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FIVE KEY POINTS IN PMH

• Mental disorders: high prevalence and burden.
• Mental disorders:  develop through interaction of 

biological, psychological and social factors. 
• Mental and physical health are inextricably linked. 
• Mental health promotion and prevention of disorder show 

promise but are areas for further growth and development.
• Mental health systems development have the potential to 

positively and substantially change the lives of people with 
mental disorder. 



The Burden Argument: Contribution to 
Disability and Mortality: 

Numbers of People Affected (Global, 2002)

• More than 600 million people with mental disorders
– 404 million  depression
– 26 million  schizophrenia
– 24 million Alzheimer and other dementias
– 125 million alcohol use disorders
– 2.4 million drug use disorders
– 272 million childhood behavioural disorders
– Nearly 1 million commit suicide every year
– 40 million  epilepsy



The Burden of Mental Disorders 
• Depression
Depression affects about 121 million people worldwide. By the year 2020, depression is
projected to reach 2nd place of the ranking of DALYs. 
• Anxiety
The estimated lifetime prevalence of any anxiety disorder is over 15%. 
• Alcohol
Up to 8.5% of global mortality in developed countries and low mortality developing
countries
• Suicide 
Suicide is among the top 20 leading causes of death globally for all ages. Every year, nearly
one million people die from suicide. It is among the three  main  causes of death among
European and  Chinese 18 34 old.
• Schizophrenia
Schizophrenia affects about 24 million people wordwide . Worldwide prevalence estimates
range  between 0.5% and 1%. 
• Bipolar Disorders
The  USA National Comorbidity Study reported a lifetime prevalence of nearly 4%. 



Contribution to Disability and 
Mortality (2005)

• 31.7% of all years lived with disability are 
attributable to neuropsychiatric disorders

• Five major contributors: 
Unipolar Depression, Alcohol, Schizophrenia, 
Bipolar Disorders, Alzheimer

• 2 million deaths every year



1 Unipolar depressive disorders 11.8%
2 Hearing loss, adult onset 4.6%
3 Refractory errors 4.6%
4 Alcohol use disorders 3.3%
5 Cataracts 3.0%
6 Schizophrenia 2.8%
7 Osteoarthritis 2.6%
8 Bipolar affective disorder 2.4%
9 Iron-deficiency anaemia 2.2%

10 Birth asphyxia and birth trauma 2.2%

Both sexes, all ages
(YLDs)



DIFFERENCES BETWEEN 
LOW AND HIGH INCOME  

COUNTRIES?

1. ALZHEIMER AND OTHER DEMENTIAS ARE NOT
AMONG THE TOP TEN LEADING CAUSES OF 

DISABILITY IN LOW INCOME COUNTRIES DUE TO 
DEMOGRAPHIC REASONS WHILE THEY ARE IN 

HIGH INCOME COUNTRIES
2. IN VERY POOR COUNTRIES ILLICIT DRUGS MAY 

BE NOT ECONOMICALLY AFFORDABLE WHILE 
THEY ARE IN HIGH INCOME COUNTRIES



Percentage  of  total  global  mortality  attributable  
to  psychoactive  substances
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SUICIDE

An  estimated  804  000  suicide  deaths  
occurred  worldwide  in  2012,  
representing  an  annual  global  age-
standardized  suicide  rate  of  11.4  per  
100  000  population  (15.0  for  males  
and  8.0  for  females).  



SUICIDE

suicide  rates  are  highest  in  persons  
aged  70  years  or  over  
for  both  men  and  women  in  almost  all  
regions  of  the  world.  In  some  countries,  
suicide  rates  are  highest  among  the  
young,  and  globally  suicide  is  the  
second  leading  cause  of  death  in  
15−29-year-olds.  



Mental/Physical

Mental Health is relevant to PH not only
because  mental disorders are common
but also because  body and mind are linked 

and 
course and outcome of physical illnesses
are influenced by mental health status



Comorbidity within mental health

Comorbidity of mental disorders with general physical
disorders

Co-occurrence of mental disorders and social problems

Multi-morbidities
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up to 46%Tuberculosis

up to 29%Hypertension 

up to 30%Epilepsy
up to 31%Stroke

up to 33%Cancer
up to 44%HIV/AIDS

up to 27%Diabetes 

up to 22%

up to 10%General 
Population

Myocardial Infarction

PREVALENCE



CHRONIC ILLNESS  + COMORBID DEPRESSION 

ADHERENCE 

MORTALITY DISABILITY 

QUALITY OF LIFE

Bertolote JM, Tarsitani L, de Paula Ramos FL. Átopos 2004;1:56-60

COSTS 



Mental Disorders increase 
Mortality

• There is a range of contributing factors that may be responsible 
for this excess mortality (10-15 years earlier), and while we do 
not know how much these various factors contribute to the 
overall excess mortality, inequalities in healthcare access and 
delivery have been repeatedly documented and are likely to be a 
contributing cause. 

