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The Bernard van Leer Foundation commissioned this report as a means to identify the current 
trends in parental and carer mental health and its impact on children with a view to informing 
future policy, advocacy and program development to improve childhood early development.  

An effort has been made to document findings from high-income countries (HICs) and to also 
address burden of mental illness and opportunities and innovations in low- and middle-income 
countries (LMICs). The lead authors of this report have a long-standing commitment and interest 
in maternal and child mental health and parental mental health strengthening in community and 
specialist care settings. Following a narrative review, summary findings are presented and 
recommendations for supporting scaling up action and future research work are offered.  
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Definitions  
 
ECD - Early Childhood Development (ECD) refers to the physical, cognitive, linguistic, and socio-
emotional development of a child from the prenatal stage up to age eight. 
 
mhGAP – the acronym stands for mental health gap action program which proposes scale up services for 
mental, neurological and substance use disorders for countries especially in low and lower middle 
incomes. It has development treatment guidelines, assessment tools, low intensity interventions and 
generated evidence around available interventions.  
 
Return on investment - is a form of economic evaluation that values the financial return, or benefits, of 
a health intervention against the total costs of its delivery.  
 
Adolescent pregnancy - teenage or adolescent girls within the ages of 13-19, becoming pregnant. The 
term in everyday speech usually refers to girls who have not reached legal adulthood, which varies 
across the world, who become pregnant. 
 
Morbidity - refers to having a disease or a symptom of disease, or to the amount of disease within a 
population. 
 
Mortality - this could be a death rate, or the number of deaths in a certain group of people in a certain 
period of time. 
 
DALYS - one DALY can be thought of as one lost year of "healthy" life. The sum of these DALYs across the 
population, or the burden of disease, can be thought of as a measurement of the gap between current 
health status and an ideal health situation where the entire population lives to an advanced age, free of 
disease and disability. 
 
Meta-Analysis - refers to a statistical procedure for combining data from multiple studies. 
 
Systematic Review - summarizes the results of available carefully designed healthcare studies 
(controlled trials) and provides a high level of evidence on the effectiveness of healthcare interventions. 
Judgments may be made about the evidence and inform recommendations for healthcare. 
 
Life course approach - An approach that aims at increasing the effectiveness of interventions 
throughout a person’s life. It focuses on a healthy start to life and targets the needs of people at critical 
periods throughout their lifetime. 
 
Social Determinants of Health - The social determinants of mental health, according to WHO,  are the 
conditions in which we ‘are born, grow, live, work and age,’ which are generated by economic status, 
social power, and access to resources such as education, health, and safe environments. 
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Executive Summary 
 

Mental health is a human right and yet current trends demonstrate a great and growing need to improve 
mental health policy and practice given both the disease burden and treatment gap. This is particularly 
the case for the mental health of parents, carers and crucially children. This report outlines the key 
trends around the importance of investing at an early stage of life – focusing on the impact of the mental 
health of parents and carers on early childhood development. It demonstrates why it is important to 
empower parents and carers with the necessary skills and competencies and ensure there is the 
necessary medical, psychosocial and policy related support for the management of mental disorders.  
 
There is enormous wealth of information that has been generated in last two decades of global mental 
health research and advocacy targeting parent and caregiver needs across the lifespan, and its impact on 
early childhood development. This report documents evidence that points to the compelling need to 
strengthen existing research, programming and advocacy work in parental, carer and child mental health 
and it provides examples of past and current interventions to improve parental, carer and child mental 
health.   
 
Mental health over the life course 
 
It's estimated that 970 million people worldwide had a mental or substance use disorder in 2017. 
Anxiety disorders are estimated to be the leading cause of disability adjusted life years (DALYS) 
associated with mental disorders.  
 
The susceptibility to mental, neurological and substance use disorders is spread out over the life course.  
Worldwide 10-20% of children and adolescents experience mental health disorders. Half of all mental 
illnesses begin by the age of 14 and three-quarters by mid-20s. Neuropsychiatric conditions 
(mental disorders attributable to diseases of the nervous system) are the leading cause of disability in 
young people is all regions. The incidence of mental health disorders rises when young adults are 
transitioning and becoming parents, i.e. from adolescent years onward with mental health conditions 
peaking in early 20s. The figures vary from one cultural context to another as early parenthood, 
especially motherhood, is more common in some regions than others. It begins to rise again towards the 
end of the lifespan. 
 
As human beings evolve and grow, transition from one role to another, mental health needs change and 
therefore interventions too need to incorporate prevention, treatment and advocacy components that 
respond to the individual’s context. This is significant given that both parents/carers and children need 
ongoing support as their roles and life trajectories evolve. While parents would be the main biological 
carers, the broad category of carers includes grandparents, and extended family members including 
older siblings who play an important role in child development in many parts of the world. 
  
The mental health of parents and carers 
 
Worldwide about 10% of pregnant women (15.6% in LMICs) and 13% of women (19.8% in LMICs) who 
have just given birth experience a mental disorder, primarily depression. In adolescent mothers, post-
partum depression is estimated to be between 26-50%. Furthermore, depression is not the only 
condition affecting vulnerable women. Many more peripartum women experience symptoms of anxiety, 
trauma, stress, low self-esteem and a loss of confidence as individuals and this impacts their role as 
carers. 
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Lack of mental health services and resources is a huge concern in high, middle and low income countries. 
Of greatest concern are vulnerable populations including pregnant adolescents and adolescent 
motherhood, peripartum women, parents with disabilities and the support required for parenting and 
parental mental health amidst humanitarian settings and conflicts. Providing mental health care to 
mothers of low birth weight infants or pre-term births, and timely identification and treatment of 
peripartum depression have been identified as critical pathways to reduce maternal morbidity. 
 
The impact of parental and carer mental health on the child  
 
It is estimated that globally between 15-23% of children live with a parent with mental illness and 
parental ill-health predisposes these children to mental illness. Additionally, children can be affected by 
the suicide of a parent or carer and by the average reduction in life expectancy of someone with a 
mental health condition. Parental mental health directly impacts early childhood development and in 
high burden households, adverse social determinants such as poor environment and poverty affect both 
caregivers and their offspring.  
 
Single parenthood is a particular risk factor for optimal child development. In many parts of the world, 
single motherhood brings added responsibilities and constraints. However, in recent studies, single 
fatherhood has been associated with the worst self-rated health and mental health and partnered 
fathers with poor self-rated health and mental health. There are some studies that report on the mental 
health of fathers on child development: existing evidence suggests it is important to look at fathers and 
male carers in relation their mental health and its impact on children. 
 
Policy gaps for parental, carer and child mental health 
 
Approximately 25% of countries have no mental health legislation, more than 40% of countries have 
no mental health policy and over 30% have no national mental health programme. The responsibility 
to provide adequate and timely support for parents, carers and children lies with national governments 
yet many are failing in their duties. The legislation and policy in HICs have targeted access to evidence-
based psychotherapies and access to psychotropic medication. Despite this, mental health services in 
many resource rich countries remain inaccessible and insensitive. While there is an effort to include 
families in mental health programming, there is variable inclusion of consideration of parent and carer 
mental health on child development. 
 
In LMICs, even though countries may have enacted an updated mental health policy they have not 
necessarily changed the system to conform to the WHO's recommendations or to evidence-based 
guidelines. The investment in building community health structures is critically missing as most funding 
support goes in sustaining psychiatric facilities and institutions and building managerial capacity in 
primary care and specialist institutional contexts. A focus on institutions often means ignoring the need 
to keep parents and carers with the children for whom they are responsible.  
 
Successful interventions are available 
 
A number of successful community-, school- and health facility- based maternal and parental mental 
health interventions have been tested worldwide, including in LMICs. Large numbers of innovative 
interventions and programs have been tested on parental mental health including interventions 
combining both caregiver and child mental health outcomes in different income settings.  
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This report has selected successful community mental health interventions according to those that were 
marked by simplicity of intervention, ease of their acceptability into the community and low effort from 
specialized or community health institutions.  However, the impact of positive parenting on child mental 
health in humanitarian context still needs refinement and scaling up. Further, there are few studies on 
child and adolescent sexual and reproductive health, adolescent pregnancy and vulnerable mothers in 
humanitarian contexts. 
 
The case for investment 
 
Lack of investment in mental health across all countries is striking. Evidence shows governments spend 
an average of only 3-4 percent of their health care budgets on mental health, ranging from less than 1 
percent in low-income countries, to 5-8 percent in high-income countries. 

The low national budgets for mental health are a cause for deep concern. If mental health is a human 
right then the global community needs to do much more to invest and promote mental health. To build 
the case for national and global support there needs to be the data and arguments to demonstrate cost-
effectiveness, return on investment and cost of inaction. However at least some of this data exists and 
yet investment has not substantially increased. There needs to be a concerted effort to strengthen 
political buy-in for the delivery of services that address the mental health needs of parents, carers and 
children. This will contribute to national and international efforts to achieve the SDGs.  
 
Summary of Recommendations 
 
1. Mental health is a human right. Parents, children and families need strong mental health.  Improving 

maternal mental health is the area for which there is greatest evidence of a positive impact on child 
development. BvLF’s work in support of early childhood development and its ongoing work in 
partnership with others, places it in a unique position to draw on different sources of evidence and 
to advocate for mental health for all, particularly as it relates to child development.  

2. Specific attention needs to be paid to pregnant and parenting adolescents and their offspring in 
LMICs and to fathers in all countries. BvLF can help draw attention to, and advocate for, greater 
support for mothers, young parents and for fathers. 

3. There is an important opportunity to increase mental health care under SDGs target 3.8 to achieve 
Universal Health Coverage. BvLF can use its experience of advocacy and influencing to ensure mental 
health is advanced as part of the SDG and UHC agenda. 

4. Greater innovation and integration with ECD are essential to successful parent and carer mental 
health interventions if they are to lead to enhanced child outcomes. Given the history and role of 
BvLF on ECD it has a unique opportunity to help advocate for, and invest in, greater integration. 

5. Generating further knowledge by more research including implementation effectiveness is 
important to inform future programming. BvLF can help make the case not only for sharing lessons 
from HICs in LMICs but for greater research and innovations direction for LMICs. 

6. Greater political and financial support from national governments, key international donors and 
policy makers for parental and carer mental health is necessary, to positively impact child 
development. BvLF can help to bring international donors and NGOs on board to address the cost of 
inaction by developing a convincing economic case and advocating for greater political and financial 
action. 

 
 
  



 
 
 
 
 
 

10 

1. The global mental health context 
 
There are well-established findings in global mental health that help provide context for understanding 
the importance of parent and carer mental health: 
 
• Overall mental health trends show that disability attributed due to mental disorders is rising globally 

and this trend is part of the surge of non-communicable diseases in both LMICs and HICs.i  
 
• It's estimated that 970 million people worldwide had a mental or substance use disorder in 2017. 

Anxiety disorders are estimated to be the leading cause of disability adjusted life years (DALYS) 
associated with mental disorders.  

 
• The susceptibility to mental, neurological and substance use disorders is spread out over life span. 

Current patterns show that children and young people are disproportionately affected due to the 
developmental and social challenges they have to navigate.  

 
• Every phase of the lifespan includes well-documented risk factors and vulnerabilities to mental 

disorders; however, the global burden of mental illness demonstrates that this burden is highest in 
younger age groups from late adolescence to late thirties.  (See figure 1 which maps mental, 
neurological and substance use morbidity drawn out from analysis of 2010 GBD data).  

