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INTRODUCTION

Child and adolescent mental health (CAMH) problems are largely neglected in the wider 

realm of global public health, and this lack of attention has implications for young people's 

health, well-being, and longevity. The World Health Organization (WHO) estimates that 

more than 800,000 people committed suicide in 2012. Suicide is the second leading killer of 

people aged 15 to 29 years,1 and in regions of the world where targeted interventions have 

successfully reduced rates of maternal mortality, it is the leading killer of young women 

aged 15 to 19 years.2 Within countries, suicide rates differ among subpopulations, and 

young people in some communities are distinctly vulnerable. A regional analysis of suicide 

from 1999 to 2009 among Alaska Native and American Indian populations showed 

particularly high rates among Alaska Native communities and suicide rate among people 

younger than 44 years was 5 times the suicide rate of White Americans in the United 

States.3 In Nunavut, the northernmost territory of Canada, around 65% of suicides among 

the Inuit population between 1999 and 2014 occurred among people aged 10 to 24 years.4

Evidence-based interventions implemented through regional, national, and global suicide 

prevention plans provide one example of how health systems can use data to generate 

strategies for control and to stimulate policy responses from decision makers. The WHO's 

Comprehensive Mental Health Action Plan 2013–2020 sets a global target of 10% reduction 

in suicides by 2020 across member states and calls for strengthened information systems, 

evidence, and research on mental health.5 In the United States, the Prioritized Research 

Agenda for Suicide Prevention calls for a 20% reduction in suicides over the next 5 years 

and 40% reduction over the next 10 years.6 The investigators note, “A research document 
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alone cannot reduce suicide deaths or attempts; rather, its intent is to identify the research 

needed to guide practice and inform policy decisions across many areas.”6

These efforts call attention to the role that research can play in supporting and stimulating a 

public health agenda. Research provides the evidence base for successful interventions, data 

for monitoring progress, and, over the long run, makes solutions available to complex 

problems. Globally, research is needed to spur public health action to reduce the mortality 

and morbidity associated with poor mental health in childhood and adolescence. Children, 

adolescents, and youth represent more than one-third of the world's population. In 2010, 

35.4% of the world's population was aged between 0 and 19 years and 44.3% was aged 

between 0 and 24 years.7 In the least developed countries, these populations represent 51.6% 

and 60.8% of the total population, respectively.

Most mental and substance use disorders begin during childhood and adolescence,8 with 

75% of cases beginning before the age of 25 years in the United States.9 Developmental 

disabilities, conduct disorder, attention deficit-hyperactivity disorder, anxiety, and 

depression confer the greatest burden of disease for children younger than 10 years10; these 

are disabling disorders of youth across continents with vastly different health profiles and 

remain the leading causes for disability worldwide.11 At the same time, the periods of 

infancy, childhood, and adolescence represent opportune times for interventions to reduce 

risk for mental disorders and enhance social, emotional, and cognitive functioning.12 

Researchers seeking to understand developmental trajectories of brain development and 

their relationship to mental disorders increasingly view these disorders as 

neurodevelopmental.13 Researchers are exploring how changes in neural architecture 

correspond to developmental stages and respond to contextual and environmental 

exposures.12 This work opens the door to better understanding risk and protective factors 

and to the development of effective multilevel interventions.

Optimizing this research enterprise to ensure global representation has been challenging. 

The 10/90 research gap, which refers to the inequity in distribution of research investments 

and activities, highlighted 20 years ago by the Commission on Health Research for 

Development,14 is particularly striking in the area of child mental health. Although 90% of 

the world's children live in developing countries, only 10% of randomized controlled trials 

testing mental health interventions for children occurred in LMICs.15 Even fewer studies 

address psychosocial and combined interventions for children's mental health problems.15 

Nevertheless, a key function (and challenge) for health systems everywhere is the use of 

research findings and implementation of research-based interventions for CAMH in routine 

practice.16 For these reasons, research is an integral part of the global health system.17 

Developing an agenda and the associated priorities lead this process, followed by financing 

and resource allocation, research and development, implementation and delivery of services, 

as well as monitoring and evaluation, while ensuring that means for learning from the 

knowledge gained are built into the process.17,18

In this article, the authors use selected findings from a recent research priority-setting 

exercise, the Grand Challenges in Global Mental Health, to organize the presentation of 

priorities for global CAMH research and public health action. The initiative articulates a set 
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of challenges with particular relevance to children and adolescents that, if addressed in a 

coordinated manner, have the potential to improve outcomes in early child development 

(ECD) and mental health. For each challenge, the authors describe existing research-

informed initiatives with national and global reach that can contribute to solving the 

challenges, and they also discuss the research capacity building needed to undertake these 

challenges.

