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Priority health care 
platforms 

SeEngs	
  which	
  are	
  the	
  most	
  frequently	
  accessed	
  
gateway	
  for	
  health	
  care	
  	
  

	
  
In	
  most	
  countries,	
  equivalent	
  to	
  primary	
  health	
  care,	
  

but	
  also	
  include	
  other	
  health	
  care	
  plaJorms	
  for	
  specific	
  
groups,	
  for	
  e.g.	
  maternal	
  and	
  child	
  health	
  and	
  HIV/AIDS	
  



The case for integration 

Access	
  
Equity	
  

Efficiency	
  	
  
HolisDc	
  

PaDent-­‐centred	
  
Reducing	
  sDgma	
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HOW?	
  	
  



The translational continuum 
Thornicroft et al, 2011 
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•  Grand	
  Challenges	
  in	
  Global	
  Mental	
  Health:	
  
Integra5on	
  in	
  Research,	
  Policy,	
  &	
  Prac5ce	
  	
  	
  
hYp://www.plosmedicine.org/arDcle/info%3Adoi
%2F10.1371%2Fjournal.pmed.1001434	
  	
  

•  Grand	
  Challenges:	
  Integra5ng	
  Maternal	
  Mental	
  
Health	
  into	
  Maternal	
  and	
  Child	
  Health	
  
Programmes	
  	
  	
  	
  
hYp://www.plosmedicine.org/arDcle/info%3Adoi
%2F10.1371%2Fjournal.pmed.1001442	
  

•  Grand	
  Challenges:	
  Integra5ng	
  Mental	
  Health	
  
Care	
  into	
  the	
  Non-­‐Communicable	
  Disease	
  
Agenda	
  	
  	
  	
  
hYp://www.plosmedicine.org/arDcle/info%3Adoi
%2F10.1371%2Fjournal.pmed.1001443	
  	
  

•  Grand	
  Challenges:	
  Improving	
  HIV	
  Treatment	
  
Outcomes	
  by	
  Integra5ng	
  Interven5ons	
  for	
  Co-­‐
Morbid	
  Mental	
  Illness	
  	
  	
  	
  
hYp://www.plosmedicine.org/arDcle/info%3Adoi
%2F10.1371%2Fjournal.pmed.1001447	
  	
  

	
  

•  Grand	
  Challenges:	
  Integra5ng	
  Mental	
  Health	
  
Services	
  into	
  Priority	
  Health	
  Care	
  PlaIorms	
  	
  	
  
hYp://www.plosmedicine.org/arDcle/info%3Adoi
%2F10.1371%2Fjournal.pmed.1001448	
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Integrating mental health: a global 

Perspective 



Addressing barriers to 
integration 
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Bower	
  2005	
  



Collaborative Care 

•  >20	
  randomized	
  controlled	
  trials	
  from	
  
high-­‐income	
  countries	
  showing	
  improved	
  
health	
  outcomes	
  for	
  people	
  with	
  
depression	
  

•  TEAM-­‐care	
  trial	
  showing	
  effecDve	
  
integraDon	
  of	
  depression	
  care	
  with	
  other	
  
chronic	
  diseases	
  



Five key ingredients 
Pro-­‐acDve	
  case	
  finding	
  strategies,	
  for	
  e.g.	
  screening	
  

	
  
Engagement	
  and	
  empowerment	
  of	
  paDents	
  and	
  families	
  

	
  
Targeted,	
  evidence	
  based	
  psychological,	
  pharmacological	
  and	
  

social	
  intervenDons	
  
	
  

Pro-­‐acDve	
  outcomes	
  tracking	
  and	
  quality	
  improvement	
  
	
  

Specialist	
  supervision	
  and	
  consultaDon	
  
	
  
	
  



The collaborative team  

General	
  Physician 	
   	
   	
   	
   	
   	
   	
  Mental	
  health	
  specialist	
  
	
  
	
  
	
  
	
  

PaDent 	
   	
   	
   	
   	
   	
   	
   	
   	
   	
  Case	
  Manager	
  



Case management  

Case	
  finding	
  
	
  

Engagement	
  and	
  ‘psychoeducaDon’	
  
	
  

SupporDng	
  self-­‐management	
  	
  
	
  

SupporDng	
  treatment	
  adherence	
  
	
  

Follow-­‐up	
  tracking	
  
	
  

Provision	
  of	
  structured	
  psychological	
  treatments	
  	
  

WHO?	
  	
