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1. Poverty and mental health
in LMIC: What do we know?
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Poverty and mental health in LMIC:
Increasing international
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roveriy anda Lommaon
Mental Disorders in Low
i and Middle-Income
Countries

Is there an association . _
between Common Mental 76 Community-based studies

Disorders and poverty?

e Most studies showed statistically 80,
significant association®* between
diverse measures of poverty and 60
CMD

B Bivariate
B Multivariate

e Poverty strongly associated with 40
higher rates of CMD across age

ranges in rural and urban areas 20

e Poverty associated with:
- Increased prevalence 0-
- Increased severity

- Longer course and worse
outcome Lund et al 2010 Poverty and CMD in LMIC: A

systematic review. Social Science and Medicine
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Posiive ~ Null Negative



udy designs in reviewl
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Case control, 6,
5%

Cohort, 11, 10%

Cross-sectional,
98, 85%

1. Lund et al 2010 Poverty and CMD in LMIC: A systematic review. Social Science
and Medicine 71:517-528.



Cycle of poverty and mental
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. (| Social causation:
e Social exclusion
POVE rty e High stressors M 1 LI
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e Reduced access to social

e Economic capital/safety net Health

deprivation e Malnutrition
e Indebtedness . Of’slte""c ”'st e Higher
e Low education e Violence and trauma prevalence
e Unemployment
e Lack of basic e Poor/lack of care
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e Inadequate e More severe

housing - - course
e Overcrowding Social drift:

Increased health
expenditure
. Loss of employment

Reduced Productivity
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Prevailing view on social
' causation vs social

et galection/drift debate 1.2
e Social causation -> depression

e Social selection/drift -> schizophrenia

e Does this lead to discounting of social

drift/selection in depression (and
social causation in schizophrenia)?

e Can we quantify the relative
contribution of social causation and
drift/selection in the poverty-
depression relationship in LMIC?

1. Dohrenwend et al (1992) Socioeonomic status and psychiatric disorders: The
causation-selection issue. Science 255 (5047): 946-952.

2. Saraceno et al (2005) The public mental health significance of research on socio-
economic factors in schizophrenia and major depression. World Psychiatry 4:3.




SOCIal dritt reconsidered.
Longitudinal analysis of
wmecen — l@pression and poverty in the
national Income Dynamics
Study, South Africal

1. What is the longitudinal |
relationship between depression
and poverty in South Africa?

2. Does the social causation or
social drift pathway best explain
the association between poverty
and depression?

3. What is the role of depression
severity on economic outcomes?

1. Lund C., and Cois, A. (Under review) Simultaneous social causation and social drift:
Longitudinal analysis of depression and poverty in South Africa.



Preliminary findings: Relationship
between household SES and
depression over 4 years
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SES and depression over 4 years
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Preliminary findings: National
Income Dynamics Study, South
e Africa

e Household poverty in each wave is positively
and significantly correlated with depression

score in the following wave

e The reverse is not true, i.e. depression does
not predict household poverty in the
following waves

However:

e Individual poverty in each wave is negatively
and significantly correlated with depression
score in the following wave and the reverse is
true

Conclusion: There is evidence of social
causation and social drift in the poverty-
depression relationship in South Africa
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Emerald

Emerging mental health systems in
low- and middle-income countries

7 EMERALD is funded by the European Commission
sgmmamon  Within the 7th Framework Programme



@& EMERALD - overview
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e 5-year programme: 2012 to 2017

e An international consortium of colleagues
In ten countries:

- EMERALD country sites: Ethiopia (AAU),
India (PHFI), Nepal (TPO Nepal), Nigeria
(Ul), South Africa (UCT & UKZN), Uganda
(BNH)

- Cross-cutting partners: Germany (GABO:
mi), Netherlands (HealthNet TPO), Spain
(UAM), Switzerland (WHO), UK (KCL)

- PI: Prof Graham Thornicroft, KCL

15



EMERALD
partners
and sites

University of KwaZulu Natal (Durban)
ersity of Cape Town

Emerald



EMERALD work package:
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[ WP 06: Dissemination

