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Scaling up mental health care: a framework for action 

Executive summary 

1. At any given time about one person in every ten is suffering from a mental disorder, and about one 
in four families has a member with a mental disorder. Rates of mental disorder are even higher where 
there are complex emergencies. Despite the personal and economic costs and availability of cost-
effective interventions, treatment rates for people with mental and substance use disorders are low, with 
treatment gaps of more than 35–50% of individuals with serious disorders in developed countries and 
76–85% of individuals with serious disorders in less developed countries. Such gaps are mainly due to 
scarcity of human and financial resources, inequities in their distribution and inefficiencies in their use, 
as well as to the stigma associated with mental disorders 

2. The Sixty-sixth World Health Assembly adopted a comprehensive mental health action plan 2013–
2020 to address the challenge of bridging the treatment gap. The plan sets out a vision and roadmap for 
mental health for countries of the world to achieve by 2020. It identifies specific actions for Member 
States and for international and national partners with agreed targets and indicators.  

3. In order to operationalize the vision and roadmap set out in the plan, a regional framework for 
scaling up action on mental health is proposed which identifies high impact, cost-effective, affordable, 
feasible strategic interventions across the domains of governance, health services, promotion and 
prevention, and surveillance, monitoring and research. It also provides a set of indicators to monitor 
progress in implementing these interventions. These domains correspond to the four objectives of the 
mental health action plan 2013–2020 and are guided by its underpinning principles. 

4. Most countries in the Region report that they have a mental health policy (77%) Most countries 
report that they have mental health legislation (73%), but only one third are fully compliant with 
international human rights instruments and no country is fully implementing its existing policy while 
about 45% of countries are partially implementing the relevant legislation. The average mental health 
workforce in the Region is 14.6 personnel per 100 000 population. This is less than half the comparable 
global rate of 33.8 per 100 000 population. Furthermore, in about one third of countries, more than 85% 
of the mental health workforce is deployed in mental hospitals. With regard to availability of mental 
health services, a median of 6.1 beds per 100 000 population is available across the Region; 64.3% of 
psychiatric beds are located in mental hospitals and 35.7% are located in community settings – general 
hospitals 18.3% and community residences 17.4%. In order to bridge the treatment gap and achieve the 
overall goal of the mental health action plan – “to promote mental well-being, prevent mental disorders, 
provide care, enhance recovery, promote human rights and reduce the mortality, morbidity and disability 
for persons with mental disorders” – the need is to focus on key strategic interventions to scale up 
holistic mental health care as outlined in the regional framework. The Regional Committee is invited to 
endorse the regional framework for scaling up action on mental health in countries of the WHO Eastern 
Mediterranean Region. 

Introduction 

5. Mental, neurological, and substance use disorders are a leading cause of the disease burden 
worldwide. (1). According to the World Health Report 2001, at any given time about one person in every 10 
is suffering from a mental disorder, and about one in four families has a member with a mental disorder, 
20% of children and adolescents worldwide suffer from disabling mental illness, and approximately 50% of 
mental disorders in adults begin before the age of 14 years (2). A recent systematic review estimated life-
time prevalence rates of common mental disorders at 29.2% (25.9–32.6%) and a 12 month period 
prevalence rate of 17.6% (16.3–18.9%). A consistent gender effect was also observed with women 
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having higher rates of anxiety (8.7:4.3%) and mood disorders (7.3:4.0%) (3). Rates of mental disorder 
are even higher where there are complex emergencies. Meta-analysis of the most robust epidemiological 
surveys in conflict-affected populations showed average prevalence of 15.4% for post-traumatic stress 
disorder (PTSD) and of 17.3 % for depression. These rates are substantially higher than the average 
7.6% (any anxiety disorder, including PTSD) and 5.3% (any mood disorder, including major depressive 
disorder) reported from 17 countries which have participated in the world mental health survey (4). 