  



The	
  MANAS	
  program	
  	
  

To	
  evaluate	
  the	
  effecDveness	
  of	
  a	
  lay	
  health	
  
counsellor	
  led	
  CollaboraDve	
  Stepped	
  Care	
  
intervenDon	
  for	
  the	
  treatment	
  of	
  Common	
  

Mental	
  Disorders	
  in	
  Primary	
  Care	
  in	
  Goa,	
  India 
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Study design 

•  EffecDveness	
  trial	
  in	
  real	
  world	
  seEng	
  
comparing	
  two	
  models	
  of	
  services	
  in	
  primary	
  
care	
  	
  	
  
– Enhanced	
  Usual	
  Care	
  (EC)	
  	
  	
  
– CollaboraDve	
  Stepped	
  Care	
  (CSC)	
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The ‘enhanced’ model of 
care 

•  Screening	
  for	
  CMD:	
  	
  using	
  a	
  brief	
  tool,	
  the	
  	
  	
  	
  GHQ	
  -­‐12	
  
	
  

•  ReporDng	
  of	
  results	
  to	
  doctor:	
  Results	
  presented	
  as	
  
absent/mild/moderate-­‐severe	
  depression	
  

	
  
•  Provision	
  of	
  guidelines	
  on	
  how	
  to	
  use	
  cost-­‐effecDve	
  
anDdepressants	
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Collaborative Stepped Care Intervention 
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Primary	
  Health	
  Care	
  
Physician	
  	
  

Mental	
  health	
  
specialist	
  

Lay	
  Health	
  Counsellor	
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Outcomes over 12 months in 
PHC attenders 
(Patel et al, Br J Psychiatry, 2011) 	
  

•  30% decrease in the prevalence of common 
mental disorders among baseline ICD-10 cases  

   (RR=0.70, 95%CI 0.53, 0.92) 
 
•  36% reduction in suicide attempts/plans months 

among baseline ICD-10 cases (RR=0.64, 95%CI 
0.42, 0.98)  

•  5-6 fewer days of disability in the past month 
than those in the control arm  
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The economics 
(Buttroff et al, Bull WHO 2012) 

•  Economic analyses show that the intervention is 
associated with reduced health care costs in both 
settings 

•  Thus, in PHCs, the intervention is DOMINANT in 
economic terms (more effective and cost-saving) 
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The effectiveness of  
non-specialist health workers in 

delivering mental health care 
 in LMIC 

 



The evidence base 

•  Randomised	
  controlled	
  trials	
  
– 17	
  RCTs	
  
	
  

•  2	
  Non	
  randomised	
  controlled	
  trials	
  	
  	
  

•  9	
  Controlled	
  before	
  and	
  aoer	
  studies	
  	
  
	
  



LMICs	
  covered	
  by	
  the	
  review	
  
	
  	
   

High	
  income	
  
	
  
Upper-­‐middle	
  income	
  
	
  
Lower-­‐middle	
  income	
  
	
  
Low	
  income	
  	
  

Countries	
  based	
  on	
  World	
  Bank	
  income	
  groupings	
  (2006)	
  

China	
  
India	
  
Indonesia	
  
Malaysia	
  
Nepal	
  
Pakistan	
  
Sri	
  Lanka	
  
Thailand	
  
Vietnam	
  

Burundi	
  
Kenya	
  
Rwanda	
  
Uganda	
  

ArgenDna	
  
Chile	
  
Jamaica	
  

Bosnia	
  
Hungary	
  
Kosovo	
  
PalesDnian	
  Territories	
  
Russia	
  
Turkey	
  
	
  



Types of non-specialists 

•  Non-­‐specialist	
  health	
  workers	
  (NSHW):	
  
–  Doctors	
  (9)	
  
–  Nurses	
  (6)	
  
–  Social	
  workers	
  (3)	
  
–  Other	
  paraprofessionals	
  
–  Lay	
  health	
  workers	
  (LHWs)	
  (22)	
  

•  Other	
  professionals	
  with	
  health	
  roles	
  (OPHR):	
  
–  Teachers	
  (6)	
  