• These inequalities can be attributed to a combination of factors 
including systemic issues, such as the common separation of 
mental health services from other medical services, 
healthcare provider issues including the pervasive stigma 
associated with mental illness, and consequences of mental 
illness and side effects of its treatment.



Mental Disorders and Mortality
An analysis of 203 research articles from around the world shows 
that approximately eight million deaths annually are attributable 
to mental illness. The results of this study are published in the 
Feb. 11 online JAMA Psychiatry. "Our findings show that 
individuals with mental health disorders have a risk of mortality 
that is two times higher than the general population. This 
translates to about 10 years of life lost for people with mental 
disorders." The comprehensive meta–analysis covered mental 
disorders overall, as well as specific diagnoses such as 
schizophrenia, mood disorders, depression, bipolar disorder and 
anxiety disorders, and included studies both of people who were 
hospitalized and those treated in the community. The authors 
describe a mortality gap between people with mental disorders 
and the general population that has been increasing since before 
1970.



Risk Reciprocity

• Social Inequalities  are risk factors for 
Mental Disorders 

and 

• Mental  Disorders are risk factors for 
Social Inequalities



Psycho-Social Vulnerability 
leading to Mental Disorders

• Exposure to violence/abuse 
• Low income and poverty 
• Low education and failure at school
• Unemployment 
• Work stress
• Poor access to basic services 
• Injustice and discrimination 
• Gender inequalities 
• Exposure to war or disaster 
• Chronic physical illness



Mental Disorders leading to 
Psycho-Social Vulnerability

• Person with a mental disorder have their own 
set of vulnerabilities and risks, including an 
increased likelihood of experiencing disability 
and premature mortality, stigma and 
discrimination, social exclusion and 
impoverishment . 

• The direct and indirect costs of mental ill-
health worsen the economic condition, setting 
up a vicious cycle of poverty and mental 
disorder. 



Social causation vs Health 
selection

• Poverty and debt Schizophrenia
• Soc. vulnerability    V Soc.vulnerability
• Depression Unemployment
• Suicide Poverty



MENTAL HEALTH IN EMERGENCIES



Public Mental Health (PMH): 
a definition

• Promoting positive mental health is an important 
goal for achieving healthy populations

• Improving physical health through mental and 
behavioural interventions

• Preventing “some” Mental Disorders (primary 
prevention)

• Providing cost-effective and human rights driven 
mental health care (secondary prevention and 
rehabilitation)
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INEQUITY: Number of psychiatrists per 100,000 
population



INEFFICIENCY
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INSUFFICIENCY:	  Burden/budget	  gap:	  too	  large	  !





Mental health budget or expenditure in Europe as a 
proportion of the total health budget or expenditure



(WHO World Mental Health Consortium, JAMA, June 2nd 2004)
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The treatment gap



Service  Organization:  
Optimal  Mix  of  Services
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Barrier 1: Mental health resources 
centralized in and near big cities and in 

large institutions

• Need for extra funding to shift to community-
based services

• Resistance by mental health professionals and 
workers, whose interests are served by large 
hospitals 



INEFFICIENCY: Psychiatric beds in each WHO Region and the world
(ATLAS Data, per 10,000 population)



Total mental health beds in Europe per 100 000 population 



Barrier 2: Difficulties in integrating mental 
health care in primary health care services

• Primary care workers already overburdened 
• Lack of supervision and specialist support after 

training, 
• Lack of continuous supply of psychotropics in 

primary care in many countries



Learning core competencies for PHC

• Assessment and diagnosis: simplified but reliable
GHQ, ICD 10phc, AUDIT, ASSIST, mhGAP

• Listening and Support (key principles)

• Treatment  (simplified but evidence based)

• Referral (to whom? A responsible  specialist service)

• Community Intervention (community alliances)



Barrier 3: Lack of investment in secondary 
care: the missing number

• 3
• ?
• 1



Mental disorders often determine long 
term disabilities

Mental disabilities are long term  conditions
and therefore require 

community long-term care 



Barrier 4: Mental health leadership often 
lacks public health skills and experience 

• Those who rise to leadership positions often 
only trained in clinical management 

• Public health training does not include mental 
health



Barrier 5: Political will (& thus funding) 
for mental health is low, because of

• Inconsistent and unclear advocacy by MH 
advocates

• People with disorders not organized in a powerful 
lobby in many countries

• Incorrect belief that care is cost-ineffective



Shifting Paradigms
• From Exclusion to Inclusion (Focus on Rights and 

Users’ Inclusion)

• From bio medical to psychosocial approach (Focus 
on the Social dimension of care) 

• From Bed in Hospitals  to Opportunities in Life 
(Focus on Recovery)

• From Short Term Treatments  to Long Term Care 
(Focus on Rehabilitation)