6. Globally, mental and substance-use disorders account for 22.9% of non-fatal disease burden 
(measured as years lived with disability, YLD), and 7.4% of the global burden of disease (measured by 
disability adjusted life years (DALYs), a metric which encompasses years lived with disability as well as 
early death) (Table 1) (5). 

7. In addition to disabilities, mental disorders are associated with excess mortality, either because of 
being an independent risk factor for other health outcomes, such as suicide, or because of association 
with  other risk factors for physical illnesses, particularly cardiovascular disease, including stroke, and 
cancer. Furthermore people with mental disorders are less likely to receive a timely and appropriate 
management of physical illness because of diagnostic overshadowing, even in countries with well 
established health care systems (6,7).  

8. Mental disorders are not only of public health concern but of economic development and societal 
welfare concern as well. A study undertaken for the World Economic Forum estimated that the 
cumulative global effect of mental disorders in terms of lost economic output could amount to US$ 16 
trillion by 2030. In high-income countries, expenditures incurred and loss of productivity from mental 
disorders, equate to about 4% of gross national product (GNP) and it is predicted that the cost of mental 
disorders will more than double by 2030 across all countries (8). An integrated package of cost-effective 
mental health care and prevention interventions can be delivered in community-based settings for US$ 
1–2 per capita per year in low- and lower-middle income countries, and US$ 3–5 in upper-middle 
income countries (9). The median government mental health spending per capita for low, lower-middle 
and upper-middle income country groups globally is very low (less than US$ 2), and much of the 
reported expenditure is allocated to inpatient care, particularly to mental hospitals (10). 

Table 1. Leading causes of global burden of disease 2010 

Causes Proportion of total 
DALYs  (%) 

 Years lived with 
disability (%) 

Years of life lost 
due to premature 
death (%) 

Cardiovascular and circulatory 
disorders 

11.9 2.8 15.9 

Diarrhoea, lower respiratory tract 
infections, meningitis and other 
infectious diseases 

11.4 2.6 15.4 

Neonatal disorders 8.1 1.2 11.2 

Cancer 7.6 0.6 10.7 

Mental and substance use 
disorders 

7.4 22.9 0.5 

Musculoskeletal disorders 6.8 21.3 0.2 

HIV/AIDS/tuberculosis 5.3 1.4 7.0 

Other noncommunicable diseases 5.1 11.1 2.4 

Diabetes, blood, endocrine and 
urogenital disorders 

4.9 7.3 3.8 

Unintentional injuries  4.8 3.4 5.5 

Source: reference (5). 
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9. Despite the personal and economic costs and availability of cost-effective interventions, treatment 
rates for people with mental and substance use disorders are low with treatment gaps of 35–50% of 
individuals with serious disorders in developed countries and 76–85% of individuals with serious 
disorders in less developed countries (11). Even in developed countries, treatment is typically provided 
many years after the disorder begins. The main reasons for this are scarcity of human and financial 
resources, inequities in their distribution and inefficiencies in their use (12),  as well as the stigma 
associated with mental and substance use disorders. 

Situation analysis 

Magnitude of the problem in the Region 

10. Epidemiological data on the prevalence of mental disorders in the Region is limited. Where data 
are available, the range of instruments used and the methodological differences across the surveys are 
wide (12). The global burden of disease study has shown that the prevalence of mental disorders, 
specifically depressive illness and anxiety disorders, is the highest in countries of the Region and is 
almost wholly accounted for by the complex emergency situations prevailing across most of the 
countries (13). 

11. Community screening surveys report rates of psychological distress between 15.6% (United Arab 
Emirates) and as high as 51.8% (Palestine). The screening surveys conducted with children and 
adolescents in Oman, Gaza Strip (Palestine) and Mosul (Iraq)  show much higher rates of  psychological 
disorders in Palestine and Iraq than in Oman, but since the assessment methods were different they 
cannot be directly compared. It is nevertheless interesting that these studies show the least difference in 
rates between males and females (14). 