 

• Looking at age patterns across individual lifespan, the evidence points to greater vulnerability and 
risks for mental disorders closer to the time young adults are transitioning and becoming parents, 
i.e. from adolescent years onward, demonstrating that mental health conditions peak in early 20s 
(see figure 1). The figures might vary from one cultural context to another as early parenthood, 
especially motherhood, is more common in some regions than others.  
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Figure 1: DALYs attributable to mental, neurological and substance use disorders across lifespan, GBD 2010 data (source: 
Whiteford et al 2015) 
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• Parenthood when combined with chronic stress including adverse social determinants of health 
paves way for ill-health. This environment is ripe for development of mental disorders or mental 
disorder related comorbidities combined with physical disease conditions. This requires early 
investment in a timely manner to address adversities, chronic stress and support vulnerable families 
and populations in time-responsive manner. 
 

• Mental health interventions need to combine treatment along with prevention and promotion 
elements – the education of parents, communities and policy makers about the importance of 
mental health and addressing the behavioural risk factors underpinning well-being – to ensure 
greater impact and reach.  

1.1. Mental health over the life course  
 
• As human beings evolve and grow, transition from one role to another, mental health needs change 

and therefore interventions too need to incorporate treatment, prevention and advocacy 
components that respond to the individual’s context. 

• Mental health should be seen as a continuum across the lifespan: a life course approach considers 
biological, environmental and social determinants of health and development.  

• Early childhood and adolescence offer unique entry points to make a positive impact.  
 

Child mental health is an ongoing developmental process that has beginnings with conception in 
pregnancy through to adolescence and young adulthood. It is, therefore, impossible to separate child 
and parental mental health as one shapes the other. People need treatment for mental disorders as well 
as life-skills, support structures and strategies to combat challenges throughout their life which will have 
an impact of the mental health of children in their care.  
 
Donald Winnicott, a paediatrician and child psychoanalyst, who was known to be a prolific writer on 
family mental health, would say ‘there is no infant without the mother’ meaning that we cannot talk 
about child development without considering the caregivers whose own lives and ecosystem impacts 
the child’s well-being.ii  
 
Healthy youth and positive parenting experiences are protective factors not only for the child but also 
for parents across their lifespan. Figure 2 offers a lifespan-based approach to development that factors 
in neurodevelopment, biological, social and genetic determinants of health. Some of the genetic or 
developmental disorders can be mitigated if chronic/toxic stress and high-risk behaviours are addressed 
at the right time.  
 
Figure 2 also underscores the need to see how neurodevelopment is both a cause and consequence of 
biological and environmental influences. The caregiver’s attitudes towards health, level of health 
awareness and material resources available to them to make healthy choices in life, are critical to child 
development. Processes such as plasticity (the human brain’s ability to change throughout lifetime 
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especially more so in early years), pruning (the process of removing the irrelevant synapses during 
infancy and childhood period) and senescence (growth arrest at cellular level due to aging) are critically 
impacted by environmental exposure through parenting experiences and interface with social 
determinants of health.  
 

As figure 2 shows, a phenotype refers to the observable physical properties of an organism; these 
include the organism's appearance, development, and behaviour. An organism's phenotype is 
determined by its genotype, which is the set of genes the organism carries, as well as by environmental 
influences upon these genes.iii  
 
For example, in many parts of South America, South Asia, and Sub-Saharan Africa (SSA), adolescent girls 
and boys are known to develop severe substance use disorders; alongside with this, the rates of early 
and unintended pregnancy are also very high in these regions. The prevalence of fetal alcohol syndrome 
in LMIC settings has grown over the years and in principle this is a syndrome caused by environmental 
exposure that can be controlled. If young adolescents are provided with guidance on impact of 
substances, offered sexual and reproductive health (SRH) education and appropriate SRH services 
including community and health facility-based campaigns, and awareness interventions programs, fetal 
alcohol syndrome would be highly preventable. 

 
1.2. Mental health of parents and carers  
 
• Maternal depression is a leading cause of disability in mothers living in high adversity LMIC contexts. 

However, depression is not the only condition affecting vulnerable women. Many more peripartum 
women experience sub-clinical symptoms of anxiety, trauma, stress, somatization, low self-esteem 
and a loss of confidence as individuals and this impacts their role as carers.iv 

Figure 2: Biological and social determinants of neurodevelopment across life span. Source: Lancet Commission on global mental health 
and sustainable development 2018 
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• Access to medical care, including addressing intimate partner violence (IPV), timely dissemination of 
solutions for infant care during illnesses, mental health care of mothers of low birth weight infants 
or pre-term births, and timely identification and treatment of peripartum depression have been 
identified as critical pathways to reduce maternal morbidity. 

• Given half of all mental health conditions develop before the age of 14 and three quarters before 
the age of 20, adolescent parents, especially mothers, require additional support for their mental 
health needs. 

• Fatherhood and barriers experienced by men in providing emotional support to their families 
remains under-investigated but evidence gathered suggests fatherhood is a cause of mental ill 
health and should be more systematically addressed. 

• Loss of education, opportunity and security are tied to family dysfunction, mental and physical 
health problems for parents, carers and children. 

There are several considerations when it comes to understanding parental mental health needs. Mental 
and physical health of both parents (and carers) matters. Against the backdrop of a lifespan approach, 
this section offers specific evidence around parental mental and potential interventions. 
 
1.2.1 Maternal Mental Health 
 
Globally, depression is the leading cause of disease burden in women of reproductive age.v Estimate of 
the prevalence of depression during perinatal period is 11-18% worldwide, and 30-50% in LMICs.vivii In 
LMICs, maternal and neonatal disorders continue to be the top five leading causes of disability and 
maternal mental disorders represent a big proportion of that total disability burden.viiiix With regards to 
maternal morbidity, maternal depression is known to be a key risk factor contributing to DALYS.x  
 
In a meta-analysis, covering 200 plus studies focusing on 56 countries, the global prevalence of 
postpartum depression (PPD) was found to be approximately 17.7% (and higher rates were found in 
LMICS at approximately 19%).xi Loss of education, opportunity, and security was tied to family 
dysfunction, mental and physical health problems in several of these studies.  
 
Suicide prevention, access to medical care especially with regards to timely dissemination of solutions 
for infant care during illnesses, interventions for low birth weight infants or pre-term births and timely 
identification and treatment of PPD have been identified as critical pathways to reduce maternal 
morbidity.xiixiii 
 
Mental disorders, especially depression, and Intimate Partner Violence (IPV) have been identified as 
critical risk factors leading to poor maternal health. IPV also increases the risk of depression and there is 
evidence that the longer the duration of the exposure to abuse, the more pronounced the impact on 
depressive symptoms; this applies to high-, middle- and low-income country settings.xiv  
 
Figures 3a and 3b address the DALYS associated with all causes and behavioural risks in females ages 15-
49 years in the Global Burden of Disease Study, 2017.  
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Figure 3: Global maternal and neonatal disorders associated with a) three GBD subset of risk factors b) behavioural risks 
associated with maternal and neonatal disorders in LMICs. (Source: GBD, 2017) 

 
1.2.2 Adolescent pregnancy and adolescent motherhood and parenthood 
 
UN figures estimate over 16 million girls worldwide give birth between ages 15-19 and around 1 million 
before the age of 15 in LMICs.xv Structural inequalities and social environments impact adolescent well-
being including their reproductive, educational and long-term social development.xvi Psychosocially, 
adolescence is a critical stage linking childhood development to further growth in adulthood.   
 
Adolescent pregnancy predisposes girls to poor physical health outcomes, and adverse mental health 
consequences, with depression and anxiety being the most common mental disorders.xvii Depression 
during motherhood impacts the infant and has been associated with negative child outcomes ranging 
from impaired physical health to poor neuro-cognitive development.xviii  
 
It is well-documented that pregnant adolescents are 2-9 times more likely to develop perinatal 
depression and perinatal depression has a detrimental impact on parenting, family functioning, parent-
child relationships, and children’s physical, social, behavioural health, and cognitive functioning.xixxx 
Higher estimates of PPD are also reported in adolescent mothers (26-50%).xxi xxii xxiii   
 
High prevalence of adolescent pregnancies and perinatal depression in vulnerable adolescents and 
women in low income countries especially in SSA has resulted in a tremendous public health burden 
with further effects on the well-being of children and damaging impact on family, community health and 
the productivity of youth.xxiv 
 
While there is research on perinatal depression, adolescent mental health and child development – with 
has well-established evidence and remedial suggestions - the challenge often comes in trying to 
‘implement’ these innovative research findings. 
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UNICEF has recently reported 115 million young boys have been married as children with one in five 
before the age of 15xxv. Therefore, it is not only young girls but also boys that struggle with mental health 
due to the pressures of early marriage, parenthood and the requirement to earn a livelihood (as they 
frequently do not continue their education). 
 
Meanwhile it should be noted half of all mental health conditions develop before the age of 14 and 
three quarters before the age of 20 therefore beyond anxiety and depression (which affect an estimated 
300 million people), young parents are at risk of other mental health conditions that have potentially 
life-long impacts on their childrenxxvi.  
 
For example, schizophrenia typically begins in late adolescence or early adulthood. There are an 
estimated 23 million people living with schizophrenia, and while effective treatments for schizophrenia 
exist and people affected by it can lead a productive life, only 1 in 2 people globally have access to such 
treatment. Meanwhile suicide occurs throughout the lifespan but it is the second leading cause of death 
among 15-29 year olds globally. There are an estimated 800,000 deaths by suicide each year and many 
more attempts. These examples reinforce the need for support for young parents. 
 
1.2.3 Paternal Mental Health 
 
Single parenthood is a particular risk factor for optimal child development.xxvii In many parts of the world, 
single motherhood brings added responsibilities and constraints. However, in recent studies, single 
fatherhood has been associated with the worst self-rated health and mental health than partnered 
fathers with poor self-rated health and mental health.xxviii  
 
Fathers with low levels of education and those with mental health conditions were more likely to exert a 
negative effect on the mental health of their children.xxix In a qualitative study carried out in the UK, it 
was found that fathers experienced psychological distress in the perinatal period but they questioned 
the legitimacy of their experiences. Darwin et al found that men may be reluctant to express their need 
for support lest it detract from their partner's needs.xxx  
 
The recommendation of Darwin et al is to have resources tailored to men, framed around fatherhood, 
rather than mental health or mental illness per se. These authors suggest these focused interventions 
would help align men's self-care with their role as supporters to their female partners. Baldwin et al 
suggest that fathers would need more guidance and support around the preparation for fatherhood and 
partner relationship changes.xxxi These studies point to the need for greater male partner support during 
transition to parenthood. A Cochrane study reiterated similar limitations of group-based parenting 
interventions when it identified lack of studies focusing on fathers. It also found that very few studies 
reported outcomes on fathers.xxxii  
 
Interventions targeting child mental health through paternal mental health are innovative ways of 
bolstering vulnerable families. A study funded by Grand Challenges Canada in Vietnam tried to mobilize 
fathers in parenting and involve them directly in the cognitive and emotional development of their 
infants. The study sought to indirectly enhance infants’ nutritional status by having fathers encourage 
mother’s breastfeeding exclusivity and duration.xxxiii Moreover, engagement of fathers and male 
caregivers can help not only strengthen the maternal and child mental health programming and but also 
address barriers to mental health care (such as resistance of male family members to seeking treatment) 
at the same time.  
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1.2.4 Extended Family Carer Mental Health  
 
There is limited documented evidence around mental health interventions focusing on extended 
caregivers such as grandparents or even first-degree relatives. From our review findings, two set of 
studies have utilized extended caregivers. One set focuses on the mental health burden and behavioural 
aspects of HIV prevention and treatment adherence looking at family and community as a support 
base.xxxiv xxxv xxxvi In some of these studies, orphan-hood and adoption of children by other caregivers have 
been the reason to address larger family mental health support.  
 
The second set of studies focuses on family and community strengthening to address psychiatric illness 
in adults by enabling the caregivers to address their stress and anxiety. This is addressed in the work of 
the EMERALD and PRIME consortium.xxxvii xxxviii However, understanding the mechanisms of change in 
interventions focusing on extended family remains limited. Most of the studies cited here were carried 
out in SSA and parts of South Asia including Nepal.  
 