Id

Dr. Rahul Shidhaye (PHFI) & Prof. Jose Luis Ayuso-Mateos (UAM)
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Work Package 3  ..Li4
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e Baseline Household survey: what is the
household economic impact of having
a family member living with a mental
illness in 6 diverse low and middle-
income countries?
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MNS Disorder Cohorts in baseline

household survey: preliminary findings ! Emerald

100% MNS Disorder. Cohorts (Baseline) Country Name N
90% Ethiopia 937
India 1114
80% Nepal 908
. Nigeria 326
7o South Africa 667
60% Uganda 442
50%
. AUD cohort, SA
n=4 (0.6% of local sample)
30%
20% EPILEPSY cohort, NEPAL
. I n=36 (3.96% of local
o . sample)
Ethiopia India Nepal Nigeria Uganda
Non-case 45% 51% 49% 20% 49% 43% PSYCHOSIS cohort, SA
Psychosis 31% 3% 9% 3% 10% n=21 (3_15% Of IOcaI
Epilepsy 11% 4% 34%
AUD 23% 21% 1% Sample)

B Depression 14% 23% 18% 80% 47% 12% PSYCHOSIS Cohort INDIA
n=31 (2.78% of focal **
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Household Consumption:
Preliminary findings Emez&

Median Household Consumption per Adult Equivalent (USD $)
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Use of Coping Strategies ..

e Defining Cost Minimization Strategies: Restricting
Food, Use of Healthcare or Withdrawing Children from
School to Minimize Household Consumption and
respond to Financial Hardship

e Defining Cost Management Strategies: Use savings,
find extra work, take loans out at a bank, draw up
accounts at shops, ask employers and other social
networks for help to Manage Household Consumption
and respond to Financial Hardship

16-12-21 23



Cost-Minimization Strategy:
Current (preliminary findings) Emereld

% of Households reporting use of at least one Cost-minimization
strategy Currently
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Cost-Minimization Strategy:
Past 3 Years (preliminary
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2. Inequality and Mental
Health



_ Relative Socio-economic
Public Mental Health St at u S

e Increasing income inequality = increasing
noor health wilkinson 1996)

e Higher-grade civil servants have lower rates
of depression than lower grade (whitehall study)

e Residents’ assessment of their own
standard of living compared to neighbours
associated with CMD (Ellaway 2001)

e More unequal countries (Brazil, Chile), show
stronger association between CMD and
poverty than more equal countries (Nigeria,
Ethiopia) (Lund et al 2010)




National income inequality and
e prevalence of mental illness: selected

Public Mental Health
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Figure 1 Relation between income inequdlity and prevalence of mental illness in eight developed
countries.

(Pickett et al J. Epidemiol. Community Health 2006;60;646-647)
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e Risks of ecological fallacy:

- Relationship between exposure and disease
outcome is conducted at a population level, not
individual level

- Confounding factors, operating either within or
between the groups under comparison may not
be accounted for in the study design

e The above trends are for a selected
group of high income countries



’ World Health Survey
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Fig. 3 The prevalence of depression by country-level measures of income inequalities and absolute income.

{8) Country-evel income inequality and prevalence of depression; (b) country-level absolute income and prevalence of depression. GINI, GINI index; GNI, gross national income;
PPP, purchasing power parity.

1. Rai et al (2013) Country and individual level socioeconomic determinants of depression:
multilevel cross-national comparison British Journal of Psychiatry 202: 195-203.
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Fig. 1 Estimated country-level prevalence of depression grouped by economic development of countries (World Bank Criteria).

PDR, People’s Democratic Republic.
@) High-income countries (HIC), (b) Upper-middie-income countries (UMIC); (Q) lower-middie-income countries (LMIQ); (d) low-income countries (LQ.

Rai et al (2013) Country and individual level socioeconomic determinants of depression:
multilevel cross-national comparison British Journal of Psychiatry 202: 195-203.



Table 3 Individual-level socioeconomic correlates of depression: multilevel logistic regression analysis of pooled sample (level 1

individuals n=187=496, level 2 countries n=53)

Crude OR (95% Q) Adjusted OR® (95% CI)

Age, years 102 (1.02-1.02) 101(101-1.02
Female (male reference) 188 (1.81-1.96) 1464 (152-1.72)
Rural area type (urban reference) 107 (1.02-1.11) 095 (090-0.99)
Marital status

Currently married or cohabiting 1.00 (=) 100 (=)

Separated or divorced 186 (1.73-2.00) 164 (152-1.77)

Never married 075 (0.71-0.79) 101 (095-1.08)

Widowed
Education

More than 12 years 1.00 () 100 (=)

8-12 years 122 (1.13-1.32) 109 (101-1.19)

Less than 8 years 229 (2.14-2.45) 152 (140-1.64)
Matenal assets index 082 (0.80-0.84) 087 (085-0.89)
Spending

Quintile 5 Jowest) 1.00 (=) 00 (-

Quintile 4 099 (0.93-1.06) 102 (095-1.09)

Quintile 3 1.00 (0.94-1.07) 105 (098-1.12

Quintile 2 105 (0.98-1.11) 1.14 (106-1.21)

Quintile 1 highest) 103 (0.9 16-1.33)
Occupational class

High professionals 1.00 (=) 100 ()

Other non-manual and manual workers

Not working for pay

a. The adjusted OR modeal is mutually adjusted for all individual-level variables.

