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Publishable summary 

 

The ‘Emerging mental health systems in low- and middle-income countries’ (Emerald) programme was 

carried out over five years from 2012 to 2017 in six low- and middle-income countries (LMICs) in Africa and 

Asia (Ethiopia, India, Nepal, Nigeria, South Africa and Uganda). The aim of the Emerald programme was to 

get a clearer understanding of how to improve mental health systems in these six countries, in order to provide 

more and better care for people with mental illness. The reason for starting the Emerald programme was to try 

and help reduce the large ‘treatment gap’ that exists for mental illness worldwide, whereby a large percentage 

of people with a mental illness (over 75% in LMICs) do not receive any form of treatment or care for their 

mental illness; for the minority of people who do receive care for their mental illness, the care is often 

inadequate or of poor quality. 

The Emerald programme took a broad approach to improving the mental health care systems in the six 

countries, which has involved work across four areas: 1) identifying the resources, and financing mechanisms 

that are needed at the health-system level, to enable the provision of mental health care in a way that is 

adequate, fair and sustainable; 2) identifying the processes that need to be in place within the health system, in 

order for mental health care to be integrated into other existing health services at the primary-care level (such 

as primary health clinics, general hospitals and GP facilities); 3) specifying the information that needs to be 

collected and monitored within the health system, in order to assess how well mental health services are 

performing; and 4) enhancing the skills and competencies of three target groups in the six countries (mental 

health researchers; policy-makers and planners; and service users and their caregivers) to plan, implement, 

evaluate and sustain health system improvements. 

The Emerald programme’s results and achievements have been wide-ranging. These have included the 

following:  

 A new module for the OneHealth Tool (see http://www.avenirhealth.org/software-onehealth.php) has 

been developed and used to estimate the costs and health impacts of mental health care provision in the 

six Emerald countries. This has resulted in the finding that the resource needs to expand mental health 

services to the desired level are not large in absolute terms but that the resulting improvements in health 

are substantial; for example, in Ethiopia, Nepal and Uganda, the projected cost of delivering key mental 

health services for psychosis, depression and epilepsy at target levels is under US$ 0.50 per head of 

population. 

 Emerald has found that having a household member with a mental illness has a severe negative economic 

and social impact, and that this negative impact is greater if the person has a mental illness compared to a 

physical illness. This finding indicates that it is essential to improve access to mental health care, 

preferably delivered through primary care and community-based health care platforms, for example by: i) 

including mental health care within Universal Health Coverage plans, and ii) providing financial 

assistance in the form of disability grants or cash transfers for people living with a mental illness. 

 Emerald’s analysis of each country situation led to the recommendation that Social Health Insurance 

models offer the most promising avenues to achieve sustained resourcing for mental health, as well as 

improving the efficiency with which resources are used for mental health, by moving away from 

specialised care to primary health care services. There is a need for continued advocacy for mental health 

services to be included in the benefits packages under these social health insurance financing models, to 

increase the political will and tackle the low priority given to mental health. 

http://www.avenirhealth.org/software-onehealth.php


 Emerald found that the integration of mental health into primary health care requires more than just 

technical training and supervision of health care providers in the required clinical skills. This training 

needs to be accompanied by systems strengthening to support integrated mental health care. This includes 

systems interventions to support integrated chronic care and patient centred care at an organizational level 

as well as workforce preparedness interventions that include relational leadership skills, clinical 

communication skills and emotional coping skills. Such systems strengthening to support integrated 

mental health care varied across the six Emerald countries depending on country needs but was found to 

improve patients’ experience of overall chronic care across the countries. 

 As part of these workforce preparedness efforts, a Clinical Communication Skills training module was 

developed and introduced into the national scale-up efforts in South Africa to support integrated mental 

health care into primary care services; the training module promotes a patient-centred approach, necessary 

for the diagnosis and treatment of chronic conditions (including mental disorders). The training module is 

also being adapted for use in Ethiopia. 

 In Nepal, psychotropic medication has been included on the free drug list in response to research carried 

out by Emerald and the resultant advocacy efforts by the Emerald team in Nepal. 

 Emerald developed a set of indicators that can be used within the routine mental health information 

systems in LMICs to monitor the provision of mental health services in primary health care. The set of 

indicators has been tested within Emerald, with the results showing that it is possible, useful and 

acceptable to integrate the indicators into routine monitoring of mental health care within existing health 

information management structures in LMICs. 

 Emerald has supported ten PhD students (three from Ethiopia, two from India, two from South Africa, and 

one each from Nepal, Nigeria, and King’s College London, respectively), and two MSc students (from 

Nepal and Nigeria). They have the potential to make important contributions to mental health systems 

research in LMICs through their PhD/MSc work and through their future activities. 

 A series of training courses has been developed and used for mental health researchers; policy-makers and 

planners; and service users and their caregivers. This includes 27 Masters modules; three short courses to 

support mental health systems research; a workshop on mental health care planning; and a workshop and 

manuals to support service user advocacy and empowerment. The materials will be made freely and 

openly accessible online. 

 Models of best practice have been developed for training activities and collaborations between the global 

North and South, and within the global South. Emerald has highlighted the importance of appropriateness, 

reciprocity and sustainability within these collaborations, and that people in LMICs should drive the 

process of, and be equal partners in, any training activities. 

 

The Emerald programme has communicated its findings widely through a project website, Social Media 

(Facebook, Twitter, LinkedIn, Google Plus, YouTube), leaflets, newsletters, policy briefs, research papers in 

scientific journals, talks at scientific conferences, annual reports, videos, and press conferences and releases. 

 

 

 

 

 

 