The premise of strengthening social support through the engagement of the family and community 
members is well-proven.xxxix xl However, this model has not been tested in terms of involving older 
siblings, grandparents or even neighbours in the context of offering ECD and parental mental health 
support. The community model and its focus on peer-support is somewhat similar to this model but no 
clear evidence has been demonstrated so far on its sustainability and long-term effectiveness on mental 
health outcomes. 
 
1.3 Impact of Parental and Carer Mental Health on Early Childhood Development 
 
• It is estimated that globally between 15-23% of children live with a parent with mental illness, and  

parental ill-health can impact both emotional and physical development of children and predispose 
these children to mental illness. 

• Parental mental health conditions are linked to several negative outcomes in children, including low 
birth weight, higher rates of child diarrheal and respiratory diseases, stunting, increased hospital 
admissions, lower completion of recommended immunisation schedules and social and emotional 
difficulties among young children.  

• Parental mental health directly impacts early childhood development and in high burden 
households’ adverse social determinants affect both caregivers and their offspring.  

There is a strong link between parental and carer mental ill health and the physical and mental 
development of children. As noted in previous sections, depression during motherhood impacts the 
infant and has been associated with negative child outcomes ranging from impaired physical health to 
poor neuro-cognitive development.xli Perinatal depression has a detrimental impact on parenting, family 
functioning, parent-child relationships, and children’s physical, social, behavioural health, and cognitive 
functioning.xliixliii 

 
There is strong evidence in LMICs that perinatal mental health conditions are linked to various harmful 
outcomes in children, with the largest evidence pointing to lower birth weight in babies of women 
depressed both during pregnancy and/or after childbirth.xliv Other outcomes for children born to 
mothers with depression include higher rates of child diarrheal and respiratory diseases, stunting, 
increased hospital admissions, lower completion of recommended immunisation schedules and social 
and emotional difficulties among young children.xlv  Further studies have shown that maternal 
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depression and stress also can lead to early cessation of breastfeeding, which has further negative 
effects.xlvi  

 
In regards to lower completion of recommended immunisations, parents struggling with mental health 
or overwhelmed by stress may be less likely to seek health services for their children, resulting in a lower 
completion of immunisation schedules. The Thinking Healthy Programme in Pakistan that targets the 
prevention and treatment of maternal mental health, for example, explicitly aims to improve 
immunisation rates as a measure of the success for the programme.xlvii  
 
Maternal depression is also associated with increased prevalence of mental disorders amongst their 
children, including anxiety, attention deficit hyperactivity disorder (ADHD), and conduct disorders. 
A correlation has also been shown between parents experiencing posttraumatic stress disorder 
symptoms and psychological distress in their children.xlviii  

 
Other mental illnesses, aside from depression, can also negatively affect early childhood development. 
For pregnant women, stress not only affects their ability to bond with their future child, but also can 
affect the fetus’ neural development, both in the womb and after birth. Maternal anxiety and stress 
have an adverse effect on the attention span, reactivity and cognitive development of young children. 
One study conducted in rural China found that infants and toddlers of caregivers who had symptoms of 
at least moderate or severe anxiety had significantly lower language scores, and caregivers who showed 
symptoms of moderate or severe depression or anxiety were significantly more likely to have infants and 
toddlers with social-emotional delays.xlix  

 
Caregivers who show signs of mental health problems are also significantly less likely to engage in 
interactive and positive parenting practices.  Research has shown that maternal depression and stress 
often impairs the mother’s sensitivity toward her child, depriving her of the energy, focus and patience 
necessary to have quality interactions and relationships, and decrease the quality of nurturing care.l A 
lack of a responsive relationship with a child may disrupt the developing architecture of the brain, and 
subsequent physical, mental, and emotional health may be impaired.li   

 
Parents and caregivers may negatively impact physical health through physical violence and abuse.  
An analysis of reviews shows parenting programmes have the potential to both prevent and reduce the 
risk of child maltreatment, but there remains a lack of evidence from LMICS where the risk of child 
maltreatment is greatest.lii The result of maltreatment and other adverse childhood experiences can 
have damaging effects on children’s brain architecture, psychological functioning, mental health, 
behaviours around health risks (such as smoking, alcohol and drug abuse, unsafe sex, and violence), non-
communicable diseases (such as cardiovascular disease and cancers) and communicable diseases (such 
as HIV and STDs).liii   
 
There is evidence to suggest behavioural disorders in children are closely associated with parents’ 
psychological problems and there is good evidence that behavioural disorders can be seen as a child’s 
reaction to family problems. A child’s exposure to a mother’s depression between five and seven years 
of age is a major factor in predicting the development of internalizing and externalizing symptoms in the 
child.liv Much less is known about paternal depression in LMICs, however depression amongst fathers 
has also been shown to negatively affect child development. Specifically, paternal depression during the 
postnatal period is associated with behavioural and emotional problems in children.lv lvi 
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In addition, there is also evidence of children’s reaction against numerous inappropriate environmental 
stimuli such as parental or social rejection of the child due to disability, illness, inadequate parental 
affection and support, family’s aimlessness and coldness, lack of maternal love and care, insecure 
childhood attachments, and parents’ stress.lvii  
 
1.3.1 Social Determinants of Health  
 
A number of social determinants of health including access to clean water, housing, medical and social 
services impact parental ability to provide care and protection. In some ways these are ‘causes of the 
causes of ill health and poor quality of life’.lviii Health disparities emanate from social contexts: there are 
differential consequences of ill health for more and less advantaged groups in socioeconomic, medical 
and mental health terms.lix Permanent poverty is related to levels and transitions into poor parental and 
child mental health.lx lxi lxii Parental and caregiver mental health is immediately impacted by structural 
and intermediary social determinants (see figure 5). 
 
Stigma and poverty are described as the main barriers for parental and carer involvement in mental 
health service. The best documented social determinants of mental disorders include adverse childhood 
experiences, poor and unequal education, food insecurity, poor housing quality and housing instability, 
unemployment and underemployment, limited access to health care, poverty, and discrimination.lxiii  
 

 
Figure 4: Social Determinants of Health. Source: WHO conceptual framework on social determinants of health National 
Academic Press, 2016 

The WHO adverse childhood experiences (ACE) framework helps explain the combined impact of both 
family and society on children.  ACEs are very common across cultures and social class contexts with 
higher vulnerability to some groups such as those in economic hardships or refugee contexts. Increasing 
levels of exposure are associated with either an increasing or a decreasing risk of the outcome. Toxic 
stress can impact both the caregiver’s mental health and have intergenerational implications for child 
health outcomes.lxiv Toxic stress is when the stress stops becoming a positive factor in emotional health 
and efficiency and becomes intolerable.  
 
Figure 5 offers a multi-layered understanding of various risk factors that impact children and their 
caregivers across the lifespan. It offers a pathway for understanding trajectories of families with poor 
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and at-risk mental health and a contrast between mentally healthy carers and children. There are 
bidirectional influences on parental mental health – those that emanate from their own well-being and 
health related factors and others that may stem from child health conditions and outcomes.  
 

 
Figure 5: Protective and risk factors in the early life course. Source: Lancet Commission on global mental health and sustainable 
development 2018 

Interventions would need to be modelled on needs. There are those with very poor mental health 
outcomes who need services to move from high risk to a more safe and secure trajectory, and those who 
are mentally healthy that need promotive and preventive strategies to continue on their journeys across 
the lifespan. 
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2. Policy gaps for parental, carer and child mental health 
 
A mental health policy is a government statement specifying values, principles and objectives for mental 
health and it is usually implemented in the forms of mental health plans, programmes, strategies and 
legislation at multiple levelslxv.  
 
There is considerable scholarship on parental, carer and child mental health with prevalence estimates, 
country level statistics and analyses of barriers and facilitators in providing care. The responsibility to 
provide mental health services and legal protection often lies with national governments yet 
approximately 25% of countries have no mental health legislation, more than 40% of countries have no 
mental health policy and over 30% have no national mental health programme.lxvi  
 
It will not be possible to improve parent, carer or child mental health without mental health legislation, 
policies and programmes, that are well resourced and able to address the fundamental challenges 
outlined in the paper above. 
 
2.1 Global level policy, conventions and frameworks, and what is missing 
 
WHO is the UN agency global mental health policy lead. The WHO Comprehensive Mental Health Action 
Plan (2013-2020)lxvii was agreed by WHO member states as a means of clarifying what action needs to be 
taken to deliver good mental health for all. It covers six key areas: Universal Health Coverage (UHC), 
human rights, evidence-based interventions, the life course approach, the multisectoral approach and 
empowerment of individuals with mental disorders and psychosocial disabilities. It sets goals and targets 
for national action.  
 
In each of these areas some progress has been made but there are significant gaps in equity and access 
at national and regional level with regards to scaling up services and interventions in both HICs and 
LMICslxviii. The World Health Assembly recently approved the proposal that the goals and targets are 
updated and the plan extended from 2021 to 2030. Therefore, the period from now to May 2021 will be 
critical to efforts to strengthen the ambition of the international community to make progress in 
improving the mental health of all – men, women and children. 
 
Meanwhile the WHO Quality Rights Toolkitlxix developed by WHO to guide member states requires the 
establishment of community-based, recovery-oriented mental health services in accordance with Article 
19 of United Nations Convention on the Rights of Persons with Disabilities which asserts that persons 
with disabilities, including psychosocial disabilities, should be provided with support to live 
independently in the communitylxx. 
 
The current international momentum to encourage national governments to develop plans to achieve 
Universal health Coverage (UHC) is a significant policy moment for mental health. The concept of UHC 
emerged in response to a growing awareness of the worldwide problems of low access to health 
services, low quality of care, and high levels of financial risk.lxxi UHC is now a core tenet of UN SDG 3. 
UHC was preceded by the aspirational notion of a minimum standard of health for all, enshrined in the 
Universal Declaration of Human Rights (adopted by the UN General Assembly in 1948) and the 
declaration of Alma-Ata in 1978, and many HICs have provided universal coverage for decades. The 
World Health Assembly endorsed the modern concept of UHC as an aspiration for all countries in 2005. 
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Subsequent World Health Reports by the WHO expanded on various technical aspects of UHC, and in 
2015, UHC was adopted as a sub-goal (target 3.8) of SDG 3.lxxii  
 
The SDGs, especially through the UHC movement, is driving global policy around integrated health care 
at all levels of services. The social determinants of health framework targets health access issues that 
impact those affected with mental disorders. UHC is intended to break the vicious cycle in which low 
socioeconomic status (SES) contributes to poor mental health, which in turn lowers SES. UHC aims to 
improve access to and use of basic health and social services, especially among the most disadvantaged. 
 
Despite the current civil society and UN agency enthusiasm around UHC, integrated mental health at 
various service levels is still missing in large parts of the world. An effective health system is one that 
meets these UHC objectives by providing equitable access to affordable, high-quality health care—
including treatment and curative services as well as health promotion, prevention, and rehabilitation 
services—to the entire population. Mental health is far behind physical health in UHC. 
 
In 2019 there are a series of political events and moments at which UHC is being highlighted with a view 
to accelerating progress at national and international levels. Countries are setting out their UHC plans to 
2030, yet frequently these only focus on physical health. Now is a critical time to advocate for mental 
and physical health parity – and for that to be enshrined in national UHC policies and in international 
frameworks and funding support for the achievement of UHC. 
 
2.2 Trends in legislation and policy in high-income countries 
 
Global mental health advocacy tends to target health disparities, promoting task-sharing and the 
development of a community health models in line with the WHO recommendationslxxiii. 
Deinstitutionalization continues to be a prioritylxxiv. The Lancet Commission on Global Mental Health and 
Sustainable Develop recommended that a concerted effort be made in HICs to strengthen community, 
primary care, secondary and tertiary care in terms of coverage, degrees of specialization and a full 
spectrum of interventions that are evidence basedlxxv.  
 