RESEARCH PRIORITY SETTING FOR GLOBAL MENTAL HEALTH

Over the past decade, Grand Challenge initiatives focused on global health priorities have 

mobilized global cooperation, resource allocation, and research in efforts to solve intractable 

problems.19,20 In 2010, the National Institute of Mental Health and partners, including the 

Global Alliance for Chronic Disease, launched the Grand Challenges in Global Mental 

Health.21 The initiative convened more than 400 researchers, clinicians, and advocates from 

60 countries to identify priorities for research that, if addressed, could make an impact on 

the lives of people with mental, neurologic, and substance use disorders worldwide.

Unlike previous priority-setting exercises,22–24 the initiative identified challenges for HICs 

and LMICs and focused on mental, neurologic, and substance use disorders. Three rounds of 

a Delphi procedure, a structured consensus-building process, yielded 40 challenges. The top 

25 challenges were categorized across 6 goals that spanned the range of science—from 

discovery research to policy research.21 In addition, the following 4 cross-cutting themes 

emerged from the data:

1. Researchers and decision makers must adopt a life course approach to carry out 

research and action on these issues.

2. Approaches to mental, neurological, and substance use (MNS) disorders cannot 

solely be addressed within siloed health care, but must be addressed across the 

health system and across sectors.

3. Interventions must be evidence based.

4. Context matters—the impact of environmental exposures and experience on risk, 

resilience, and interventions should be understood.

The authors focus on 5 challenges relevant to CAMH that are associated with Goal B: 

Advance prevention and implementation of early interventions (Box 1).

Challenge 1: Support Community Environments that Promote Physical and Mental Well-
Being Throughout Life

Scientific discussions of the interplay between biological factors (nature) and environmental 

factors (nurture) have been going on for centuries.25 Multiple levels of environmental 

exposures affect child development and well-being, including intrauterine exposures and the 

postnatal and early life influences of nutrition, infectious disease, and exposure to toxic 

agents.26–28 Socioeconomic status also drives exposure to risk and protective factors that 

have a significant impact on children's physical, social, and cognitive development.29–32 

Neighborhoods, usually a function of socioeconomic status, matter, too. Concentrated 
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disadvantage in wealthy countries is associated with violence, depression, and increased 

mortality.33 An urban US study among 5- to 11-year-old children demonstrated increasing 

prevalence of mental health problems across neighborhoods with increasing levels of 

poverty. Collective efficacy, a neighborhood social process the researchers measured, was 

associated with better mental health outcomes and mediated the effects of concentrated 

disadvantage.34

Research findings such as these have the potential to inform public health policy and 

practice. The UK Government Office for Science sponsored a nationwide research program 

to examine the contextual exposures that influence well-being over the life course: the 

Foresight Project on Mental Capital and Wellbeing.35,36 The project organizers convened a 

multidisciplinary group of investigators and policy makers in order to provide 

recommendations to the government on how best to achieve mental well-being, develop 

mental capital, and ultimately create a flourishing society in the United Kingdom over the 

next 20 years. They defined mental development in terms of mental capital and mental well-

being. Mental capital represents cognitive and emotional resources (cognitive ability, 

flexibility and efficiency at learning, emotional intelligence, and social skills), and mental 

well-being refers to an individual's ability to develop his or her potential, work productively, 

and creatively build strong and positive relationships with others and contribute to the 

community.35 Adopting a life course approach, the organizers outlined biological, relational, 

cultural, and environmental exposures across the developmental trajectory that increase the 

risk for poor mental and physical health outcomes and enhance mental capital and well-

being. (Fig. 1) depicts these interactions over the life span. Perhaps most importantly, the 

project poses questions relevant to implementation—“to what extent should policy choices 

take account of mental capital and well-being”—and highlights existing government 

initiatives informed by the project's synthesis.36

Challenge 2: Develop Interventions to Reduce the Long-Term Negative Impact of Low 
Childhood Socioeconomic Status on Cognitive Ability and Mental Health