139 (1.25-1.55)
229 (206-2.55)

1.11(09%9-1.29)
133 (1.18-1.49)

Rai et al (2013) Country and individual level socioeconomic determinants of depression:

multilevel cross-national comparison British Journal of Psychiatry 202: 195-203.



. Mental health and
Public Mental Health in eq u aI ity

Implications

1. For national level data, findings are mixed:

- For some high income countries there is a clear linear
association: increased inequality is associated with
increased mental illness

- But for a larger group of low, middle and high income
countries, the trend is less clear

- Possible explanations: “Income inequality hypothesis” -
beyond a certain level of income, inequality becomes more
important in explaining mental health disparities !

- More research is needed at national level to explore
potential confounders and measurement issues

2. For individual level data, the picture is clear:

- Inequality is associated with worse mental health for
people in lower socio—economic positions

Layte, R. (2011). The Association Between Income Inequality and Mental Health: Testing
Status Anxiety, Social Capital, and Neo-Materialist Explanations. Eur Sociol Rev 28 (4):
498-511.
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3. Sustainable Development

goals: Relevance for mental
health



“We have a big,
bold agenda before
us - now we must

work to make it
real in people’s

1! ves. “ UN Secretary-General
Ban Ki-moon

UNITED NATIONS
SUSTAINABLE
DEVELOPMENT
SUMMIT 2015

25-27 SEPTEMBER
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Mental health links to SDGs

SDG 3: Good Health and Wellbeing GOOD HEALTH

e Target 3.4. “By 2030, reduce by one [ aidiiill
third premature mortality from
non-communicable diseases v
through prevention and treatment
and promote mental health and
well-being”

e Target 3.5. “Strengthen the
prevention and treatment of
substance abuse, including narcotic
drug abuse and harmful use of
alcohol”

Critical for Universal Health

s(e:eoﬁm%mc%ﬁ atlg \}Jﬂtﬁjé‘é@glgﬂ S&E%\Ie H’]ﬁgllkltlions care about mental

health? Lancet Psychiatry.
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But what about the social
determinants of mental
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DGs
Social determinants of mental health and S

Neighbourhogy

Setting
Built environment

Distal factors

Community deprivation
Economic inequality
Fiscal policy

imal factors
Household Proximal
environment
Income
Financial strain
Unemployment
2ELatVe deprivation

Fanily

Biology

Community social capital
Social stability Individual socisl capital
Social Support
Education

Natural disasters
War/conflict

Climate change
Migration

Development across the life course




The SDG Challenge
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e How do we demonstrate the link
between attaining “upstream” SDGs
and mental health benefits?

e Can we also show that providing
mental health care yields economic
and environmental benefits?

e Is mental health both a means and an
end of development?



Breaking the cycle of poverty
and mental illness: the
evidence so far...

Public Mental Health

Condition Uncondition Loan Asset

al Cash al Cash
transfers transfers

s 3/

Social causation

promotion

4

Poverty Mental ill-health
’ Social drift
m , Group or I \\
individua Communit

Epilepsy
surgery

educatio | psycho- Psychiatri 'y
n therapy C rehabilitati
medicatio on

Residential
drug rehab.

Lund, C. et al (2011). Poverty and mental disorders: Breaking the cycle in low and
middle-income countries. Lancet, 378, 1502-1514.
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4. Candidate interventions for
mental health and the SDGs



Candidate Intervention 1:
Targeting the cognitive and
s 3ffective mechanisms of poverty

Cognitive styles that are
associated with poverty:1

e Future discounting

e Available resources affect
purchasing decisions
(executive function)

e External locus of control

Negative affective states
(stress)

1. Iﬁ'a@sbclft”,ﬂ,!anb@h,%\/(&@l%rén tfrei &lﬂhology of Poverty. Science 344,
22eFZ 10N




Candidate Intervention 1:
Targeting the cognitive and
s 3ffective mechanisms of poverty

Can brief task sharing psychological
interventions influence these
mechanisms?

e Problem Management Plus?!