The mental health legislation and policies in HICs have targeted access to evidence-based 
psychotherapies and access to psychotropic medication. Despite this, mental health services in many 
resource rich countries remain inaccessible and insensitivelxxvi. It has been reported that in the UK 
mental health spending increased to a record £11·6 billion in 2016–17lxxvii and other countries, most 
recently New Zealand, have also sought to increase expenditure. The paucity of trained specialists and 
health workers is not as great as in LMICs however the mental health workforce is insufficient and over 
stretched in many countries.  
 
There are also limited resources and funding to carry out evidence-based research rigorously testing 
interventions. Organisations such as Welcome are investing in addressing such gaps: The Welcome Trust 
has announced £200 million for a program focused on strengthening the evidence base on teenage 
anxiety and depression. For the most part, the best funded research into interventions remains focused 
in HICs with a longer term objective of transporting these to LMICs (rather than begin with a focus on 
LMIC settings).  
 
Interpersonal psychotherapy for individuals with depression and interpersonal psychotherapy for 
adolescents were both developed in the US and transported to LMICs due to interest in adapting this 
model for group interventions with vulnerable women. Similarly, stepped care models have been 
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adopted for use from UK and European health systems as a way of strengthening primary care services 
and enhancing specialist care for those who are most needy and in distress. From Netherlands, Italy, 
Germany, Australia and New Zealand, models on youth mental health and engagement with diverse 
youth populations on mental health stigma, engagement and integration within social contexts have 
been championed and offer unique opportunities to strengthen integration of immigrant and 
stigmatized youth populations.  
 
Psychotherapies, which is a well-developed field in UK, Europe and North America, needs legislation and 
greater promotion (with the necessary funding to sustain it) to best serve the most disadvantaged: it 
continues to be an area that needs prioritization.  
 
2.3 Trends in legislation and policy in low- and middle-income countries  
 
The most pertinent critique in LMICs is that even though countries may have enacted a mental health 
policy they have not necessarily changed the system to conform to the WHO's recommendations or to 
evidence-based guidelines. The investment in building community health structures is critically missing 
as most funding support goes to sustaining psychiatric facilities and institutions and building managerial 
capacity in LMIC contexts in primary care and specialist institutional contextslxxviii. 

 
Under UHC, essentially most LMICs are focusing on integrating mental health care and systems in line 
with the broad health priorities. However, availability of timely and appropriate financial and human 
resources presents a challenge.  
 
The African and South East Asia regions have the lowest percentage of updated mental health legislation 
of the 111 countries who participated in the WHO Mental Health 2017 Atlaslxxix. According to the Atlas, 
66 countries or 40% of responding countries have updated their mental health legislation in the previous 
5 years (since 2013), most commonly in the European region, however the proportion of countries that 
have updated their laws in the African region has more than doubled since 2014 to 21%lxxx. Out of the 64 
countries stating that they do not have a stand-alone mental health law for mental health, 34 have 
mental health legislation that is integrated into general health or disability lawlxxxi.  
 
There is policy and programmatic action in LMICs, and legislative reforms are also taking place from 
revamping the mental health policy to developing a brand new one (for example the new mental health 
legislation in Liberia in 2017 and in India in 2018). The challenge remains in actioning these policies and 
agendas given the lack of resources, political will, health systems capacity and human resources deficits. 
These require not only a multisectoral response but also a dedicated financial and political commitment.  
 
As a result, locally based CSO advocates have been working to help improve and reform mental health 
legislation, policies and practice. This ranges from helping to write the legislation and policies 
themselves (e.g. in India and Tonga) to campaigning for specific elements of the law or policies to be 
amended (e.g. stopping the practice of shackling in Indonesia and Ghana). In some cases these CSOs 
have been assisted by international NGOs and other stakeholders e.g. the Human Rights Watch work 
with local CSOs on stopping shackling; and the work of the Carter Centre in supporting action on the 
ground in Liberia. In May 2019 the Speak Your Mind campaign was launched to advocate for improved 
policies and practice and the necessary resources to sustain them. It is a CSO-led campaign bringing 
together advocates in over 15 countries (high, middle and low income countries) to call for change at 
national and global level.  
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3. Early Childhood Development and Mental Health 
 

• Worldwide 10-20% of children and adolescents experience mental health disorders.  
• Half of all mental illnesses begin by the age of 14 and three-quarters by mid-20s. 
• Neuropsychiatric conditions (mental disorders attributable to diseases of the nervous system) 

are the leading cause of disability in young people is all regions.  
• In a number of aspects of health policy and practice the link between child and adult mental 

health is not sufficiently well made. Similarly, between developmental disabilities and mental 
health. 

• Ideally ECD and mental health programmes will be developed and implemented together to 
improve parent and carer mental health and promote ECD.   

 
The table in figure 6 provides the leading causes of mental illness in children under five years of age. 
Parents and carers supporting children with such mental illnesses are themselves put under further 
strain on their own mental health as a result. 
 

 
Figure 6 Mental disorders associated DALYs of under 5 children from low- and middle-income SDI   Source: GBD, 2017 

Few studies globally have integrated intellectual impairment, ADHD, and parental depressive and anxiety 
disorders in the early childhood development programs or targeted these conditions in mainstream 
parenting interventions. In LMICs in particular, these conditions cause significant disability and poor 
quality of life for the caregivers and children. Governments can resort to locking up young children as 
the only means of managing disabilities and parents struggle to secure financial support to keep children 
with them in their communitieslxxxii. Yet with appropriate management of these conditions, it is possible 
to retain children in their communities and minimize development of comorbid mental disorders and 
other physical conditions that can easily aggravate disability in these children. Digital and information 
technology is increasingly being used to provide training and services in LMICS where there is a shortage 
of psychiatric resources. The design and scale up of these services need further cost-effectiveness and 
social benefits analyses to further a case for return on investment.  
 
The Nurturing Care Framework developed by WHO offers a dense and comprehensive agenda to 
incorporate child development in timely and thoughtful manner. In terms of very specific components of 
community-based parenting and ECD interventions, the evidence gathered in this paper shows while 
psychosocial intervention programs are effective in improving cognitive outcomes of impoverished 
groups, the evidence was poor for malnourished or stunted children. Strong evidence exists for 
combined treatments, especially incorporation of psychosocial stimulation and parenting interventions 
into ongoing ECD programming. Exclusive breastfeeding and maternal psychosocial support 
interventions improve cognitive and development outcomes. Emotional and social development are 
critical components to child development. Early intervention in these areas are well-known to reduce 
both internalizing (such as depression, anxiety) and externalizing disorders (conduct and other high-risk 
behaviours).  
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The effects of parenting programs on care practices via antenatal programs and through community-
based approach were mixed. Results from interventions evaluated in various reviews we came across 
suggested that more frequent exposure to educational messages through a wide range of channels may 
lead to greater changes in mothers’ care-seeking behaviour during the antenatal period. In terms of 
physical abuse prevention, group-based interventions were found to be effective. Therefore there is a 
need to combine efforts in parental and child mental health to deliver improved child development 
outcomes.  
 
Parental mental health interventions that incorporate ECD elements by actively involving children could 
be a key to a successful program rather than focusing on parental health alone. Incorporation of 
cognitive and emotional development in ECD programs would strengthen the ECD package overall and 
particularly in emergency or humanitarian contexts. Combining ECD packages with psychosocial 
programs such as Intimate Partner Violence (IPV) prevention and promotion of paternal engagement in 
parenting would strengthen existing treatment services. Peer-led programs are effective but require a 
level of social mobilization first to encourage advocates to come forward. Development of interventions 
that combine parental mental health with child mental health including fathers and extended family help 
improve social acceptance and participation.  
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4. Innovations and examples of interventions to address parental and 
carer mental health to improve childhood development outcomes  

 
There are ongoing global efforts to offer prevention and promotion of mental disorders by focusing on 
parents and caregivers in both community, clinical and school settings. Several general mental health 
awareness and targeted interventions focusing on vulnerable populations have been tested in HICs and 
LMICs in last two decades.lxxxiii This section reviews the regional and country level progress of innovative 
scale up efforts assessing cost-effectiveness, comparative effectiveness and the development of new 
implementation strategies in the fields of parental mental health and early childhood development.  
 
A number of successful community-, school- and health facility- based maternal and parental mental 
health interventions have been tested worldwide, including in LMICs. Despite the large number of 
innovative interventions and programs that have been tested on parental mental health, interventions 
combining both caregiver and child mental health outcomes in LMIC settings, and the impact of positive 
parenting on child mental health in humanitarian context still needs refinement and scaling up. Further, 
there are few studies on child and adolescent sexual and reproductive health, adolescent pregnancy and 
vulnerable mothers in humanitarian contexts. 
 
Annex 1 documents a range of interventions. 
 
Some of the interventions selected for this report were because they fulfilled a big gap, such as those 
offering school, community and adolescent focused interventions all in one; others have built robust 
evidence for a common elements therapeutic approach called Common Elements Treatment Approach 
(CETA) that uses different mental health techniques in different doses for different mental health 
conditions. The training of lay and non-specialized health workers in communities, health facilities and 
schools is also a highlight of these intervention examples.  
 
Special implementation strategies and targeted interventions for certain age groups are included e.g. 
addressing suicides in adolescents. Other similar interventions exist but several of those are not well-
documented or their effectiveness not fully tested, especially in real life settings and in terms of costs 
involved. Innovations are needed to integrate mental health within existing structures and connect 
parental and child mental health interventions.  
 
4.1 Task-sharing and integrating mental health in the community settings 
 
Successful community mental health interventions were selected by simplicity of intervention, ease of 
their acceptability into the community and low effort from specialized or community health institutions. 
In these interventions there was a strong component of peer-advocacy and use of peer and lay health 
workers as additional capacity to tackle adversity and mental illness. For a full list see Annex 1. 
 
Some of the most well-known regarding task sharing and integration into community settings are the 
Friendship Bench project that originated in Zimbabwe and the Thinking Healthy Project that originated in 
Pakistan. The Friendship Bench project has trained mainly grandmothers in CBT so that they can offer 
counselling to people seeking support at health centres (the women sit on benches outside the centres). 
It has subsequently been expanded to New York and is currently expanding to other African countries 
with an online component aimed at adolescents also in development. The Thinking Healthy Project was 
adopted and scaled up in different countries through WHO. 



 
 
 
 
 
 

26 

Panel 1: Case Study of Maternal depression and parenting support scale up in Pakistan 
 
Thinking Healthy Program (THP) is the first low intensity psychological intervention endorsed by the 
WHO for the treatment of perinatal depression in LMICslxxxiv. THP was originally based on cognitive 
behaviour therapy and delivered by Community Health Workers. It was recently adapted to enable 
delivery by lay health care providers (Thinking Healthy Program Peer-delivered - THPP, evaluated in 
India and Pakistan) lxxxv. THPP produced better outcomes than enhanced usual care alone, and led to 
moderate effects on clinical, social and functional outcomes over six months post-natallxxxvi. THPP 
was delivered in 6 to-14 individual sessions in four phases (prenatal phase, baby’s arrival, prenatal, 
early infancy, middle infancy) until the baby was 6 months old, with sessions lasting between 30-45 
minutes.  
 
In 40 district clusters of Rawalpindi, Pakistan women between ages 16-45 who were in their third 
trimester and manifested perinatal depression were recruited for the study. The primary outcomes 
measured were infant weight and height at 6 months and 12 months, and the secondary outcome 
was rates of maternal depression. Around 40 female health workers were trained in a brief two 
days long training that was followed by regular once in a month supervision and every four-month 
refresher course. The infant outcomes improved and it was found that there was an increased rate 
of immunization and uptake of contraception in affected women. Mothers in the intervention 
group had lower depression and disability scores and better perception of social support and better 
overall functioning.   