Experiences and genes build the neural architecture of the developing brain.12 Cognitive, 

emotional, physical, and social health potential emerges from the complex integrative 

processes of the brain as it continuously interacts with the social and environmental 

context.12 Poverty is associated with reduced access to basic services, poor sanitation and 

associated risks for infection, and undernutrition—factors that adversely affect growth and 

neurodevelopment, cognition, and mental health. Not surprisingly, people living in poverty 

disproportionately experience mental disorders and their sequelae.37,38 Although the number 

of people living in extreme poverty decreased from 1.9 billion in 1990 to 1.2 billion in 

2010,39 children younger than 13 years are among the poorest population group in 

developing countries.40 These children constitute 34% of those living in extreme poverty, 

and they make up 50% of the poor in low-income countries.40

In 2012, a United Nations study showed that 1 in 7 children younger than 5 years, or 

approximately 99 million worldwide, were underweight for age.39 Although on the decline 

in most regions of the world, 1 in 4 children in the world—an estimated 162 million—are 

stunted and thus at risk for impaired cognitive and physical development and related 
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consequences such as poor school performance.39,41 In one analysis, for every 10% increase 

in stunting, the proportion of children reaching the final grade of primary school dropped by 

7.9%.41

Several international efforts are underway to use the current state of the evidence on ECD to 

move health systems, governments, and funders to appropriate implementation of health and 

social interventions. In 2013, United Nations Children's Fund published the Handbook of 

Early Child Development Research and its Impact on Global Policy, a text that synthesizes 

research evidence that these major threats—poverty, conflict, and disease—endanger 

children's chances of achieving their potential. The Institute of Medicine (IOM) launched a 

forum in 2014, Investing in Young Children Globally, which will convene key stakeholders 

from LMICs and HICs over 3 years to “translate evidence into sound and strategic 

investments in policies and practices” for the benefit of children and families.42 The World 

Bank has translated the evidence for investing in ECD into a free e-learning format so that 

decision makers can educate themselves about ECD, prioritize needs for their settings, and 

finance, implement, and monitor intersectoral interventions.43

Challenge 3: Develop Locally Appropriate Strategies to Eliminate Childhood Abuse and 
Enhance Child Protection

An estimated 681,000 children in the United States were victims of abuse and neglect in 

2011,44 and the United States is not alone. Violence inflicted on children and youth occurs 

in various forms and can be deadly. Around the world, approximately 95,000 people 

younger than 20 years died of homicides in 2012.45 Globally, about 120 million girls 

experience some form of coerced sex at least once in their lifetimes.45 Inadequate social 

protections and social norms that condone some forms of violence collude to keep children 

at risk.45 Child abuse has long-term effects that include elevated risk of drug and alcohol 

abuse, sexual risk-taking behaviors, perpetuation of violence in subsequent generations, and 

poor educational outcomes.46 Despite the global nature of violence against children, only 1 

prevention study from LMICs was published between 1995 and 2011.46 The authors present 

examples of intervention components and study findings in Table 1. Effective evidence-

based interventions to reduce child abuse have long existed,47 but access to such 

interventions is not universal.

In response to these challenges, the United States Agency for International Development 

convened an Evidence Summit in 2011 to assess the available research that could inform 

strategies for policies and programs supporting child protection in LMIC. The Action Plan 

on Children in Adversity emerged from this process as a means of integrating sound 

practices into development initiatives.48 The plan uses existing evidence to promote 

strategies that support child development, prevent family separation, and promote safe and 

permanent family care, and to protect children from violence and abuse. The implementation 

of the plan calls for interagency collaboration within the US government as well as in the 

collaborating countries, which will aim to achieve progress toward these goals by 2017. At 

the same time, the US Centers for Disease Control and Prevention's Violence Against 

Children Survey permits countries supported by the President's Emergency Plan for AIDS 
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Relief (PEPFAR) to measure the prevalence of violence as a first step toward applying 

remedies.

