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Mental health and sustainable development 
Mental health is now in a process of transformation from being described as an invisible problem to a development priority. Mental ‘disorder’ is seen as an ‘obstacle’ to the achievement of development goals and is now included within the UN 2015 Sustainable Development Goals (SDGs).Thus, there is growing attention to inequalities in access to mental health care and treatment globally – the ‘treatment gap’ - with the World Health Organization (WHO) and many within the Movement for Global Mental Health, promoting the scale up of mental health services in low and middle-income countries (LMICs). 

When I first heard about global mental health, I was struck by a strange irony: at the same time asmental health servicesare coming under increasingly harsh criticism within high-income countries (HICs), some are promoting to ‘scale up’ these services, explanatory models and treatments, globally. What concerned me then, and does still, is that while I agree that there are people all over the world who experience distress, and live in conditions of persistent poverty, I am unsure about how helpful it is to understand this distress as ‘mental disorder’. How we understand something shapes what we do about it. If we locate distress inside people’s brains, then we are likely to intervene at the level of the individual, and not at a wider systemic level. This brings to the fore issues of power ranging from questions about who has the power to label, diagnose and prescribe; to thinking about who has the power to define what counts as evidence, and to set the agenda for a global movement.

There are a number of assumptions underlying the inclusion of mental health in the SDGs: 
the calculation of ‘mental disorder’ as a global ‘burden’ and economic cost; the relationship between mental health and poverty; and the construction of mental disorder as universal and as a global priority. I will briefly discuss each in turn. 

Burdens, cost and chronicity 
The economic ‘burden’ of ‘mental disorder’ is a core advocacy claim in seeking to situate mental health as a development priority and is formulated using two calculations of ‘cost’: how much money mental ill health ‘costs’ the economy (directly and indirectly); and how little in comparison it costs to treat (largely but not entirely using medication)(Mills 2016).[footnoteRef:2]The WHO say that as a group, mental, neurological and substance-use disorders account for 13 per cent of the global burden of disease, and are predicted to become the second largest cause of ‘disease burden’ by 2030.  [2:  Mills, C. (2016).Mental Health and the Global Mindset of Development. In Grugel, J. and Hammett, D. (Eds). The Palgrave Handbook of International Development. pp. 535-553. ] 


It is important to note that prevalence rates are calculated using the category of ‘neuropsychiatric disorder’, which includes depression, psychosis, epilepsy, substance use and dementia (and more). Not only does this conflate experiences that have known neurological baseswith those that do not, but the inclusion of so many experiences inflates calculations of prevalence. Prevalence rates (key to the construction of ‘mental disorder’ as a global priority) impact on global decision-making about allocation of resources for LMICs for mental health, and influence selection of what medicines will come to be seen by the WHO as ‘essential’ (with a number of drugs for depression, psychosis and OCD already seen as essential). Diagnostic criteria are critiqued even in the HICs from which they originate for being highly subjective, for arbitrary diagnostic thresholds, and for individualizing distress, and configuring experiences of poverty, trauma and oppression into psychiatric ‘symptoms’.  These are the very criteria used to calculate global prevalence rates of ‘mental disorder’. 

On the cover page of the APPG report on Mental Health and Sustainable Development (2014), it says: ‘Mental illnesses disable millions, disrupt and destroy lives, cause early deaths, lead to human rights abuses, [and] damage the economy’ (cover page).[footnoteRef:3]Furthermore, we are told that untreated mental disorders have a negative effect on global wealth, ‘costing the world in excess of $16tr (£9.5tr; €12tr) a year in lost economic output’ (Thornicroft and Patel, 2014:1).[footnoteRef:4] In contrast to advocacy and activism by many disabled people and those who identify as Mad Positive, users of mental health services, and/or survivors of psychiatry, this logic assumes that untreated mental disorder is ‘chronically disabling’ (Prince et al., 2007:1), sidestepping a social model analysis that sees disability as socially produced, risking prioritizing focus on ‘severity’ over recovery, and reproducing the very stigma that can make mental distress disabling.[footnoteRef:5] [3:  APPG (All Party Parliamentary Groups). (2014). Mental Health and Sustainable Development. Mental Health Innovation Network and APPG: London.]  [4:  Thornicroft, G. and Patel, V. (2014). Including mental health among the new sustainable development goals: The case is compelling. British Medical Journal, 349:g5189.]  [5: Prince, M., Patel, V., Saxena, S., Maj, M., Maselko, J., Phillips, M. R. and Rahman, A. (2007). No Health Without Mental Health. The Lancet, 370 (9590), 1-19. ] 


No doubt economic arguments make governments listen and may be an effective way to garner political attention. Yet these arguments are problematic for reasons we shouldn’t ignore: 1) they overlook well documented adverse effects of inequalities in global wealth on mental wellbeing: that income inequality produces psychosocial stress, negatively impacting on mental health; 2) they assume that LMICs will face the same experience of disability as HICs in relation to mental distress; 3) they obscure how social and economic landscapes are ‘disabling’ in that they assume that disabledpeople cannot be ‘productive’ and in how unregulated working conditions, alongside heightened demands of productivity, themselves may lead to impairment and distress; and 4) they risknormalising the contemporary economy and pathologising people’s distress in response to it. 