 
4.2 Testing novel mental health delivery strategies  
 
Stepped care intervention delivery has been recently suggested as a way of addressing the mental 
health treatment gap. It is not per se one set of interventions but it is promoted as a health service and 
implementation strategy aimed at utilizing lay health workers to deliver more nuanced mental health 
care. It uses an internal stepped care model that allows for the same non-professional service provider 
(or number of providers) to navigate between different intervention based on the severity and type of 
problems of the person affectedlxxxvii.  

 
Transdiagnostic models could address a wide range of comorbidity problems across the life span while 
reducing the number of treatments needed with the ability to only deliver the dosage needed, 
potentially reducing cost and resourceslxxxviii. The goal is to create a simplified approach with a limited 
number of elements such as simple language, a short manual with practical step-sheets, and decision 
rules giving providers and their supervisors flexible choices in element selection, sequencing, and dose. 
The decision rules help the provider use the client’s initial assessment (e.g., primary presenting problem; 
comorbidity) and ongoing presentation (e.g., symptom changes during treatment) to plan and adjust 
treatment as needed. It has been tested in Ukraine, Kenya, Thailand, Tanzania and other countries like 
Myanmar, Iraq and Zambia in trauma and high adversity contexts with both adults and children with 
good clinical effectiveness.  

 
Community platforms were identified in one systematic reviewlxxxix as a strong alternative to primary 
health care support. They had the potential to reduce stigma, mobilize a wider set of individuals, focus 
on family needs holistically, promote social inclusion and provide additional benefits including medical 
adherence and prosocial parenting. This review also suggested that community platforms had the 
potential to enhance primary care service engagement and improve uptake of specialty carexc. In this 
review, arguments favouring community care were drawn from three brief case studies, including one 
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case study on suicide prevention in Sri Lanka using community engagement which led to enhanced 
follow up. Similarly supporting men and women with psychoses worked better in a community support 
program than facility-based treatment alone.  
 
Home or community-based support by lay health workers was identified as a successful way to manage 
the peripartum period (such as those offered by THP). Provision of adequate antenatal care and centre-
based pre-school services were identified as key considerations for strengthening parental mental 
healthxci.  
 
Learning to play combined with CBT for parents was the subject of a study funded by Grand Challenges 
Canadaxcii. It led to enhanced parental awareness of developmental milestones and improvements in 
school readiness in Pakistan.  
 
A Supported Self-Management (SSM) approach was used by the Mental Health in Adults & Children’s 
Frugal Innovations (MAC-FI) program - focusing on training community health and social workers to 
identify and provide support to primary care users suffering from depression. Following this 
telemedicine coaches deliver weekly counselling sessions to parents of children with behavioural 
disordersxciii. The study demonstrated the potential to provide interrelated solutions for parental and 
child mental health support.    
 
4.3 Multilevel interventions targeting children and adults for scaling up 
 
Targeting both children and adults in a joint project is increasingly being implemented in different 
countries. Below is a case study on a psychosocial intervention focusing on carers of children with 
intellectual disabilities from Malawi. It is an example of targeting children who are suffering from poor 
mental health outcomes and aims to provide support and strength to the caregivers. Other examples are 
included in Annex 1. 
 

Panel 2: Psycho-social intervention for reducing psychological distress among parents of 
children with intellectual disabilities in Malawi 
 
Masulani-Mwale et al (2016, 2018, 2019) have used the framework designed by the UK Medical 
Research Council (MRC) to address psychological distress in parents and caregivers of children 
with intellectual disabilities in Malawi through a rigorous community-based interventionxciv.  
 
The authors of the study found four objectives and research activities were critical: 
(a) use a systematic literature review to create a theory of how psychological interventions help 
to alleviate psychosocial problems in parents of children with disabilities; 
(b) conduct interviews with parents of children with disabilities in order to understand how best 
to address the psychological needs of parents; 
(c) use an expert panel of professionals to identify which themes and subjects would be most 
effective to address in a Malawian setting and;  
(d) pilot and pre-test the intervention according to levels of practicability, the ability to recruit 
and retain participants and the participants perceptions and acceptability by the parents. 
This led to development of the Titukulane intervention that focuses on several training modules 
outlining human development, intellectual disabilities, different types and psychosocial support, 
self-care and management guidelines for caregivers and their families. The parents and other 
caregivers reported the intervention was highly acceptable and feasible. While the work is still 
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ongoing, the study uses a complex setting, integrates treatment, mental health promotion and 
care for a neglected age group of children and simultaneously addresses the caregiver well-
being. Such an approach is a means of tackling parental, carer and child mental health. 

 
4.4 Government-led interventions  
 
Research-practice-policy dialogues use knowledge transfer to facilitate uptake of mental health 
interventions and innovations.  Several developments have taken place in different countries responding 
to their unique needs and development priorities. For examples the UK has used Improving Access to 
Psychological Therapies (IAPT) to strengthen delivery and access to psychotherapies by different 
providers at different settings. The European Union is prioritizing youth mental health and youth 
participation in the development agenda as a way of strengthening their capacities and in the US, the 
focus is on substance use particularly opioid addictions in young mothers with low incomes.  
 
A study published in 2017, surveys integrated (one-stop shop) youth health care across a range of 
different HICsxcv. The study focused on adolescent mental health services but includes at least some 
services that integrate youth mental health within wider family health and education services. The study 
provides a useful overview of 18 integrated services across 5 countries (Ireland, Australia, France, New 
Zealand and Canada) with details on evaluations and impact. It also identified 10 single-service providers 
in six countries (Australia, New Zealand, Singapore, Israel, the US and the UK). It identifies a major flaw 
in many HICs that provide mental health services: the lack of coordination between services focussed on 
children and adolescents and those focussed on adults. This impacts the continuity of care with a 
potential impact not only on children and adolescents using the services, but those same individuals as 
they become young parents in equal need of support. 
 
Annex 1 includes examples of individual initiatives and approaches from a wide range of countries 
including Chile, Uganda, Chile and the US. A separate paper for BvLF documents the government and 
international agency led interventions in conflict and humanitarian settings. 
 
4.5 Which interventions should be recommended for scale up? 
 
Very few interventions can be scaled up without adaption given that health, social services and 
educational systems vary between and within countries and the population needs might vary depending 
on differential social determinants of health. We would suggest interventions need to meet the 
following criteria to be selected: 

1. Tied to efforts towards UHC achievement therefore integration in primary health care and other 
priority platforms; 

2. Use multilevel strategies that integrate school, community and or health sector; 
3. Demonstrate effective multiple engagement strategies to improve mental health literacy and 

promotion at individual level and capacity building at health systems/population levels;  
4. Connect mental health risks to social determinants of health and using social policies to promote 

mental health; 
5. Use cross-country validation of measures, policies and strategies for greater learning around 

implementation challenges; 
6. Incorporate rigorous monitoring and evaluation including cost-benefit analysis. 

 
The Disease Control Priorities report that specifically looks at maternal mental health includes seven 
recommendations outlined in the table belowxcvi. Their recommendation is that the impact on the health 
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and well-being of scaling up these seven interventions as part of Universal Health Coverage (UHC) will be 
substantial and costs would be affordable given that the investment required to improve women’s 
health is modest.  
 

Target Group Priority Interventions 
Young 
Children and 
Adolescents 

• Psychological treatment for mood, anxiety, ADHD, and disruptive behavior 
disorders in adolescents 

Adults and 
Older Women 

• Management of depression and anxiety disorders with psychological and 
generic antidepressant therapy;  

• Self-managed treatment of migraine;  
• Management of schizophrenia using generic anti-psychotic medications and 

psychosocial treatment and management of bipolar disorder using generic 
mood-stabilizing medications and psychosocial treatment; Interventions to 
support caregivers of patients with severe mental disorders 

All Ages • Post- gender-based violence care, including counseling, provision of 
emergency contraception, and rape-response referral (medical and judicial) 

• Long-term care services for patients with severe mental disorders 
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4.6 Which countries already demonstrate positive examples of work to improve parental 
mental health? 

 
The table below summarises our findings on progress made at country level and in what areas. 
 

Country  OECD 
ranking  

Nature of interventions  Positive impact 

Uganda  LIC Group IPT for caregivers of 
nodding syndrome, maternal 
depression.  
Economic empowerment and 
asset building in HIV affected 
communities, in schools and 
communities with HIV orphans 
/affected children 

Improved mental health and health outcomes, 
improved quality of life and livelihood options 
 
Those offered economic empowerment 
opportunities with mental health support 
improved outcomes  

Uganda  

Also Kenya, 
Tanzania 

LIC 

LICs 

Integration of mental health in 
primary care, adoption of 
mhGAP, scaling up of G-IPT as 
evidence based intervention 
for maternal mental health in 
community health care  

Improvement in maternal mental and physical 
health, improved child health outcomes, 
increased community awareness, increase in 
trained staff at primary health care, successful 
adoption of task-sharing and task-shifting 

Malawi LIC Psychosocial intervention for 
parents of children with 
developmental disabilities  

Increased support for caregivers, stigma 
reduction, reduction of caregiver burden  

Malawi, 
Canada, 
Nicaragua 
and 
Tanzania 

Low LICs 
and HIC 

Treatment of depression and 
suicide prevention in schools 

Use of multiple modalities - combined 
interactive radio programs for youth, 
secondary school curriculum materials for 
teaching of mental health literacy, school-
based radio listening clubs and training for 
primary health care providers in the diagnoses 
and treatment of adolescent depression. 
improved mental health and school related 
outcomes.  

India and 
Pakistan  

High LIC Thinking healthy to improve 
maternal mental health 
outcomes especially 
depression in community 
settings  

The intervention improved women’s mental 
health and literacy, improved child health and 
parenting outcomes, women’s financial 
empowerment, increasing their control over 
household spending as well as increased 
investment on parents and girlchild 

Brazil, 
Peru, Chile, 
Guatemala 

HIC to 
LIC 

Stepped care intervention to 
address perinatal depression 
and common mental disorders 

Improved patient outcomes, case identification 
and capacity building at primary care settings  

US, 
Uganda, SA 

HIC, LIC, 
MIC 

Multiple family groups 
interventions 

Improved family functioning, reduction in 
externalizing and internalizing disorders in 
children, improved parenting and parent-child 
communication  
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5. Financing for Mental Health: Existing and Potential Future funding 
 
● While mental health costs the world trillions of dollars each year, the international community is 

investing less than 1% of development assistance for health on mental health; and national 
governments often less than 1% of health budgets. 

● Spending specifically targeting parent, carer and/or chid mental health is hard to track 
internationally and nationally. The available data suggests very low levels of investment with the 
focus of international assistance primarily on humanitarian programmes. 

● Large numbers of people have to pay for mental health care themselves and often go without any 
care at all due to lack of funding and lack of trained health workers or lay persons to provide services 
and support. 

5.1 Mental Health Funding Inadequate  
 
Total poor mental health cost the world economy trillions in lost output each year: in 2010, the cost was 
estimated to be US$2·5–8·5 trillion in lost output due to mental, neurological and substance use 
disorders, depending on the method of assessment used. This sum is expected to nearly double by 2030 
if a concerted response is not mountedxcvii. This is alongside the contribution to poverty, homelessness 
and crimexcviii.  

However, both international and national funding fail to provide even a fraction of the funds required. 
The report of the Lancet Commission on Mental Health and Sustainable Development recommended all 
countries should commit to increase their mental health spending allocation to at least 5% in low middle 
income countries (LMICs) and at least 10% in high-income countries (HICs) of the total health budget to 
achieve mental health parity with physical health by 2030.xcix Few countries are meeting these targets.  