Challenge 4: Develop an Evidence-Based Set of Primary Prevention Interventions for a 
Range of Mental, Neurologic, and Substance Use Disorders

Understanding the multiple causes of mental disorders and developing effective 

interventions to prevent them remain grand challenges. Existing prevention interventions 

typically focus on a specific disorder and can be classified as universal (targeting the entire 

eligible population), selective (targeting a population at risk for illness), or indicated 

(targeting a population with subthreshold symptoms of disease).49 The IOM and National 

Research Council's 2009 report, Preventing Mental, Emotional and Behavioral Disorders in 

Young People, synthesizes the evidence for prevention and encourages an expanded focus 

that moves beyond preventing illness to include promoting wellness, collaborating between 

neuroscience and prevention science, using an interagency approach, being responsive to 

community priorities, focusing on dissemination and implementation research, including 

cost analyses, and concurrent screening and intervention activities.50

Although sometimes overshadowed by treatment-focused research, the global evidence base 

for preventive interventions for mental disorders is varied and expanding.15,51–53 Most 

intervention studies come from HICs and are disease focused, targeting common mental 

disorders in childhood such as depression,54–56 anxiety,57–60 conduct disorder,61–64 and 

substance abuse.65–68 A few of these are universal, whereas the majority have been 

conducted in high-risk populations. The settings for the interventions range from schools/

preschools, homes, and clinics and are delivered by a range of providers: teachers, 

clinicians, parents, and community leaders. The duration of the interventions vary, as do the 

delivery (individual vs group) and the intervention content. Many use cognitive behavioral 

frameworks, social skills training, and parent training. Some interventions target youth 

directly, and others focus on parents and primary caregivers. Recent systematic reviews on 

the effectiveness of mental health promotion interventions in youth in LMICs found good 

evidence for the effectiveness of selected interventions to reduce anxiety and depressive 

symptoms and enhance self-esteem, self-efficacy, and motivation in youth69,70 (see Table 

1). Schools emerged as an important context for interventions focused on children affected 

by conflict, but a sizable number of interventions had no effect.

Although more research is needed to clarify targets for preventive interventions, existing 

effective interventions merit attention for scaling up. One of the 4 objectives of the WHO 

Comprehensive Mental Health Action Plan 2013–2020 is to “implement strategies for 

prevention and promotion in mental health.” The World Health Assembly adopted the plan 

in 2013, and the plan, with its accompanying resolution, was an assertion of commitment 

from WHO's 194 member states to achieve the plan's objectives.71

Challenge 5: Reduce the Duration of Untreated Illness by Developing Culturally Sensitive 
Early Interventions Across Settings

Psychotic disorders may be among the most widely recognized mental illnesses worldwide, 

and they frequently begin in adolescence. A significant body of mental health research on 
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the duration of untreated illness focuses on these disorders. Data from HICs suggest, 

however, that psychotic symptoms, per se, are not uncommon, occurring in 4% to 8% of the 

general population, and the prevalence may be higher among children and adolescents.72 A 

community study of youth aged 14 to 29 years from Kenya reported that 45% of the sample 

endorsed at least 1 psychotic risk symptom.73 These experiences do not necessarily predict 

the onset of a psychotic disorder; rather, they are apt to be indicators of risk for a variety of 

mental disorders (including depression, bipolar disorder, and sometimes schizophrenia). 

Even when psychotic symptoms do represent a prodrome for psychotic disorders (usually 

schizophrenia spectrum disorders), approximately 18% to 36% of people defined as high 

risk go on to transition to a mental disorder, with the risk of transition increasing over 

time.72 Once the transition occurs, a minority of patients achieve recovery, and a longer 

duration of untreated psychosis (DUP) is associated with greater morbidity. Identifying who 

is at risk to transition to a psychotic disorder, and intervening early, remains a critical area 

for investigation. Efforts to harmonize data across research sites in HICs enrich these 

research activities, but questions remain about the validity of commonly used measures to 

assess those who may be at high risk for psychosis in low-income country settings73 (see 

Table 1).