12. As mentioned above, the prevalence of mental disorders as determined by diagnostic interviews in 
the Region vary widely because of the different methodologies and instruments used. The diagnostic 
breakdown suggests a picture similar to the global picture, with depression and anxiety the most 
common mental disorders. However, in addition there are high rates of post-traumatic stress disorder in 
Afghanistan, specific phobias in Egypt and Oman, and obsessive compulsive disorder in Islamic 
Republic of Iran. All the surveys of adult populations consistently report rates of mental disorder much 
higher in females than males, with an average female to male ratio of 2.3 among the surveys of adults 
(14). 

13. The annual regional age-standardized suicide rate for the Region is 6.4 per 100 000 population 
(7.5 for males and 5.2 for females) compared with an annual global age-standardized suicide rate of 11.4 
per 100 000 population (15.0 for males and 8.0 for females). Regional suicides account for only 3.7% of 
global suicides while the regional population accounts for 8% of the total global population (15).  

14. Countries in the Region typically spend about 2% of their health budget on mental health, which 
compares with the 5–10% required to match the spending on mental health in the United Kingdom, 
Canada and European Union countries. The median per capita expenditure of US$ 0.15 on mental health 
per person is well short of the US$ 1–2 needed for a selective package of cost-effective mental health 
interventions in low-income countries and up to US$ 3–5 in high-income and middle-income countries. 
Furthermore, centralized and institutionalized care consumes a disproportionate amount of mental health 
expenditure (9,16).  

Findings of the mental health atlas questionnaire 2014 

15. The high prevalence, disability and growing costs of mental disorders, taken together with the 
huge treatment gap despite availability of cost-effective treatments, form a compelling case to reassess 
provision for mental health care. WHO took up this challenge with the comprehensive mental health 
action plan 2013–2020, which was adopted by the World Health Assembly in 2013. The plan sets out a 
new vision and goal for mental health to be articulated through four objectives and six measurable global 
targets to be achieved by 2020 (17).  
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16. In order to monitor progress in achieving these targets and to monitor other critical aspects of 
mental health systems development, a set of core mental health indicators was developed. All countries 
in the Region completed the mental health atlas 2014 questionnaire which is based on these indicators 
and which will serve as the baseline for monitoring progress towards meeting the targets of the global 
action plan.  

17. Most countries report that they have a mental health policy (77%) and the proportion of group 1 
and 3 countries having mental health policies is higher compared to group 2 countries (83% each of 
group 1 and 3 compared to 70% of group 2 countries). However, in relation to compliance with 
international standards, the rates are comparable across the three groups of countries (57%, 58% and 
53% respectively)1. Most countries report that they have mental health legislation (73%), but only one 
third are fully compliant with international human rights instruments. However, the mental health laws in 
group 3 countries are more likely to be compliant with international human right standards (87% 
compared to 40% of group 1 countries). No country is fully implementing its existing policy while about 
45% of countries are partially implementing the relevant legislation.  

18. With regard to service user empowerment and participation, the Region has the lowest level of 
involvement of association of service users and their families. Group 2 countries have greater 
involvement of stakeholders, with an average of 40% of the domains (information, policy, early 
involvement, participation and resources) at least partially implemented, twice that for group 1 and 
group 3 countries.  

19. With regard to investment in mental health, the government is the main provider of funds for care 
and treatment of severe mental disorders in 77% of countries. Four countries provided data on total 
government mental health expenditure, including at least one from each of the health system groups. The 
one group 1 country had an annual per capita government mental health spending of  
US$ 7.24, while the average spending for the two group 2 countries was US$ 1.35 and for the one Group 
3 country less than US$ 0.01. A tentative estimate of median government spending on mental health in 
the Region is US$ 6.32 per person, which is very low in comparison with the global median of 
US$ 72.57. 