The 2017 WHO Mental Health Atlas reported governments spend an average of 3-4 percent of their 
health care budgets on mental health, ranging from less than 1 percent in LICs, to 5-8 percent in HICs. In 
LICs the median government mental health expenditure is at US$0.02 pppa; in lower middle-income 
countries it is US$1.05 pppa, with more than 80% of that going directly towards institutions such as 
mental hospitals. Out-of-pocket payments for mental health treatment account for 40% of the total 
spend in Africa and 43% in South East Asia.  

Moreover, global mental health is chronically underfunded from international sources (see figure 7). It 
represents just 0.4% of overall Development Assistance for Health (DAH).  
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Figure 7: Development Assistance for Health by Health Focus 1995-2015c 

International funding for mental health originates from a variety of Government and private sources and 
flows through various channels before reaching those in need.  

The schematic presented in Figure 8 from the Global Burden of Disease visualization tool shows that very 
little global health financing at the moment is being invested in mental health. Although a large amount 
of assistance goes to child health, HIV/AIDS, maternal health and NCDs, the evidence on how much 
mental health is incorporated into the programming of each of these sectors is unclear. If mental health 
is a key driver of long-term well-being and economic prosperity of members of a society, the current 
allocation is woefully insufficient.  

 

 
Figure 8 Schematic of Global Health Financing Source: GBD, 2017 Flows of Global Health Financing, GBD 2017 

However, despite these very low figures, development assistance for mental health (DAMH) has 
experienced a 6-fold increase, starting from a low base, from USD $18 million in 1995 to USD $132 
million in 2015. This is still far below the levels of many other health concerns. DAMH is categorized as 
financial, and in-kind resources that are transferred from development agencies to low- and middle-
income countries, with the primary purpose of maintaining or improving mental health. DAMH is 
disbursed to various sectors, ranging from health, education, government and civil services, and 
humanitarian aid. Figure 9 shows the fluctuations in amounts of funding and focus.  
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Figure 9: Annual DAMH by sector, 2007-2013ci 

5.2 Existing international and national investments in parental and child mental health  
 
One-quarter of DALYs for mental disorders and substance abuse is borne by those 24 years old or 
younger, the age group that account for more than 40% of the world’s populationcii. However, aid levels 
do not reflect this concentration of mental health needs in young people. Donors invest little in child and 
adolescent mental health, in both absolute amount and fraction of overall health and other aid budgets. 
 
Estimating the level of development assistance for child and adolescent mental health (DAMH_CA) is 
complex. One study estimated DAMH_CH in 132 developing countries between 2007 and 2015 using the 
creditor reporting systems. The study showed the largest investments in DAMH_CA over this 8-year 
period were disbursed to the humanitarian assistance sector for children and adolescents in disasters or 
conflicts (41%), followed by the sector of government and civil services (31%), the health sector (20%), 
and the education sector (8%). The total amount of DAMH_CA with a primary target on the mental 
health of children and adolescents was US$190.3 million (12.5% of total DAMH and 0.1% of total DAH). 
Furthermore, aid was not necessarily concentrated in countries with greatest needs. Per capita, 90 
developing countries received either 0 or less than US$0.01 average DAMH_CA, including 23 low-income 
countries (out of the 36 in total).  
 
Figure ten shows the breakdown in sources of international funding for Development Assistance for 
Mental health with a focus on children and adolescents.  
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Figure 10: DAMH_CA by sector 2007-2013ciii 

In the short term at least, the quickest, low-cost way to increase mental health funding in LMICs would 
appear to be by integrating mental health and psychosocial support into existing humanitarian response 
and development programmes. The SDG indicators and targets for mental health include reducing the 
rate of suicides; doubling the coverage and treatment rates for substance abuse disorders by 2030; and 
ensuring mental health is a core part of the delivery of a national Universal Health Coverage plan.civ  There 
are benefits to be gained towards achieving the UN SDGs by including a mental health component in other 
sectoral programmes, which could take advantage of larger funded programmes and uncommitted 
budgets. For example, in education, maternal and child health, and communicable as well as non-
communicable disease budgets given the link between mental health and positive outcomes in these 
areas. One immediate example is the replenishment of the Global Fund where there is strong evidence 
that integration of mental health into HIV and TB programme improves outcomes in prevention, diagnosis 
and treatment (including adherence to treatment) for these diseases. Hence an investment in mental 
health will help deliver the Global Fund’s targets to end HIV/AIDS and TB. This is an issue currently being 
pursued by UnitedGMH in support of international experts on HIV/AIDs and TB and mental health, with 
support from national governments and international organisations including the WHO. 

Meanwhile, spending by national governments is both hard to track and estimated to be very low. The 
WHO Child and Adolescent Mental Health Atlascv observed child and adolescent mental health services 
funding is rarely identifiable in country budgets and in LMICs services are most often assumed to be 
delivered using private financing. The report strongly underscores how limited and unsatisfactory the 
government spending investment in child and adolescent mental health services by both HIC and LMICs.  
 
The 2017 Mental Health Atlascvi  found a strong association between total government mental health 
spending per capita and gross national income (GNI) per capita. It also reiterated that the levels of public 
expenditure on mental health are very meagre in LMIC and more than 80% of these funds go to mental 
hospitalscvii rather than more efficiently using the resources to invest in low cost community-based care 
to both prevent and treat mental ill health.  
 
The financial burden of mental health care frequently comes down to the individual - placing a heavy 
burden on limited household incomes especially in LMICs and therefore negatively impacting on the 
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family as a whole including children. The 2017 Mental Health Atlas noted 27% of countries reported 
mental health care and treatment is not included in national insurance or reimbursement schemes and 
19% reported mental health disorders are explicitly excluded from national health insurance or 
reimbursement schemes. In some LMICs notably, in Africa and South East Asia, approximately 40% of 
people pay for their own mental health services - similarly in these regions people may be required to 
pay for psychotropic medications (45% in African region and 30% in the South East Asia region).   
 
5.2.1 Human resources investment gap 
 
Researchers have reported the lack of human resources for mental health over several yearscviii including 
in the WHO Mental Health Atlas (2011) and the WHO Mental Health Atlas (2015)cix. The latter reported 
that globally, nurses were the largest workforce category in the mental health system, with a median of 
4·95 nurses per 100 000 population, followed by psychiatrists at 1·27 per 100 000 population. Mental 
health workers account for only 1% of the global health workforce and 45% of the world’s population 
live in a country with less than one psychiatrist per 100,000 peoplecx. The WHO Mental Health Atlas 
(2017) reports globally the median number of mental health workers is 9 per 100 000 population with a 
wide variation (from below 1 in LMICs to 72 in HICs) cxi. Moreover, the attitudes of health workers 
towards mental health can hinder prevention and treatment given high levels of stigma among health 
workers: this also needs to be addressed if parents, particularly young parents, are to feel confident 
about seeking treatment. 
 
The WHO care pyramid model demonstrates how a combination of primary health care (inclusive of lay 
health workers) and case managers could run evidence based low intensity mental health interventions, 
which are then overseen by more advanced level specialists. However, the lack of trained lay health 
workers including case managers worldwide is a potential challenge to the scale up of this model. 
Multisectoral collaboration and greater commitment to integration of mental health into both formal 
and informal services is essential to help fill the gap in services. 
 

 
Figure 6: WHO Care Pyramid for LMICs (source: Integrating mental health into primary care, WHO, 2008)  
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6.   The case for investment in parental and carer mental health to 
improve early childhood development 
 
• Costings exercises have been undertaken to assess what funds are needed to improve parental and 

carer mental health. 
• There is currently insufficient investment despite good evidence that community, primary health 

care facility and school based mental health interventions are cost-effective and with little 
investments multilevel benefits can be gained. 

• Maternal mental health strengthening and empowerment is critical to receiving greater dividends on 
ECD programs. Enriching these programs with stress management, parenting and positive living 
strategies is a small price to pay for rich returns in terms of healthy, efficient and happy families. 

 
6.1 Costings on Parental and Carer mental health 

Costing studies, cataloguing the impact of mental health problems on service use and other domains in 
monetary terms, can be quite useful, but because they do not provide a measure of the outcomes of 
interventions they cannot be considered to be fully ‘evaluative’cxii. Almost all costing and cost 
effectiveness evaluations underscore the same point.  

6.1.1 Adolescent mental health 

A 2017 study found in their economic analysis of adolescent health interventions that school-based 
interventions did impact positively on SRH outcomes. However, with regards to mental health 
interventions alone cost effectiveness evidence is not so promising. School mental health programs are 
effective, but costs can be enormouscxiii.  

A costing analyses undertaken in 2016 used the Resourceful Adolescent Program–Adolescent version 
(RAP-A) which used 11 hourly psychosocial sessions that led to short-term benefits to depression, 
hopelessness, coping skills, and self-esteemcxiv. Benefits to coping skills and self-esteem were sustained 
at follow-up after six months in Mauritius and to scale in countries such as Ethiopia, India and Mexico. 
The resulting cost of implementing this program at full scale (100 percent coverage) ranges from 
US$0.03 per head of population in Ethiopia and India to US$0.11 in Mexico and US$0.24 in Mauritius, 
reflecting higher salary and other input costs. These findings indicate that school-based SEL 
interventions represent a low-cost strategy for promoting adolescent mental health.  

6.1.2 Adult maternal and parental mental health  

A study by WHO in 2006 provides a comprehensive body of evidence examining cost effectiveness for 
the treatment of individual mental health conditions. It shows that proactive, maintenance depression 
treatment has one of the highest rates of returns particularly because a significant proportion of 
recurrent depressive episodes would be prevented. With regards to affordability and cost-effectiveness 
the report stated the most efficient interventions for common mental disorders (depression and panic 
disorder) can be considered very cost-effective (each DALY averted costs less than one year of average 
per capita income). It added community-based interventions for more severe mental disorders using 
older antipsychotic and mood stabilizer drugs meet the criterion for being cost-effective (each DALY 
averted costs less than three times average income per capita).   
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With regards to combined treatments for Common Mental Disorders and severe mental health 
disorders, this report suggested that such a baseline package across six low- and middle-income regions, 
the potential total health gain emanating from such a combination of intervention strategies is in the 
order of 2,000-3,000 DALYs averted per one million total population, which could be achieved at an 
estimated cost of I$ 5-6 (US$3-4) per capita in low-income settings such as Sub-Saharan Africa and South 
Asia, and up to I$ 13 (US$ 9) in more middle-income regions such as Latin America and the Caribbean. 

The Disease Control Priorities Report recommendations for improving women’s mental health suggests 
greater investment in this sectorcxv. Their projection is across 34 low-income countries an additional US$ 
1.5 billion would be needed per year to implement the DCP3 women’s mental health package; in lower-
middle-income countries the figure is US$ 9 billion annually. At US$ 1.7 per capita in low-income 
countries this expenditure is similar to the investment required to address maternal and neonatal 
conditions but less than the investment required to address HIV/AIDS and other sexually transmitted 
infections. Each $1 million additional investment would avert 1,063 years lost to disability among 
women in LMICs.  

A summary of challenges around costing and cost benefit analysis of complex interventions especially 
those targeting adolescents revealed (Edmunds et al 2018): 

• Interventions for at-risk youth that focus on a single outcome is contrary to the nature of the 
treatment, which will have multiple effects on clients and their communities. 

• Quite a number of economic analyses suffer from small or non-generalizable samples, missing 
sample data, and poor quality or lack of evidence-based evaluations. This requires assumptions to be 
made about effect or impact.  

• Problems with small heterogeneous sample by averaging data rather than using individual data; a 
problem better addressed by larger sample size. 

• Similarly, a lack of costing data means estimations must be made about costs. Limited evidence of 
effect in program evaluation data or limited costing data can result in an under or over-estimation of 
the impacts of a program, impacting on the quality and precision of the economic analysis. 