–  School	
  support	
  workers	
  
–  Community	
  based	
  workers	
  etc	
  



NSHW	
  led	
  Collabora5ve	
  care	
  	
  
Prevalence	
  of	
  CMDs	
  



NSHW psychological interventions 
prevalence of depression  

GRADE	
  overall	
  quality:	
  low	
  

Study	
   	
   	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  NSHW	
  	
  Usual	
  	
  	
  	
  	
  	
  Risk	
  Ra5o	
  
	
   	
   	
   	
   	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  care	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  (95%CI)	
  	
  

	
  
Bolton	
  2003	
  (LHW	
  G-­‐IPT	
  Uganda)	
  	
  	
  107	
  	
  117	
  	
  	
  	
  	
  0.11	
  [0.05,	
  0.34]	
  
Chen	
  2000	
  (Nurse	
  	
  PS	
  Taiwan)	
   	
  30	
   	
  30	
   	
  	
  	
  0.56	
  [0.31,	
  1.00]	
  
Rahman	
  2008	
  (LHW	
  CBT	
  Pakistan)	
  412	
  	
  386	
  	
  	
  	
  0.38	
  [0.26,	
  0.55]	
  
	
  
	
  
	
  
Total	
  	
   	
   	
   	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  549	
  533	
  	
  	
  	
  0.30	
  [0.14,	
  0.64]	
  
	
  
Heterogeneity:	
  Tau²	
  =	
  0.36;	
  Chi²	
  =	
  10.71,	
  df	
  =	
  2	
  (P	
  =	
  0.005);	
  I²	
  =	
  81%	
  	
  
	
  
	
  



NSHW psychological interventions 
Amount of alcohol consumed 

GRADE	
  overall	
  quality:	
  	
  
Low	
  quality	
  evidence	
  

Study	
   	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  NSHW	
  	
  Usual	
  	
  	
  Mean	
  difference	
  (drink/day)	
  	
  	
  Mean	
  difference	
  	
  	
  	
  
	
   	
   	
   	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  care	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  (95%CI) 	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  IV,	
  Random,	
  95%CI	
  

	
  
Noknoy	
  2010	
  Nurse	
  MET	
  Thailand	
  	
  	
  51	
  	
  	
  41	
  	
  	
  	
  	
  -­‐1.76	
  [-­‐3.19,	
  -­‐0.33]	
  
Papas	
  2011	
  LHW	
  CBT	
  Kenya	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  42	
  	
  	
  33	
  	
  	
  	
  	
  	
  -­‐1.56	
  [-­‐3.30,	
  0.18]	
  
	
  
Subtotal	
  (95%	
  CI)	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  93	
  	
  	
  74	
  	
  	
  	
  	
  	
  -­‐1.68	
  [-­‐2.79,	
  -­‐0.57]	
  
Heterogeneity:	
  Tau²	
  =	
  0.00;	
  Chi²	
  =	
  0.03,	
  df	
  =	
  1	
  (P	
  =	
  0.86);	
  I²	
  =	
  0%	
  	
  
	
  
	
  
	
  

	
  	
  	
  	
  	
  care	
  



The human experience 
 

Experiences of people with schizophrenia, their 
family members and the collaborative team in a trial 

of community based care in India 



SUNDAR	
  
	
  
Simplify	
  the	
  message	
  

UNpack	
  the	
  treatment	
  

Deliver	
  it	
  where	
  people	
  are	
  

Affordable	
  and	
  available	
  human	
  resources	
  

ReallocaDon	
  of	
  specialists	
  to	
  train	
  and	
  supervise	
  



A paradigm shift 

From	
  whining	
  about	
  what	
  we	
  do	
  not	
  
have,	
  to	
  celebraDng	
  what	
  we	
  do,	
  we	
  
move	
  from	
  being	
  ‘under-­‐resourced’	
  to	
  

being	
  ‘richly	
  resourced”	
  



Implementation  



PRIME 
The purpose of PRIME is to generate world class 

research on the implementation and scaling up 

of treatment programmes for priority 
mental disorders in primary and maternal health 

care contexts in low resource settings. 