A NDNTTD

PERSPECTIVE

Problem Management Plus (PM+): a WHO
transdiagnostic psychological intervention for
common mental health problems

KaTie S. DAwsoN', RicHARD A. BRYANT!, MEeLissa HARPER?, ALvIN Kuowel TAY'"?, ATiF RAHMAN?,
ALSON SCHAFER®, MARK VAN OMMEREN?

!University of New South Wales, Sydney, Australia; °World Health Organization, Geneva, Switzerland; 3Univg:rsity of Geneva, Geneva, Switzerland; *Psychiatry
Research and Teaching Unit, Liverpool Hospital, Sydney, Australia; *University of Liverpool, Liverpool, UK; *World Vision Australia/International



Candidate Intervention 2:
o e e o Cash Transfers

Public Mental Health

Journal of Adolescent Health xxx (2015) 1-7

JOURNAL OF
ADOLESCENT
HEALTH

www.jahonline.org

Original article

Effects of a Large-Scale Unconditional Cash Transfer Program
on Mental Health Outcomes of Young People in Kenya

Kelly Kilburn, M.A.**, Harsha Thirumurthy, Ph.D. ", Carolyn Tucker Halpern, Ph.D.¢,
Audrey Pettifor, Ph.D. 9, and Sudhanshu Handa, Ph.D.*¢

Results: The cash transfer reduced the odds of depressive symptoms by 24 percent among young
persons living in households that received cash transfers. Further analysis by gender and age

revealed that the effects were only significant for young men and were larger among men aged 20-24
years and orphans.



sl Candidate Intervention 2:
Cash Transfers

Public Mental Health

Household Response to Income Changes: Evidence from an

Unconditional Cash Transfer Program in Kenya*

Johannes Haushofer! Jeremy Shapiro?

November 15, 2013

e “Transfer recipients experience large
increases in ps¥cholo ical well-being, and
several types of transfers lead to reductions
in levels of the stress hormone cortisol.
Together, these results suggest that
unconditional cash transfers have significant
impacts on consumption and psychological



—alidiadlc 1Ll variuloll JO.
Integrating mental health into
oo PFIMArY care in low resource
Public Mental Health _

settings

The purpose of PRIME is to
generate

on the
implementation and scaling
up of treatment programmes
for
in primary and maternal health Y

care contexts in low resource
S ett i n g S . South Africa

Lund, C., et al. (2012). PRIME: A programme to reduce the treatment gap for mental
disorders in five low and middle-income countries. PLoS Med 9(12): e1001359. doi:

1N 12271 /iAti1vim~ Il varmanAdA 1TNANTOCO



“The most exciting thing

)RI M E P about PRIME is the fact that
Alan J.Flisher Centre for a rt n e rS Ministries Of Health in 5

Public Mental Health countries, and the WHO,
have joined mental health
research leaders as equal

- Centre for Public Mental Health, UCT partners.”

- WHO _

~ Centre for Global Mental Health, LSHTM and " rof- Vikram Patel, PRIME
KCL Research Director

- BasicNeeds

- Perinatal Mental Health Project, UCT

- Ethiopia

e Addis Ababa University, MoH
- India

e Sangath, PHFI, MP State MoH
- Nepal

e Healthnet TPO, MoH
- South Africa ,

e UKZN, HSRC, UCT Lung Institute, DoH |
- Uganda

e Makerere University, MoH

R . . W W RS N
1st PRIME Meeting, Cape Town, June 2011.
Photo: Amit Makan
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Country sites

Ethiopia

Uganda

South Africa

Socio-
economic

Nepal
India

Number of

“
of PHCs

Sodo

Sehore
(Madhya
Pradesh
state)

“ o

South Africa BGE
Kaunda
(North West
Province)

Kamuli

165,000

1,311,008

575,058

632,790

740,700

15

28

41

characteristics

Literacy rate:

22%:;
90% rural

Literacy rate:

71%
81 % rural

Literacy rate:

70%
73% rural

Literacy rate:

88%
14% rural

Literacy rate:

specialists
None

1 part-time
psychiatrist,
1
psychologist
2
Psychiatrists

1
Psychiatrist,
1
Psychologist
1 Psychiatric
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PRIME: Building blocks of a
District mental healthcare plan
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Mental Health
Care Plan