20. The average mental health workforce in the Region is 14.6 personnel per 100 000 population. This 
is less than half the comparable global rate of 33.8 per 100 000 population. Furthermore, in about one 
third of countries, more than 85% of the mental health workforce is deployed in mental hospitals. There 
was a substantial increase in the mental health nursing workforce between 2011 and 2014 in group 1 and 
group 2 countries. The fall in numbers of psychiatrists per 100 000 in group 2 countries, with an increase 
in group 1 countries, suggests that sociopolitical and economic factors may be influencing the 
availability and mobility of mental health resources. Group 3 countries have the highest percentage of 
doctors, and nurses and midwives who have received training in mental health for at least 2 days in the 
last 2 years. The Region is slightly above the global median for training of primary care physicians 
(2.1%) and slightly below median for training of nurses and midwives (1.7%).  

21. With regard to availability of mental health services, a median of 6.1 beds per 100 000 population 
is available across the Region; 64.3% of psychiatric beds are located in mental hospitals and 35.7% are 
located in community settings – general hospitals 18.3% and community residences 17.4%. There is a 
clear gradient across group 1 to group 2 and group 3 countries. This distribution is almost unchanged 
from that found in 2011. The median number of mental hospital beds per 100 000 in the Region is 
comparable with the global median of 6.5 per 100 000.  

                                                      
1 Countries in the Region are grouped into three groups based on population health outcomes, health system performance 
and health expenditure.  Group 1: Bahrain, Saudi Arabia, Kuwait, Oman, Qatar, United Arab Emirates; Group 2: Egypt, 
Islamic Republic of Iran, Iraq, Jordan, Lebanon, Libya, Morocco, Palestine, Syrian Arab Republic, Tunisia; Group 3: 
Afghanistan, Djibouti, Pakistan, Somalia, Sudan, Yemen.   
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22. In the area of promotion of health and prevention of disease, globally 41% of countries have mental 
health promotion and prevention programmes, the same percentage as in the Region. Within the Region, 
60% of group 2 countries have more than one functioning national mental health prevention or promotion 
programme, which is twice the rate in group 1 and group 3 countries. The three countries that have 
developed a national suicide prevention strategy are all in group 2.  

23. In the area of information systems, although 19 countries have produced reports on mental health 
data, almost half of the countries have not published a specific mental health information report in the 
past 2 years. Group 2 countries have the most advanced profile for publication of mental health 
information. All but one (or 90%) of group 2 countries have published a specific report focusing on 
mental health in the past 2 years whereas, only half of group 1 countries and no group 3 country have 
published a specific mental health report in the same time period. Although the Region compares 
favourably with other regions, the current information systems may not be in line with the target 
indicators of the mental health action plan. 

A framework for scaling up action on mental health in the Eastern Mediterranean Region 

24. The Sixty-sixth World Health Assembly adopted a comprehensive mental health action plan 2013–
2020. The plan sets out a vision and roadmap for mental health for countries of the world to achieve by 
2020. It identifies specific actions for Member States and for international and national partners with 
agreed targets and indicators. In order to operationalize the vision and roadmap set out in the plan, a 
regional framework for scaling up action on mental health is proposed which identifies key strategic 
interventions across the domains of governance, health care, promotion and prevention, and surveillance, 
monitoring and research. It also provides a set of indicators to monitor progress in implementing these 
interventions. The domains correspond to the four objectives of the mental health action plan 2013–2020 
and are guided by its underpinning principles. However, given that a disproportionately high number of 
countries of the Region are experiencing complex emergencies, the regional framework also suggests 
strategic interventions across its first three domains, which can help countries prepare for, and minimize, 
the damaging effects of complex emergencies on mental health. 

A. Governance  

25. The key governance responsibilities are in the development and oversight of implementation of 
mental health policies and plans, mental health legislation and finances. These form the supporting 
framework in which mental health services will be delivered. It is crucial that they complement and 
support each other. For example, mental health laws should codify the fundamental principles, values, 
aims and objectives of mental health policies and plans, and budgets need to be allocated to achieve the 
national mental health plan targets.  