Photo: Mental Health & Poverty Project 
(MHaPP) 

South Africa 

Ethiopia 
Uganda 

India 
Nepal 



Partners 

Centre	
  for	
  Public	
  Mental	
  Health,	
  South	
  Africa;	
  WHO,	
  Centre	
  for	
  Global	
  
Mental	
  Health,	
  Basic	
  Needs.	
  Perinatal	
  Mental	
  Health	
  Project,	
  Ethiopia:	
  Addis	
  
Ababa	
  University,	
  MoH,	
  India:	
  Sangath,	
  PHFI,	
  MP	
  State	
  MoH,	
  Nepal:	
  
Healthnet	
  TPO,	
  MoH,	
  South	
  Africa:	
  UKZN,	
  HSRC,	
  DoH,	
  Uganda:	
  Makerere	
  
University,	
  MoH	
  



Principles 
1.  Focus	
  on	
  priority	
  condiDons:	
  depression,	
  alcohol	
  use	
  

disorders,	
  schizophrenia,	
  epilepsy	
  (in	
  two	
  countries)	
  
2.  Use	
  building	
  blocks	
  of	
  a	
  mental	
  health	
  plan	
  at	
  3	
  levels:	
  

–  Components	
  of	
  care	
  for	
  specific	
  disorders	
  
–  Packages	
  for	
  delivering	
  components	
  
–  Mental	
  health	
  care	
  plan	
  for	
  the	
  district/AHU	
  

3.  Methodological	
  framework:	
  MRC	
  	
  framework	
  for	
  
evaluaDon	
  of	
  complex	
  intervenDons	
  

4.  Focus	
  on	
  key	
  disadvantaged	
  groups:	
  the	
  poor,	
  women	
  
and	
  people	
  living	
  with	
  mental	
  illness	
  



Country sites 

Country District Popula5on Number	
  of	
  
PHCs 

Socio-­‐economic	
  
characteris5cs 

Number	
  of	
  MH	
  
specialists 

Ethiopia	
   Sodo	
   165,000	
   8	
  	
   Literacy	
  rate:	
  22%;	
  	
  
90%	
  rural	
  

None	
  

India	
   Sehore	
  
(Madhya	
  
Pradesh	
  state)	
  

1,311,008	
   15	
   Literacy	
  rate:	
  71%	
  
81	
  %	
  rural	
  

1	
  part-­‐Dme	
  
psychiatrist,	
  1	
  
psychologist	
  	
  

Nepal	
   Chitwan	
   575,058	
   4	
   Literacy	
  rate:	
  70%	
  
73%	
  rural	
  

2	
  Psychiatrists	
  	
  

South	
  Africa	
   Kenneth	
  
Kaunda	
  (North	
  
West	
  Province)	
  

632,790	
   28	
   Literacy	
  rate:	
  88%	
  
14%	
  rural	
  
	
  	
  

1	
  Psychiatrist,	
  	
  
1	
  Psychologist	
  

Uganda	
   Kamuli	
   740,700	
   41	
  	
   Literacy	
  rate:	
  62%	
  
97%	
  rural	
  	
  
	
  	
  

1	
  Psychiatric	
  
Clinical	
  Officer	
  

South Africa 

Ethiopia 
Uganda 

India Nepal 



Research phases 

year 1 year  4 year 6 

inception 
phase 

 

 implementation 
phase 

 

 

scaling-up 
phase 

 

 

year 2 year 3 year 5 year 0 

M
en

ta
l h

ea
lth

 c
ov

er
ag

e 

Time 



Development of mental 
health care plans  

•  Literature	
  Reviews	
  
•  SituaDonal	
  analysis	
  
•  QualitaDve	
  formaDve	
  research	
  
•  Development	
  of	
  a	
  Theory	
  of	
  Change	
  
•  mhGAP	
  cosDng	
  tool	
  



Mental Health Care Packages 
Demand	
   Detec5on	
   Recovery	
  Treatment	
   Enabling	
  

Healthcare	
  
organisa5on	
  

Specialist	
  
MH	
  services	
  

Health	
  
Facility	
  

Community	
  

Programme	
  
management,	
  

HMIS,	
  
Capacity	
  
Building	
  

Engage	
  and	
  
mobilise	
  
district	
  

stakeholders	
  

Provide	
  
psychotropic	
  
medicaDon	
  
and	
  basic	
  

psychosocial	
  
intervenDons	
  	
  

Build	
  capacity	
  
of	
  facility	
  staff	
  
to	
  deliver	
  
facility	
  level	
  
packages	
  	
  