6.2 Presenting cost-effectiveness evidence for parental mental health  
 
There are a number of studies demonstrating the cost effectiveness of investing in mental health at 
national and community level including in the workplacecxvi. For example, a study on the return on 
investment focusing on depression and anxiety in 36 countries found that treatment of common mental 
disorders (CMDs) led to improved economic productivity and health outcomescxvii. Another study found 
the benefits of better health and labour force outcomes outweighed the costs by 2·3–3·0 to 1 when 
economic benefits only are considered, and 3·3–5·7 to 1 when the value of health returns were 
included.cxviii A third, focused on youth mental health, surveyed forty economic evaluations found 
psychosis was the mental health disorder with the most developed economic evidence cost base. Critical 
to the success of the programmes were a number of factors including engagement and support of 
familiescxix. 
 
A systematic review identified seven studies aimed at estimating cost-effectiveness of early childhood 
development interventionscxx each of which involved parenting interventions focused on conduct 
disorders, and either home visits or practice-based delivery models. Two cost- and cost-effectiveness 
studies from LMICs (Pakistan and Nicaragua) have also been published recently. Both involve Community 
Health Worker-based approaches in which health, nutritional, and child development counselling was 
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delivered during individual home visitscxxi. These studies are promising, because they demonstrate 
relatively low annual costs per child ($37-48) within the context of incremental gains in child 
development measures at scale. 

 
Although Community Health Workers are likely to be a valuable resource for advancing maternal child 
health initiatives in resource poor-settingscxxii, their coverage of households within a community may 
varycxxiii. There needs to be efforts to ensure a well-integrated service across community, primary, 
secondary and tertiary care and between public and private providers (including CSOs). Moreover, there 
needs to be strong coordination between health and other sectors. One studycxxiv reports that the cost of 
integrating a component on responsive stimulation with regular visits for nutrition and health (to 
educate mothers or caregivers) is more modest than that of establishing either a day care or a preschool 
program. In their assessment of an essential ECD package, Horton and Blackcxxv recommend early 
parenting interventions, preferably before first three years of baby’s life and ones targeting first time 
parents. UNICEF (2008) recommends 15 hours per week and a 15:1 (children to teacher) maximum ratio 
however not even many countries even in Europe achieve this goal.  

  
Overall, evidence on cost and cost-effectiveness for interventions targeting parent and carer mental 
health with a focus on the impact on child development is limited, particularly for low-income countries 
in SSA. More work is needed to develop and present a comprehensive economic case for support for 
these particular interventions. 

 
Budgeting for mental health services and prevention work needs a robust public finance management 
system. With a public finance management system in place, the way budgets are designed, allocated and 
used in health becomes central - leading to more credible and realistic health budgets.cxxvi 

 
Three areas that need exploration and strengthening for a better response to the financial investment 
and funding avenues for global mental health.  
 
1. Identifying 4-5 priority intervention areas in order to make the case for funding. While country and 

region level differences are critical and make a huge difference in policy development, it could be 
possible to identify 4-5 areas for priority investment e.g. adolescent pregnancy, substance use and 
suicides in youth, addressing developmental disabilities in children and supporting the mental health 
of young parents. This package could then be the focus of advocacy on increased funding. 
 

2. Engagement with Ministries of Finance, Social Policy, Justice and Gender in addition to the Ministry 
of Health to promote information sharing and the integration of child and adolescent, maternal and 
child mental health. Linking their investment with improved national outcomes such as GDP, 
performance and efficiency of human resources and health or educational systems means it is 
possible to make the case for support for mental health and better cooperation between different 
sectors. Strengthening links between ECD and mental health policy and practice is a good first step.  
 

3. Developing mental health economics and integrating the work of development and behavioural 
economics to better understand cost-effectiveness, return of investment or willingness to pay 
models. Working with the WHO and other organisations to make the case for investment is critically 
important. This combined with the development of indicators and goals for improvements in mental 
health policy and practice within broad national development agenda could help deliver progress. 
The discussion on the future WHO Comprehensive Mental Health Action plan targets and indicators 
is one such opportunity to influence the national and international agenda.   
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7. Summary and Recommendations for BvLF  
 
In this report we have documented evidence that points to the compelling need to strengthen existing 
research, programming and advocacy work in parent and carer mental health.  We have also cited 
examples of programs in different countries and contexts that seek to address these issues and where 
they have been proven a success. There is enormous wealth of information that has been generated in 
last two decades of global mental health research and advocacy targeting caregiver needs across 
lifespan, and early childhood development. This information needs to be better presented and 
harnessed to make the case for support, and where gaps remain, further research undertaken.  
 
The summary below provides an overview of some of the main issues that BvLF may like to acknowledge 
as it develops further work on the subject of parental and carer mental health and in particular as it 
engages existing and potential partners who are already well versed in the area of ECD. The summary 
also highlights key areas for potential future work and support. 
 
7.1 Mental health is a human right. Parents, children and families need strong mental health.  
 

• Every parent and child have a right to health, right to live their life fully and meaningfully with 
respect and dignity. Societies need to offer services for families to maximize their capabilities 
and well-being. 

• The evidence suggests that parent, child and families need stronger mental health support than 
there is available at the moment. This need is particularly acute in LMICs and in regions with high 
adversity, political uncertainty and humanitarian need. Specific attention needs to be paid to 
female pregnant and parenting adolescents and to fathers of all ages. 

• BvLF’s work in support of early childhood development and its ongoing work in partnership with 
others, places it in a unique position to draw on different sources of evidence and to advocate 
for mental health for all. 

 
The current burden of disease due to mental health – for men, women and children – is large and 
growing. Yet the international and national response has been inadequate to date. There are many 
mental health conditions experienced by caregivers that adversely impact parenting and child health 
outcomes, particularly among adolescent mothers. There tends to be a focus on certain conditions in the 
research and implementation of programmes, for example, depression, at the expense of other 
conditions such as trauma, anxiety and stress disorders that deserve equal attention. Societal and 
environmental factors impact parent, carer and child mental health: the impact of poverty and lack of 
opportunity has a large effect on mental health and wellbeing.  
 
7.2 Specific attention needs to be paid to pregnant and parenting adolescents and their 
offspring in LMICs and to fathers in all countries 
 

• The first priority for additional mental health support must be mothers: the evidence is strongest 
regarding the impact of their mental health on the development of their children. However, they 
are not the only group that require attention.  

• Services for young adults must be tailored to their needs, particularly pregnant and parenting 
adolescents. 

• Fathers and extended caregivers need to be sensitively included in mental health programs: 
single fathers report particularly high levels of mental ill health.  
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• BvLF can help draw attention to, and advocate for, greater support for mothers, and for young 
parents and for fathers (two groups frequently overlooked). 

 
The strongest evidence of impact of parent or carer mental health on child development is around the 
connection between mother and child. There is conclusive data demonstrating the importance of 
integrating mental health in maternal and child health programming.  
 
However, given the global demographic transition that is clearly impacting many LMICs, with a 
significant ‘youth bulge’ in many LMICs, there is a compelling need to tailor more mental health services 
for young parents and carers. Pregnant and parenting adolescents are at higher risk than other parents 
and carers of mental health conditions that in turn adversely affect their children. Meanwhile fathers 
and male extended caregivers are frequently overlooked but can have a significant impact on the mental 
health of other family members and the development of their children. Interventions need to take 
account of their needs.  
 
7.3 There is an important opportunity to increase mental health care under SDGs target 3.8 to 
achieve Universal Health Coverage.  
 
• All governments and relevant stakeholders must ensure mental health prevention, care and service 

delivery activities are integral to the policy and practice of UHC and delivery of the SDGs. 
• Influential stakeholders in the mental health constituency and global health, such as donors, should 

use the current push for UHC-related health system reforms to ensure mental health services are 
embedded through health system structures.  

• BvLF can use its experience of advocacy and influencing to ensure mental health is advanced as part 
of the SDG and UHC agenda.  

 
Recent work by WHO and UNICEF in LMICs and global research evidence has demonstrated the 
importance of mental health to the achievement of the development agenda of economic growth, 
productivity, health equity and greater social freedom.  In the momentum to achieve key SDG targets, 
UHC can be leveraged to make broad policy, structural and system level changes for mental health 
services. In ECD, progress has been achieved in physical and emotional health with early intervention 
and parenting programs.  
 
7.4 Greater innovation and integration with ECD is essential to successful parent and carer 
mental health interventions if they are to lead to enhanced child outcomes.  
 
• There is good evidence of innovative interventions that are delivering parent and carer mental 

health interventions leading to enhanced child outcomes. 
• Across all relevant sectors, the need is to have timely and well-designed interventions addressing 

interconnected aspects of parental and child mental health: this means working across sectors and 
disciplines.  

• Parental mental health interventions that incorporate ECD elements by actively involving children 
are a good means to deliver successful programs rather than focusing on parental health alone. 

• Given the history and role of BvLF on ECD it has a unique opportunity to help advocate for, and 
invest in, greater integration. 

 
This report includes examples of wider community or networks within the community to address child 
mental health. However, more broadly whether the interventions are delivered at home, in community 
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or at primary health care clinics, or digitally, this report provides a wide range of examples of programs 
delivering good mental health services for parents and carers with a positive impact on their children.  
 
While it is important to look for more innovation, equally important is for different sectors to work more 
closely together to deliver an integrated approach. For example, parental mental health and ECD need 
to come closer together. The same applies to adolescent mental, sexual and reproductive health and 
maternal and child health services. Greater integration produces better outcomes and can be more cost 
effective.  
 
7.5 Generating knowledge by more research including implementation effectiveness and 
longitudinal designs that include critical social determinants of mental health.  
 
This is a significant gap in both HICs and LMICs research on parental mental health. Several vulnerable 
populations are missing from much of the analysis including adolescent boys and the link between 
parental mental health and the outcomes for children with learning disabilities, physical disabilities and 
intellectual impairments.  
 
The review also revealed there needs to be communication between researchers and professionals  
including research institutions and research teams working on similar issues. There is an assumption that 
findings and models will be adaptable from one context to another, and an overwhelming focus of 
resources on HICs. But for models to be adaptable and innovations scaled up greater communication 
and sharing of information needs to happen. BvLF can help make the case not only for sharing lessons 
from HICs in LMICs but for greater research and innovations direction for LMICs. 
 