Key strategic interventions   

• Establish/update a multisectoral national policy/strategic action plan for mental health. 
• Review legislation related to mental health in line with international human rights 

covenants/instruments and establish a mechanism to independently monitor the implementation of 
updated legislation. 

• Integrate priority mental conditions in the basic health delivery package of the government and 
social/private insurance reimbursement schemes. 

• Embed mental health and psychosocial support in national emergency preparedness and recovery 
plans. 

B. Health care 

26. WHO has proposed the service organization pyramid for an optimal mix of services for mental 
health (17). At successively higher levels of the pyramid the mental health needs of the individual 
require more intensive professional assistance with commensurate higher costs of care. This balanced 
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approach involves scaling up of community-based mental health services, including integration of 
mental health into primary care and other priority health care programmes, such as making pregnancy 
safer, the Expanded Programme on Immunization and integrated child care programmes on the one hand 
and scaling down of mental institutions on the other (18–27).  

Key strategic interventions  

• Reorient the mental health services by: 
• providing  people with mental health conditions and their families access to self-help and 

community-based interventions;  
• downsizing the existing long-stay mental hospitals and ensuring protection of the rights of 

people with mental health conditions; 
• establishing mental health services in general hospitals for outpatient and short-stay inpatient 

care; 
• integrating delivery of cost effective, feasible and affordable evidence-based interventions for 

mental conditions in primary health care and other priority health programmes. 
• Implement best practices for mental health and psychosocial support in emergencies. 

 
C. Promotion and prevention  

27. Mental health promotion and prevention interventions can improve the mental health of the 
population by mitigating risk factors,  enhancing protective factors for good mental and physical health, 
and contributing to lasting positive effects on a range of social and economic outcomes. Evidence 
suggests the following interventions as having the most potential for the Eastern Mediterranean Region 
(15,28–36).  

Key strategic interventions  

• Integrate recognition and management of maternal depression and parenting skills training in 
maternal and child health programmes. 

• Integrate life skills education in school curricula, using a whole school approach. 
• Reduce access to means of suicide. 
• Train emergency responders to provide psychological first aid. 
• Employ evidence-based methods to improve mental health literacy and reduce stigma. 

 
D. Surveillance, monitoring and research 

28. The lifeblood of planning and development is evidence, including both evidence about the local 
needs and services, and research evidence about new innovations. The mental health action plan requires 
relevant high quality mental health and service indicators to be collected and reported. Some of these 
indicators can be incorporated into routine national data collection, and others may need to be 
supplemented by periodic surveys. Similarly, mental health research is critical, to guide rational policy 
development, strategic programme planning and the reorganization of mental health services. Prioritizing 
mental health research, particularly implementation research, can generate enormous returns in terms of 
reducing disability and preventing premature death (37). 

Key strategic interventions for surveillance and information systems  

• Integrate the core indicators within the national health information systems (see Annex 1). 
• Enhance the national capacity to undertake and utilize prioritized implementation research. 
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Baseline comparison with the targets set out in the mental health action plan  

29. This section provides the current baseline and the projections for achieving the targets set out in 
the mental health action plan.  

30. Global target 1.1: 80% of countries will have developed or updated their policy/plan for mental 
health in line with international and regional human rights instruments (by the year 2020). Although 55% 
of countries of the Region have updated their mental health policies in the past 5 years, 32% (seven 
countries) are compliant with all the international standards identified and therefore meet the action plan 
target. If this target is to be achieved, policies need to be updated in line with human rights instruments 
in at least 11 more countries by 2020.  

Global target 1.2: 50% of countries will have developed or updated their law for mental health in line 
with international and regional human rights instruments (by the year 2020). While 73% of countries of 
the Region have mental health legislation (either stand-alone or integrated in other legislation), only 27% 
(six countries) are compliant with all five measured components of human rights standards  and therefore 
meet the action plan target. If this target is to be achieved, mental health legislation needs to be updated 
and enacted in five more countries by 2020.  