Ensure	
  
conDnuing	
  

care	
  

Detect/carry	
  
out	
  screening	
  

and	
  
assessment	
  
for	
  priority	
  
disorders	
  

Increase	
  
awareness	
  of	
  
service	
  users	
  
and	
  providers	
  

Provision	
  of	
  
specialist	
  care	
  
to	
  complex	
  

cases	
  

Ensure	
  
specialist	
  MH	
  

care	
  
interfaces	
  
with	
  PHC	
  

Provision	
  of	
  
case	
  reviews	
  
for	
  complex	
  

cases	
  

Provide	
  basic	
  
psychosocial	
  
intervenDons	
  	
  
and	
  peer	
  
support	
  

Build	
  capacity	
  
of	
  community	
  
to	
  support	
  

mental	
  health	
  
care	
  

Promote	
  
rehabilitaDon	
  
&	
  recovery	
  

Improve	
  case	
  
detecDon	
  in	
  

the	
  
community	
  

Improve	
  
awareness	
  

and	
  decrease	
  
sDgma	
  



Evaluation 

ImplementaDon	
  of	
  the	
  PRIME	
  MHCPs	
  

Community	
  
Survey	
  

Facility	
  
DetecDon	
  
Survey	
  

Case	
  Study	
  

Cohort	
  

Baseline	
   Endline	
  

X	
  X	
  X	
  X	
  

X	
  X	
  

X	
  X	
  

X	
  X	
  X	
  X	
  

X	
   X	
   X	
  

Contact	
  coverage	
  

DetecDon	
  coverage	
  

EffecDve	
  coverage	
  

Costs,	
  Quality	
  and	
  Equity	
  



Scaling Up 



The Chile CC trial for depression  
(Araya et al, Lancet 2003) 

 
% Recovered  

Usual 
Care 

Collaborative 
Care 

Difference 

3-MONTH 
 

15%  49%  34% 

6-MONTH 
 

30%  70%  40% 



Two Major Government 
Initiatives 

•  2003	
  -­‐	
  Depression	
  in	
  
Primary	
  Health	
  Care	
  
(PHC)	
  	
  Programme	
  

•  2004-­‐5	
  -­‐	
  Regime	
  of	
  
Explicit	
  Health	
  
Guarantees	
  (AUGE)	
  



Depression in PHC Programme  
Number of people treated by year 

Araya	
  et	
  al.	
  	
  Lancet	
  	
  374:	
  59-­‐8,	
  2009	
  



DEPRESSION HYPERTENSION 
2003 2010 P 2003 2010 P 

% % % % 

Sex Women 41.6 66.3  <0.001 76.9 77.1 0.939 

Men 42.7 33.5 0.430 47.9 56.9 0.056 

Education > 12 yrs 57.1 60.8 0.795 47.7 65.3 0.093 

8-12 yrs 37.4 55.3 0.012 58.3 64.5 0.178 

< 8 yrs 40.3 66.5 0.001 69.3 70.6 0.863 

43 

Reducing	
  Inequali5es:	
  Access	
  to	
  treatment	
  for	
  depression	
  
according	
  to	
  educa5on	
  before	
  and	
  aeer	
  reforms	
  

Araya	
  &	
  Zitko,	
  manuscript	
  in	
  preparaDon	
  



The India experience 

•  New	
  Mental	
  Health	
  Care	
  Bill	
  enshrining	
  right	
  to	
  care	
  in	
  the	
  most	
  
accessible	
  and	
  least	
  coercive	
  way	
  

•  Radically	
  revised	
  District	
  Mental	
  Health	
  Program	
  with	
  new	
  cadre	
  of	
  
community/primary	
  care	
  based	
  mental	
  health	
  worker	
  

•  New	
  partnership	
  between	
  MOH,	
  Indian	
  Psychiatric	
  Society	
  and	
  PHFI	
  
to	
  launch	
  a	
  naDonal	
  training	
  program	
  for	
  building	
  core	
  competencies	
  
in	
  mental	
  health	
  care	
  for	
  primary	
  care	
  doctors	
  

44 



Building the evidence base  
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Priority	
  acDons	
  
Top	
  5	
  challenges	
  ranked	
  by	
  disease-­‐burden	
  reduc5on,	
  impact	
  on	
  equity,	
  immediacy	
  of	
  

impact	
  and	
  feasibility. 	
  	