Human rights is a core concern for global mental health advocacy, yet rights in the case of mental health are more complicated than whether or not a person has ‘access’ to treatment for an ‘untreated mental disorder’. Here the problem may not be a lack of access to treatment but the reverse: the right to access information about, and to refuse, potentially harmful treatments, including medications that in some cases have been found to be harmful, particularly long-term. And while there is evidence of human rights abuses within some traditional healing settings, and within psychiatric institutions worldwide, there is also ample evidence of abuses within community care, including forced medicating and bio-incarceration, and deprivations of legal capacity. 

Consent is key here, yet informed decision making is made difficult by the fact that global mental health literature tends to overlook widely available evidence that finds psychotropic medications, such as anti-depressants, to be not significantly more effective than placebo and at worst extremely harmful, especially when taken long-term. This raises concerns about many organizations across India, and many other LMICs, offering to provide free medication for life. If people are not made aware of this harmfulness then they can’t make an informed decision about whether, for them in their particular contexts, the benefits of medication might in the short-term outweigh the risks. The Pan African Network of People with Psychosocial Disabilities make clear in their Cape Town Declaration of 2011, that people should have the right to access non-medical and non- western healing spaces, should have a choice between viable alternatives, and this should include the right to refuse treatment.Yet if there is a place for medication within responses to distress globally, then how is this regulated in order that it does not come to dominate care? 

Mental health and poverty
The relationship between poverty and ‘mental disorder’ is conceptualized as a vicious cycle, with a tendency in the literature to focus on one half of this cycle: that treating mental disorder will allow people ‘to work and rise out of poverty’ (WHO ‘Mental health improvements for Nations Development’), leading to poverty reduction through economic growth. Claiming to compare social drift to social causation, Lund et al. (2011) concluded that ﻿ ‘the mental health effect of poverty alleviation interventions was inconclusive’, compared to interventions that provided treatment for people with mental disorder (although the studies that support this claim were not all statistically significant).[footnoteRef:6] Lund et al. (2011) use their results to argue that mental health care should be scaled up ‘not only as a public health and human rights priority, but also as a development priority’ (p.1502). The economic interventions considered were mostly individualized (such as, microfinance and cash transfers), and did not, for example, consider inter/national economic decision-making. Yet statistical evidence exists that shows that adverse mental health outcomes and increases in suicide are highly correlated with economic decision making, for example, to the politics of austerity (Stuckler and Basu 2013).[footnoteRef:7] Furthermore, structural adjustment programmes that, for example in India, opened the agricultural market to multinational corporations, such as Monsanto, leading to indebtedness to moneylenders and degradation of farming land, have been found to be a core contributor to high rates of farmer suicides. Alleviating farmers’ debt through cash transfers, or increasing access for farmers to anti-depressants (common responses within global mental health) may help a few individuals, but this does not interrogate the structural inequalities that make people’s lives precarious. Instead it implies that the high numbers of suicides are the result of a ‘mental disorder’ treatable by medication, and not a desperate act due to economic reforms that benefit multinational companies and many HICs. While, global mental health has opened an important space of recognition of the social determinants of wellbeing, the political-economic forces that produce and sustain poverty, economic marginalization are often overlooked, and thus allowed to persist, if not worsen.  [6: Lund, C., et al (2011). Poverty and mental disorders: breaking the cycle in low-income and middle-income countries. The Lancet, 378(9801): 1502–14.]  [7: Stuckler, D. and Basu, S. (2013). The body economic: why austerity kills. London: Allen Lane.] 