Global target 2: Service coverage for severe mental disorders will have increased by 20% (by the year 
2020). In order to monitor and assess this indicator a current baseline of service coverage needs to be 
established. Current information in the Region does not properly establish this baseline. First, the 
denominator for calculating coverage is the total population at risk, rather than the total population in 
need. Second, the reporting of numbers of people with severe mental disorders treated is available only 
for 13 countries at the level of the mental hospital, 9 at general hospital and 8 at mental health outpatient 
levels. If the treated prevalence in mental health outpatient facilities, currently at the level of 1158 per 
100 000 population (based on 8 countries) is to increase by 20% by 2020, then the target is 1390 per 
100 000 population. 

Global target 3.1: 80% of countries will have at least two functioning national, multisectoral mental 
health promotion and prevention programmes (by the year 2020). According to the responses to atlas 
2014, to meet the target by 2020, the nine countries with two or more programmes must continue to have 
eligible programmes, and a further nine countries must establish two or more national promotion or 
prevention programmes. 

Global target 3.2: the rate of suicide in countries will be reduced by 10% (by the year 2020). The annual 
regional age-standardized suicide rate for the Region is 6.4 per 100 000 population (7.5 for males and 
5.2 for females). A reduction by 10% suggests a target of 5.8 suicides per 100 000 per year. However, the 
currently reported rates may underestimate the true suicide rate due to possible social, religious and 
cultural factors. There is an urgent need to work towards establishing accurate suicide reporting in 
countries of the Region. 

Global target 4: 80% of countries will be routinely collecting and reporting at least a core set of mental 
health indicators every two years through their national health and social information systems (by the 
year 2020). Although 19 countries have produced reports on mental health data (either dedicated reports 
or reports on mental health in general health statistics), it is clear from the responses to the 2014 atlas 
questionnaire that the extent of mental health information is limited in most countries and a current 
baseline against which to monitor and assess this indicator is difficult to establish on the basis of 
available data.  

Conclusion 

31. The key evidence informed strategic interventions identified which would be considered as “best 
buys” and “good buys” have been brought together in the proposed regional framework for scaling up 
action on mental health with the aim of facilitating implementation of the mental health action plan 
2013–2020 (Annex 1). The framework is supported by a set of WHO tools and guidelines. Furthermore, 
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a set of indicators is proposed to monitor progress towards implementation of the strategic interventions. 
These indicators are in line with the indicators of the action plan, in order to avoid duplication of efforts 
in monitoring progress towards the targets of the action plan. The information needed to report on the set 
of indicators in the regional framework can be gathered either routinely through incorporation of the 
indicators into the health management and other information systems of the countries, or can be 
collected by periodic surveys. 

32.  All the strategic interventions identified under the four main domains provide synergy to each 
other.  

33. The Regional Committee is invited to endorse the regional framework for scaling up action on 
mental health.  
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Annex 1. Proposed regional framework to scale up action on mental health in the 
Eastern Mediterranean Region 

Domain Strategic interventions Proposed indicators 

Governance Establish/update a multisectoral national 
policy/strategic action plan for mental 
health  
Embed mental health and psychosocial 
support in national emergency 
preparedness and recovery plans 

Country has an operational multisectoral national 
mental health policy/plan in line with 
international/regional human rights instrumentsa 
Mental health and psychosocial support provision is 
integrated in the national emergency preparedness 
plans 

Review legislation related to mental health 
in line with international human rights 
covenants/ instruments 

Country has updated mental health legislation in line 
with international/regional human rights instruments 

Integrate priority mental conditions in the 
basic health delivery package of the 
government and  social/private insurance 
reimbursement schemes 
 

Inclusion of specified priority mental health conditions 
in basic packages of health care of public and private 
insurance/reimbursement schemes 
Enhanced budgetary allocations are in place for 
addressing the agreed upon national mental health 
service delivery targets  

Health care Establish mental health services in 
general hospitals for outpatient and short-
stay inpatient care 
Integrate delivery of cost-effective, 
feasible and affordable evidence-based 
interventions for mental conditions in 
primary health care and other priority 
health programmesb 
Provide people with mental health 
conditions and their families with access 
to self-help and community-based 
interventions. 
Downsize the existing long-stay mental 
hospitals  