7.6 Galvanising greater political and financial support from national governments, key 
international donors and policy makers for parental and carer mental health, to positively 
impact child development  
 
The mental and physical well-being of parents and children is a right that a well-functioning society must 
aspire to provide. Strong political will is critical to achieve the 2030 Agenda for Sustainable Development 
and Universal Health Coverage. We know that the cost of inaction is substantial in terms of future 
revenue lost to economies in the developing world, and for the long-term health and well-being of 
children as they transition into adulthood.cxxvii The economic cost of neglecting the burgeoning child 
development risk factors such as gender-based violence or intimate partner violence and parental 
(especially teenage maternal) ill-health is very high. BvLF can help to bring international donors and 
NGOs on board to address the cost of inaction by developing a convincing economic case and advocating 
for greater political and financial support. 
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Annex 1 – Intervention examples 
 

Task-sharing and integrating mental health in the community settings 
 
The Friendship Bench 
Zimbabwe 
The Friendship Bench in Zimbabwecxxviii uses a three-pronged approach of community engagement, 
especially training of lay health workers to deliver depression care, evidence-based problem solving and 
cognitive behavioural therapy and a government endorsed scale up plan.cxxix cxxx A wooden bench has 
become a metaphor for community engagement in low resource settings, a friendly prop to providing 
care. Lay health workers, known as community grandmothers, deliver cognitive behavioural therapy in a 
safe, comfortable environment on wooden benches outside on the clinic. Patients, referred to the 
benches by clinicians, receive up to six 45-minute counselling sessions, including one home visit and, in 
some cases, referral to other health or social services and at times to income-generating activities. 
Specialist support is available via mobile phones and tablets. Assessed after 6 months, the prevalence of 
depression was less than 10% among roughly 250 Friendship Bench participants versus roughly one-third 
in a control group of similar sizecxxxi. The Friendship Bench project has also developed an Inuka Hero 
program (and study findings are underway). This is a digital chat based coaching product which aims to 
connect people living with common mental disorders in low resource settings to trained coaches 
(Heroes) who provide support via a mobile interfacecxxxii 
 
Thinking Healthy Program 

       Pakistan, India, Vietnam   
Thinking Healthy Program (THP) carried out several feasibility trials and RCTs in India and Pakistan 
focusing on perinatal depression including tracking child health outcomescxxxiii. It was the first formal 
intervention launched by WHO as part of a series of evidence based low-intensity open-access 
interventions for LMICs. The intervention is delivered by female health workers and more recently 
tested delivery by peers and adaptations for adolescents are ongoingcxxxiv. The intervention has 
demonstrated cost-effectiveness and also demonstrated acceptability, effectiveness and cross-cultural 
transportability with trials taking place in Vietnam, India and additional studies in Pakistan. An 
evaluation study on THP found that the intervention increased women’s financial empowerment, 
increasing their control over household spending as well as increased investment on parents and 
girlchild in Pakistancxxxv. THPP produced better outcomes than enhanced usual care alone, and led to 
moderate effects on clinical, social and functional outcomes over six months post-natalcxxxvi. THPP was 
delivered in 6 to-14 individual sessions in four phases (prenatal phase, baby’s arrival, prenatal, early 
infancy, middle infancy) until the baby was 6 months old, with sessions lasting between 30-45 minutes. 
An earlier study from the same regioncxxxvii used similar intervention approach to counsel the women 
about exclusive breastfeeding (EBF).  
 
Group Interpersonal Psychotherapy (G-IPT)  
Uganda, Kenya 
 
Group interpersonal psychotherapy (G-IPT) was recently launched as a WHO endorsed low intensity 
intervention extending the mhGAP evidence for interventions suitable for LMICs. It was first tested in 
war-affected Northern Uganda with men and women including young boys and girls exposed to 
militarization and trauma in that regioncxxxviii. The intervention at that time used the innovation of a well-
developed supervision model integral to psychotherapy practice, which was combined with task-sharing 
involving lay health workers who acted as the primary therapists. It has made great strides in Uganda 



 
 
 
 
 
 

43 

where it was used as a community-based scale-up model for depression in women by the NGO Strong 
Minds, treating over 8000 women in rural and peri urban Uganda. G-IPT has also been used in Kenya to 
test treatment of mental illness and distress in HIV positive depression women exposed to GBVcxxxix.  The 
same model combined with collaborative care implementation model has been used by to address 
depression and distress in caregivers of children affected by nodding syndromecxl. 

 
Testing novel mental health delivery strategies 
 
CETA  
CETA is a transdiagnostic intervention for adults and children with mental health problems and has been 
developed specifically for use in LMICs. Like other common elements approaches, CETA is not 
conceptualized as a new intervention, but rather a new approach to training lay counsellors—one 
focused on common elements of CBT and decision making for treatment focus, element selection, 
sequencing and dosingcxli.  
 
Farm Radio International: Addressing Youth Depression in Malawi and Tanzania 
A school-based intervention for targeting depression and suicide in adolescents tested in Canada, 
Malawi, Nicaragua, and Tanzania has provided a robust mental health curriculum through an integrated 
intervention tested at schools, radio programs, and primary care clinics focusing specifically on 
understanding mental health better (funded by Grand Challenges Canadacxlii). Given that the burden of 
adolescent pregnancies and early motherhood is high in young people living in LMICs, this intervention is 
innovative in targeting multilevel settings, players (pupils, teachers and community members) and 
disorders.  
 
Mental Health on Air 
Malawi, Tanzania  
A first project adapted a Canadian certified adolescent depression program for use in Tanzania to train 
clinic healthcare providers in the identification, diagnosis, and treatment of depression in young people. 
It connects schools to community health centres and trains teachers and health care providers at the 
same time as engaging adolescents. A related project is Mental Health On Air, a unique initiative funded 
by Grand Challenges Canada and led by Farm Radio International in collaboration with 
TeenMentalHealth.org. It aims to raise awareness and reduce the stigma of teenage depression, 
enhance mental health literacy for educators and students through schools and develop for the first 
time community based mental health services for young people in Malawi and Tanzania. It combines 
interactive radio programs for youth, secondary school curriculum materials for teaching of mental 
health literacy, school-based radio listening clubs and training for primary health care providers in the 
diagnoses and treatment of adolescent depressioncxliii. There are no RCTs yet but it remains a scalable 
model with the multi-country and multipronged research evidence.  

 
Multilevel interventions targeting children and adults for scaling up 

 
“Frugal Innovations” for promoting mental health among adults and children 
Vietnam  
The intervention in Vietnam, “Frugal Innovations for promoting mental health among adults and 
children” is carried out in collaboration with Canadian institutions to train community health workers to 
help patients cope with anxiety and depression, and provides telephone-based coaching and support to 
families of children with behavioural difficulties is somewhat innovative. The pilot project focused solely 
on adult depression, but the scaled-up project involves over 4000 adults and children and will include a 



 
 
 
 
 
 

44 

child and family-focused component. Materials for a distance coaching model called "Strongest Families" 
have been adapted and translated for Vietnamese use, and a 25-family pilot study is underway.  
 
FANS 
Pakistan 
The family networks for developmental disability, called FANS, is another study focusing on creating 
family networks for families with children having developmental disabilities in Pakistan. FANS aims to 
task-shift from community health workers to relatives and neighbours to extend this strategy further 
and create support network for families. The programs organize and trains family volunteers, called 
"champions", to provide help to their own children and to those within their network of five to seven 
families. Champions provide training and care via a tablet-based, Avatar-assisted Cascade Training (ACT) 
system that contains interactive, intuitive modules with story-telling avatars based on the WHO mhGAP. 
Hamdani et al (2015, 2016, 2017) began with the use of the WHO Parents Skills training to work with 
community health workers first. Wireless phone-based technology supports the program in many other 
ways as well. Initially, family members dial into an Interactive Voice Response (IVR) system to answer 
questions that help identify a child likely to have a developmental disorder, reducing the need to travel 
to a doctor or to wait for a health worker's visit. The work builds on the cusp of scientific, technological 
and social innovations around developmental needs of children in Pakistan.  
 
Stepped-Care Model 
Brazil, Chile, Peru 
The first of UNICEF’s six strategies for ending violence against children relates to supporting parents, 
caregivers and familiescxliv. A number of interventions focusing on caregivers and parents in LMICs have 
identified that preventing abuse, maltreatment and adverse experiences in children requires parental 
training and attitude change on certain deep-rooted cultural practices. Their work in Brazil, Peru, Chile 
and more recently in Guatemala has focused on treating depression (including perinatal) in poor women 
in primary care settings with a focus on empowering women as they are critical caregivers for their 
familiescxlv. The work uses a three-pronged stepped care model and the program aimed to improve 
existing care with structured protocols and rationalize the use of available resources. The authors have 
argued that innovative programs involve changes that are impossible to assimilate in the day-to-day 
delivery of carecxlvi. The main innovative element in this study was role enhancement for the nonmedical 
group leaders, most of whom were available in the clinics and were often closely connected to local 
neighbourhoods. These studies have as also included adolescentscxlvii. 
 
Interventions for children with parents with mental conditions in HICs  
Netherlands, Norway, USA 
Another set of interventions have been developed around the needs of children with parents with 
mental illness in the HIC context of Netherlands and Norway. Various studiescxlviii have argued that 
preventative interventions are urgently needed for this group given the high-risk these children face: a 
history of family illness is a well-known predisposing and precipitating factor in development of 
psychopathology in the offspring.  
 
Lullaby Project 
USA 
In the US, the Lullaby Project targets pregnant and new mothers and fathers with musicians to write and 
sing personalized lullabies for their infantscxlix.  The scalability of these interventions is not yet fully 
known however the attempt at preventing mental illness by infusing positivity, creativity and resilience 
in parents is noteworthy.  
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Multiple Family Group 
USA, Worldwide 
Multiple Family Group (MFG) is a program developed by social workers focusing on family strengthening 
approaches towards addressing disruptive behavioural disorders in racially diverse children in urban US.cl 
Developed in collaboration with families of youth with disruptive behaviour disorders and mental health 
providers, the intervention involved sessions which were co-facilitated by clinicians and parent 
advocates (parents who have previously navigated through the child mental health service system)cli. 
The approach informed many other programs that were co-developed by McKay and her colleagues in 
South Africa. The collaborative HIV/AIDS and adolescent mental health programme (CHAMP) was 
developed in South Africa as a developmentally-timed, multi-session, family-based intervention that had 
been adapted and implemented with HIV youth in South Africa and in the USclii. It was developed to 
improve parent-child relationships and to strengthen the adult protective shield as a protective factor 
against HIV infection in adolescents. The study showed that there was significant improvement in 
communication, supervision, monitoring and support and youth mental health and risk behaviours (less 
time was spent in risky behaviours). This intervention was further defined in the more recent NIH funded 
multi-country study called Strengthening Mental health research capacity in SSA Africa (SMART- Africa) 
using MFGs to address child behavioural health by involving two-to-three generations of family 
members in a group-based intervention. The study is based in Uganda, Kenya, Ghana, South Africa and 
the US. Some studiescliii have used the original MFG approach with the reasoning that having parents and 
their children meet together to share information, address common concerns or develop supportive 
networks can be an efficient and effective means of providing child and family mental health services. 
Even when this approach is culturally adapted and modified to address specific contexts, it still retains 
the original appeal.  

 
Government-led interventions 

 
Chile 
In Chile, efforts are being made by the national government to strengthen response to depression in 
primary care settings. Research by Araya and colleagues have tested several strategies such as stepped 
care, task-sharing and shifting, stigma reduction and depression assessment and treatment work with 
adolescents in primary care clinics. In the National Depression Detection and Treatment program 
Ministry of Health was directly involved and was implementing the work in primary care.  
 
Lebanon 
The Lebanese government has worked very actively post Syrian crises and surge of migrants from 
Palestine (separately and before Syrian political crisis) and Syria to strengthen its own mental health 
system at specialist and primary care levels as this humanitarian crises impacts the country’s own 
populations. There are a variety of different mental health programmes the government has been 
trialling including the use of new technology to address the needs of refugee populations and trialling 
the WHO Quality Rights Approach.  
 
South Africa  
In South Africa, through PRIME, EMERALD and COBALT, sMINT programs funded by UKAID, DFID, NIH, a 
large body of mental health implementation research and mental health systems strengthening has 
been generated. A large part of these initiatives includes learning contextual problems and opportunities 
across countries and providing policy guidance and framework to address mental health in its treatment, 
prevention and promotion aspects. The South African team included a large number of government and 
NGO stakeholders in trying to address policy and programmatic issues.  



 
 
 
 
 
 

46 

Uganda 
The Ugandan government has incorporated several ECD and teacher training programs and are testing 
behavioural strategies to address early pregnancies, HIV prevention and treatment and enabling 
adolescent girl participation in education and health as a way of its National level response to integrating 
mental health.  
 
Kenya 
The Kenyan government has decided to scale up primary health care response to key mental health 
conditions as their ongoing strategy to provide mental health care as part of universal health coverage 
initiative. There is also an ongoing effort to scale up Problem management plus as a Nationally adopted 
intervention to address common mental disorders in women and men in low resource contexts.  
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