Global prescriptions for local pain 
We have seen how constructions of mental disorder as highly prevalent and as costly to the economy have been used successfully to construct mental disorder as a global development priority. The universality of ‘mental disorder’ underlies these claims and is made clear by the WHO: ‘mental disorders…have a physical basis in the brain…[and] can affect everyone, everywhere’ (WHO, 2001: x).[footnoteRef:8] Questions about whether mental distress is an ‘illness’, whether this ‘illness’ is universal, lack of evidence for brain-based explanations of ‘mental disorder’ and lack of understanding about how most psychotropic drugs work, constitute raging debates that get at the very core of global mental health and its evidence-base. Some advocates for global mental health (the ‘global’ embodied in its very name) promote a global norm and standard approach for mental health (Shukla, et al., 2012:292).[footnoteRef:9] [8: WHO (2001). Mental Health: A Call for Action by World Health Ministers. Ministerial Round Tables, 54th World Health Assembly. Geneva:  World Health Organization. ]  [9:  Shukla, A., et  al.(2012). Letter - Critical perspectives on the NIMH initiative “Grand Challenges to Global Mental Health”. Indian Journal of Medical Ethics, IX(4), 292-293. ] 


Yet even in the case of HIV, where there is a universal pathogen but contraction of the disease varies worldwide, there has been a move away from viewing HIV as a single global epidemic, to a fine-grained framing of a multitude of diverse epidemics in different contexts, signaling that ‘the era of standard global prevention guidance is over’ (Wilson and Halperin, 2008).[footnoteRef:10]This has arisen due to critiques within HIV/AIDS advocacy that the ‘global’ subordinates the ‘local’; depoliticises health through reducing it to technical interventions; overlooks the social drivers of poor health; and prioritises top-down short-term individualistic and biomedical responses (Howell, Mills and Rushton, forthcoming). If the current direction in HIV advocacy is a move away from globality then it seems even more relevant to mental health, where there is no (known) universal pathogen, no consensus on diagnosis, and a plethora of different explanatory models and methods of support globally.  [10:  Wilson, D, Halperin, DT. 2008. ‘Know your epidemic, know your response”: a useful approach, if we get it right’, The Lancet 372; 423-6.] 


Psychopoliticsand resistance 
In The Wretched of the Earth (1961), Frantz Fanondenounced the colonial practice of psychiatry that manifest a concern with the brains of the ‘natives’ over the structural conditions of colonialism.[footnoteRef:11]  Instead he put forward a psychopolitics that connects and shifts between the socio-political and the psychological, and that maintains a dual focus on political-economy and psychological impact.Psychopolitics is useful to us now for a number of reasons. In terms of mental health support psychopolitics means: prioritizing context in understanding distress (responding differently to distress linked to conflict, displacement, structural adjustment programmesetc); moving away from single top-down global prescriptions to focus on locally relevant and responsive forms of support; recognizing that many support systems and interventions globally are not formalized, and are not badged as doing ‘mental health’ work yet they may well increase people’s psychosocial wellbeing; and engaging people who identify as Mad, psychosocially disabled, or as psychiatric users or survivors in meaningful non-tokenistic involvement, leadership and decision-making.  [11: Fanon, F. (1963). The Wretched of the Earth. (C. Farrington, Trans.). London: Penguin Books. ] 

But psychopolitics takes global mental health even further. Firstly, it politically re-conceptualizes ‘prevention’ of distress through prioritizing focus on how economic and political decision-making, foreign policy in regard to conflict (and the list goes on) are disabling – how they produce distress linked to poverty and inequality. Similarly, governmental practices of austerity measures, privatization of resources and services, free-trade (and the structural adjustment programmes that impose these practices as conditions for loans for many LMICs) also produce distress. Prevention of distress when contextualized as embedded within these practices (e.g. demanding that multinational companies pay taxes and ensure safer and fairer working conditions, and calling for governments of HICs to cancel debt repayments that were ill-begotten in the first place) may look somewhat different to campaigns that aim to teach people to become more mental health literate. Resistance to frameworks that claim to be global (mono-cultures of the mind) through the mobilization of ‘multiple forms of knowledge that are local, home-grown, and on peoples’ and communities’ own terms’ (Mills and Davar, 2016),[footnoteRef:12] may provide fruitful connections and dialogue between mental health activists and political activism more broadly.    [12:  Mills, C. and Davar, B. (2016). A local critique of Global Mental Health. In Grech, S. and Soldatic, K. (eds.). Disability and the Global South: The Critical Handbook. Springer. Pp. 437-451.] 

Secondly, and linked to this, ethical implications need to be raised in relation to organizations such as the World Bank (partly responsible for many structural adjustment programmes that have increased impoverishment in LMICs) engaging in mental health advocacy (see ‘Out of the Shadows’), and global mental health’s engagement with (including funding from) the pharmaceutical industry – those who see the ‘global burden’ of mental disorder in LMIC as a lucrative emerging market.

Bearing all of this in mind, I want to ask, can we ethically push to scale up services globally, and the rationales and explanatory models that underlie these services, that we know have, in the global north, proved harmful, difficult to regulate, and are open to abuse? 
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