Proportion of general hospitals which have mental 
health units, including inpatient and outpatient units 
Proportion of persons with mental health conditions 
utilizing health services  (disaggregated by age, sex,  
diagnosis and setting) 
Proportion of primary health care facilities with 
regular availability of essential psychotropic 
medicines 
Proportion of primary health care facilities with at 
least one staff trained to deliver non-pharmacological 
interventions 
Proportion of mental health facilities monitored 
annually to ensure protection of human rights of 
persons with mental conditions using quality and 
rights standards 

Implement best practices for mental 
health and psychosocial support in 
emergenciesc 

Proportion of health care workers trained in 
recognition and management of priority mental 
conditions during emergencies  

Promotion and 
prevention  
 

Provide cost-effective, feasible and 
affordable preventive interventions 
through community and population-based 
platformsd 
 
Train emergency responders to provide 
psychological first aid 

Proportion of schools implementing the whole-school 
approach to promote life skills  
Proportion of mother and child health care personnel  
trained in providing  early childhood care and 
development and parenting skills to mothers and 
families 
Proportion of mother and child health care personnel  
trained in early recognition and management of  
maternal depression  
Availability of operational national suicide prevention 
action plan 
Regular national campaigns to improve mental health 
literacy and reduce stigma using multiple delivery 
channels 
Psychological first aid (PFA ) training is incorporated 
in all emergency responder trainings at national level  

Surveillance, 
monitoring  
and research  

Integrate the core indicators within the 
national health information systems 
Enhance the national capacity to 
undertake prioritized research 

Routine data and reports at national level available 
on the core set of mental health indicators 
Annual reporting of national data on numbers of 
deaths by suicide 
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aOperational: refers to a policy, strategy or action plan which is being used and implemented in the country, with 
resources and funding available to implement it with a unit /department which has a specifically delineated budget, 
human resource allocation and authority to monitor the implementation of the policy/strategy in the country. 
bCost-effective, feasible and affordable evidence-based interventions (“best buys”) for management of 
mental disorders include: treatment of epilepsy (with older first-line antiepileptic drugs), depression (with generic 
antidepressant drugs and psychosocial treatment), bipolar disorder (with the mood-stabilizer drug lithium), and 
schizophrenia (with older antipsychotic drugs and psychosocial treatment). However, there are a number of 
interventions for management of mental disorders starting in childhood and adolescence, anxiety and stress-related 
disorders and suicidal behaviours which can be classified as  “good buys” and which are also part of the mhGAP 
intervention guide (mhGAP-IG) http://www.who.int/mental_health/mhgap/en/. 
cBest  and good practices for mental health and psychosocial support in emergencies include: strengthen  
community self-help and social support; support  early childhood development (ECD) activities; train and supervise 
staff in the management of mental health problems that are relevant to emergencies; provide evidence-based 
psychological interventions  through lay workers; ensure regular supply of  essential psychotropic medications; 
address the safety, basic needs and rights of people with severe or chronic mental illness in the community and 
institutions; encourage dissemination of information to the community at large. 
dBest practices (cost-effective, feasible and affordable evidence-based interventions) for prevention of 
mental disorders and promotion of mental health include: early child development and parenting skills 
interventions  and laws and regulations to restrict access to means of self-harm/suicide. Mass information and 
awareness campaigns for promoting mental health literacy and reducing stigma; early recognition and management 
of maternal depression; identification, case detection and management  in schools of children with mental, 
neurological and substance use (MNS) disorders; integrating mental health promotion strategies, such as stress 
reduction, into occupational health and safety policies; regulations to improve obstetric and perinatal care, 
strengthening immunization; salt iodization programmes; folic acid food fortification; and selective protein 
supplementation programmes to promote healthy cognitive development  are recommended as “good practices” 
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