess
and treat psychiatric disorders. One example of this mission is
the Toronto Addis Ababa Psychiatry Project [11], which cre-
ated a remarkable longitudinal partnership between an
Ethiopian psychiatry residency training program and the
University of Toronto faculty and residents. Another example
is the Partners in Health intervention in Haiti following the
2010 earthquake [12]. In this intervention, a psychiatric resi-
dent became a core team member with the explicit mission to
educate local physicians in the manifestations of psychiatric
disorders. One of the oldest collaborative programs was started
by theUniversity of Hawaii during the 1970s to introduce child
and adolescent psychiatry to Indonesia [13]. The program was
renewed and modernized (e.g., by using videoconferencing) in
2009. Such missions are extraordinary experiences for resi-
dents and assist to offset the terrible shortage of mental health
professionals by informing non-psychiatric professionals
about the signs, symptoms, and treatment of mental illness.

Challenges

Collins and colleagues [14] identified 25 grand challenges in
global mental health and grouped them into six goals: to “iden-
tify root causes, risk and protective factors; advance prevention
and implementation of early interventions; improve treatments
and expand access to care; raise awareness of the global bur-
den; build human resource capacity; and transform health-
system and policy responses.” Psychiatric educators could play
roles in all these areas, especially in building human resource
capacity and raising awareness of global burden. Examples of
specific challenges in building human resources include in-
creasing capacity in low- andmiddle-income countries through
partnerships with organizations in high-income countries to
create regional centers for mental health research, education,
training, and practice that incorporates the views and needs of
local people; developing sustainable models and programs to
train and increase the number of culturally and ethnically di-
verse lay and specialist providers to deliver evidence-based
services; and strengthening the mental health component in
educating and training all health care personnel [15].

These challenges may be even more acute today, given the
ongoing crisis of refugees fleeing from civil wars, human
rights atrocities including human trafficking, and economic
hardship worldwide [16, 17]. Human labor and sex traffick-
ing, for example, is a major global health problem [17] about
which little has been done in the way of development of for-
mal educational curricula [18]. Refugee populations suffer
from a profound increased risk of mental illness due to at least
two distinct types of stress [19, 20]. First, many have suffered
significant traumatic exposures. A partial list would include
threat of death during combat or collateral destruction, sexual
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assault during war or during later flight, witnessing death and
horrific injuries, threat or experience of torture, and homeless-
ness. Second, refugee communities suffer from acculturative
stress, including the pressures to assimilate, separation from
family, discrimination in their host countries, and intergener-
ational conflicts. Some academic psychiatry departments have
risen to this challenge with innovative clinics and programs
that focus on refugee mental health and offer valuable training
opportunities [21, 22].

Another major challenge is the view that the global mental
health initiatives are a “neocolonial project to globalize west-
ern psychiatry” [23]. Given the significant history of Western
colonialism well into the 20th century and the numerous vio-
lent political reactions it engendered, this is a perspective that
must be responded to—respectfully and proactively. The
limits of evidence derived from studies in high-income coun-
tries when applied to low- and middle-income countries must
also be recognized. For example, evidence on preventing vi-
olence against women and girls is highly skewed toward that
from high-income countries [24]. Having an understanding of
local culture and language skills, therefore, should be part of
any high-income country’s initiative for global mental health
in low- and middle-income countries, and every effort should
be made to partner with local health care systems and pro-
viders in studying mental illness and mutually developing
interventions that will fit with the local ecology.

Some of these goals and challenges are already being ad-
dressed, as noted earlier. Psychiatric education seems to be
rising to the challenge to help build a better and functional
global mental health. We need to become routinely sensitive
to different cultural perspectives, to unmet global mental
health needs, and to barriers to mental health services in spe-
cific global settings, including stigma and discrimination [24].

What Could Be Done?

The major work in global mental health definitely lies ahead.
The educational, research, and clinical intervention initiatives
that have been created or planned are just first steps in the right
direction. We need to build on these efforts, showing leader-
ship across medicine and society more broadly to foster not
only awareness but action. We need to advocate for
transforming health-system and policy responses, integrating
mental health into primary care in low- and middle-income
countries, decentralizing mental health service, increasing fi-
nancial support, and strengthening public health perspectives
in mental health [3]. In doing this work, however, we must
show humility and authentic regard for our international part-
ners, who often have developed sound local solutions in sup-
port of mental health—and often under the direst circum-
stances. We have much to learn in this process, and we must
remain mindful that our high-cost, specialist-oriented, and

resource-intensive systems of care may not be suited to much
of the world. Indeed, many countries have better health out-
comes for physical disorders that exist in the USA and
Canada; exploring how different countries approach mental
health is an important role for academic psychiatry. As Patel
and Prince [2] wrote, “Knowledge can and must flow in both
directions between high-income countries and low- and
middle-income countries” (p. 1977).

Academic psychiatry has the potential to play a major role
in gathering information about mental health around the world
and in understanding rapidly evolving global mental health
needs. By full understanding of all aspects of global mental
health, we will be able to avoid the risk that global mental
health becomes a solution without a clearly defined problem.
We may help generate new knowledge, and, through methods
of implementation science and novel technology, wemay help
drive change through academic-community partnerships [25].
We are positioned to help in truly transforming global mental
health. More than 100 years ago, Florence Nightingale said, “I
think one’s feelings waste themselves in words; they ought all
to be distilled into actions which bring results.” In light of the
gravity of disability and premature death associated with men-
tal disorders throughout the world, we could not agree more.
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