Health Care

Community

Diagnosis of Delivery of MIG
priority mental i recommended
disorders treatments

Livelihood
support support

Health

Information

System
Compl\ e
Training

- modules

Self Help

Identification tools C
roups

onent

Lund, C., Tomlinson, M. & Patel, V. (2016). Integration of mental health into primary care in low- and
middle-income countries: The PRIME mental healthcare plans. British Journal of Psychiatry (Editorial).
208(s56):



PRIME Research Methods across countries
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Public Mental Health Contextualbackground o?%we mental

health system in the selected District
in each country

Case
Study

e Case studies of District
level mental health

g Facility Detection
,&HEEB@Yhanges in case

detection & treatment over

Nepal
Ethiopia  India

systems Uganda time
e Description of clinics & soW Mfvice
impact of training
Community

S&iﬁld’sV@)éhanges in the

coverage of MH services &

Studies of cohorts of individuals stigma/discrimination
treated by the mental health care
plans
(Effect of PRIME MHCP on social,
economic and health outcomes)

De Silva, et al (2016). Evaluation of district mental healthcare plans: the PRIME consortium
methodology. British Journal of Psychiatry. 208)s56): s63 - s70 doi: 10.1192/bjp.bp.
114.153858.



Number of Mental Health
' Patients & Trained Staff
Public Mental Health (preliminary ﬁndings)

Nepal India

Apr2015  Oct2015 Mar2015
| | |
| | 200 80 200
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o
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n
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100 40- 5100
[
20 g
50 20- %0
0 ‘ ‘ -0
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Oct2013 Jun2014 Mar2015 Nov2015 Aug2016 l l l | |
Jul2014 Jan2015 Jul2015 Jan2016 Jul2016

I Total Trained Staff === Total Mental Health Patients
I Total Trained Staff === Mental Health Patients
Note 1 : April 2015 Earthquake in Nepal

Note 2 : Oct 2015 Start of Fuel Shortage Note 1: March 2015 dip due to Festivals and Other Political Events




Indiatimes| The Times of India [The Economic Times

THE TIMES OF INDIA

News Home » City » Bhopal

Mental care: Now, doctors in all
districts

TNN | Updated: Sep 19, 2016, 08.01 AM IST 0 ‘ @ @
> X

Council (Hiring)
Earn £10-£20 per hour. No Experience Required.

L
Y ™

BHOPAL: With cases of mental
health problems on the rise in

the state, the government has
decided to appoint a trained
doctor and a nurse in each of
' the district hospitals.
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Research agenda
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e Longitudinal epidemiological studies in LMIC, especially
In Africa:
- Mechanisms of poverty and mental health over time
- Intergenerational poverty and mental health transmission
- Gender, poverty and mental health
- Linking genetic, biological and socio-economic risk

factors
e Intervention studies:

- RCTs targeting specific mechanisms:
e Cash transfers combined with Psychological interventions
e Violence prevention
- RCTs targeting distal mechanisms:
e Environment
e Climate change
e Migration
e ...linking cognitive neuroscience and behavioural
economics



Research agenda
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e “Piggy back”™ opportunities:

- Include mental health outcomes in
ooverty alleviation and violence
revention trials (JPalL)

- Include economic outcomes in mental
nealth trials

e New Iinitiative: EconlPV-MH
(2017-2018)

- Systematic reviews of the economic and
IPV impact of mental health trials

- \_/_Vo_r_king_ wi_th_mental he_alth t_ria_l_s_ in the
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6. Who should fund and
deliver?



Who should fund?
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e Mental health is a public good: the means and end of
development

e Return on investment case is clear: $1 invested yields $4
return (2015-2030)!

e World Bank/WHO have committed themselves (April 2016)

e The answer is clear:
- Governments, via public health insurance and taxation

- International development agencies

S>SAHAADOWS:

Making Mental Health a Global Development Priority

1.
Chisholm
et al (2016)
Lancet
Psychiatry.
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Who should deliver?

of us!
Psychiatrists
Psychologists

opment practitioners
e living with mental disabilities

y members

e ...Using a broad based approach that
addresses both social causation and
social drift
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Conclusions
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e Social and economic factors are
powerful determinants of population
mental health

e Further research is required:
e To identify pathways, especially in
relation to inequality

e To evaluate interventions that address
both social causation and social drift

e For policy makers: There is sufficient
evidence to invest and scale up broad-
based multisectoral interventions that
address the causes and consequences
of mental illness
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