  

Challenge	
  

1 
Integrate	
  screening	
  and	
  core	
  packages	
  of	
  services	
  into	
  
rou5ne	
  primary	
  health	
  care 	
  	
  

2 
Reduce	
  the	
  cost	
  and	
  improve	
  the	
  supply	
  of	
  effec5ve	
  
medica5ons 

3 
Improve	
  children’s	
  access	
  to	
  evidence-­‐based	
  care	
  by	
  
trained	
  health	
  providers	
  in	
  low-­‐	
  and	
  middle-­‐income	
  
countries 	
  	
  

4 
Provide	
  effec5ve	
  and	
  affordable	
  community-­‐based	
  care	
  
and	
  rehabilita5on	
  	
  

5 
Strengthen	
  the	
  mental-­‐health	
  component	
  in	
  the	
  training	
  
of	
  all	
  health-­‐care	
  personnel 	
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Opportunities 

•  New	
  resources:	
  >70m	
  US$	
  in	
  past	
  two	
  years	
  from	
  a	
  
range	
  of	
  donors	
  such	
  as	
  NIMH,	
  DFID,	
  the	
  EU	
  and	
  
Grand	
  Challenges	
  Canada	
  

•  New	
  global	
  networks,	
  with	
  strong	
  South-­‐South	
  
collaboraDons,	
  involving	
  over	
  50	
  insDtuDons	
  globally	
  



AFFIRM	
  hub	
  
South	
  Africa*,	
  Ethiopia,	
  Ghana,	
  
Malawi,	
  Uganda,	
  Zimbabwe	
  

SHARE	
  hub	
  
India*,	
  Pakistan,	
  Afghanistan,	
  
Bangladesh,	
  	
  Nepal,	
  Sri	
  Lanka	
  

RedeAmericas	
  hub	
  
Chile*,	
  Brazil,	
  Argen5na,	
  Columbia,	
  

USA	
  

Pam-­‐D	
  hub	
  
Nigeria*,	
  South	
  Africa,	
  
Kenya,	
  Ghana,	
  Liberia	
  

NIMH Collaborative Hubs for International Research in Mental 
Health in low- and middle-income countries  
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Grand	
  Challenges	
  Canada	
  Global	
  Mental	
  Health	
  Program	
  	
  
Total	
  of	
  35	
  grants	
  implemenDng	
  mental	
  health	
  innovaDons	
  in	
  

28	
  low-­‐	
  and	
  middle-­‐income	
  countries	
  (>20MCan$)	
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A rapidly growing knowledge 
base of innovations 

•  Rapidly	
  growing	
  number	
  of	
  innovaDons	
  in	
  diverse	
  contexts	
  	
  

•  Need	
  to	
  prospecDvely	
  document,	
  synthesize	
  and	
  
disseminate	
  the	
  findings	
  of	
  these	
  innovaDons	
  for	
  diverse	
  
audiences,	
  from	
  policy	
  makers	
  to	
  pracDDoners	
  to	
  
researchers	
  	
  

•  UlDmate	
  goal:	
  to	
  facilitate	
  knowledge	
  sharing	
  and	
  research	
  
uptake	
  to	
  maximize	
  impact	
  on	
  populaDon	
  mental	
  health	
  	
  



Platform for 
Innovations 

in Global 
Mental 
Health 







Conclusion 
Wide	
  and	
  growing	
  acknowledgment	
  of	
  the	
  need	
  to	
  address	
  mental	
  

health	
  problems	
  through	
  rouDne	
  health	
  care	
  in	
  global	
  health	
  
	
  

FoundaDon	
  of	
  effecDve	
  and	
  cost-­‐effecDve	
  treatments	
  for	
  a	
  range	
  of	
  
MNS	
  disorders	
  	
  

	
  
Growing	
  evidence	
  base	
  on	
  how	
  these	
  treatments	
  can	
  be	
  delivered	
  in	
  
rouDne	
  health	
  care	
  seEngs,	
  primarily	
  based	
  on	
  collaboraDve	
  care	
  
models	
  led	
  by	
  appropriately	
  trained	
  and	
  supervised	
  non-­‐specialist	
  

health	
  workers	
  	
  
	
  

Growing	
  commitments	
  at	
  internaDonal	
  and	
  naDonal	
  policy	
  levels	
  for	
  
invesDng	
  in	
  such	
  integrated	
  models	
  of	
  care	
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