Among those who do develop a psychotic disorder, the DUP is associated with more severe 

symptoms, decreased remission rates, poor social functioning, and poorer overall 

functioning and quality of life among individuals in HIC and LMIC.74–76 The mean duration 

of untreated illness differs significantly between HICs and LMICs with almost double the 

duration in the latter.77 A recent UK study showed higher DUP among adolescents, and 

within that group, Asians had the lowest DUP, followed by black participants, and then 

white adolescents.78 Studies in Indonesia79 and China80 have reported increased mortality 

associated with prolonged duration of untreated illness. In these examples, the lack of 

available mental health services likely contributes to the chronicity and morbidity associated 

with psychotic disorders. The WHO Comprehensive Mental Health Action Plan 2013–2020 

identifies a 20% increase in service coverage for severe mental disorders by 2020 as a 

target,5 but identifying and integrating evidence-based interventions for the prevention of 

psychosis into these services will require additional research.

BUILDING RESEARCH CAPACITY

Meeting the grand challenges relevant to CAMH requires a skilled global, collaborative, 

multidisciplinary research workforce with the capacity to translate research findings to 

practice settings in health, education, and other relevant sectors. Although several training 

programs in global mental health have emerged over the past 5 years, developing and 

sustaining a global cadre of CAMH researchers will require that several interacting factors 

be addressed.18 Countries must provide training and capacity-building opportunities for the 

development of skills in the basic, translational, and implementation sciences; the necessary 

research infrastructure; adequate financial resources; and environments that facilitate the 

conduct of research in order to address research priorities.18 In LMICs, the dearth of mental 

health clinical providers contributes to limited mental health research activity, as do the lack 

of graduate programs and the pressing need for clinical service providers to devote their 

energies to patient care.81

Ordóñez and Collins Page 7

Child Adolesc Psychiatr Clin N Am. Author manuscript; available in PMC 2016 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Other barriers curtail traditional research career trajectories. Once trained, new researchers 

must be mentored and retained. In LMICs, clinical and teaching responsibilities limit the 

available time to conduct research and clinical faculty seldom receive salaries to conduct 

research.18 The brain drain, that is, the loss of an already limited skilled workforce to higher 

resourced organizations or countries, demands innovative retention efforts. When trainees 

from LMICs receive research training in HICs, sufficient infrastructure must exist in the 

home institution in order to make returning worthwhile. Initiatives such as the Medical 

Education Partnership Initiative (MEPI), funded by the US National Institutes of Health and 

the President's Emergency Plan for AIDS Relief (PEPFAR), address some of these concerns. 

MEPI aims to enhance medical education so that health systems function effectively to 

deliver services in countries supported by PEPFAR. The initiative's specific aims are to 

build clinical capacity, retain clinicians, and stimulate and support contextually relevant 

research by building research capacity.82 MEPI provides funds to extend and reform clinical 

training approaches in 12 African countries, while also exposing students and trainees to 

research opportunities.82

MEPI programs in Kenya and Zimbabwe provide mental health research training 

opportunities, specifically linked to larger medical education efforts. The University of 

Zimbabwe's initiative, Improving Mental Health Education and Research capacity in 

Zimbabwe offered scholarships to develop new academic psychiatrists, master classes taught 

by international experts in child psychiatry and other underrepresented areas of training, and 

research training and mentoring opportunities.83 Among the lessons learned, the team noted 

the importance of building clinical service training and research experiences around needs in 

the local context. Mentorship by external experts was valued and best accomplished through 

teamwork and skills transfer in person with continuity through electronic communications. 

The program experienced a 4-fold increase in psychiatry faculty over 4 years and witnessed 

growth in its postgraduate training program.

Mentorship plays an important role in faculty development and success in every setting. 

Mentors guide trainees or junior faculty to resources and model skills not formally taught 

(eg, time management, perseverance).18 Mentors provide the “road-map of a research career 

and help to correct naïve assumptions” and assist with informed decision making about 

alternate career paths.18,84 Here again, the limited number of researchers in mental health, 

globally, also limits the number of available mentors. The challenge of finding a mentor is 

not restricted to LMICs; early career researchers in North America also face the small 

number of North American researchers focused on global mental health themes. Existing 

faculty must carve out time for mentorship amid competing priorities. In both high-income 

and low-income settings, up and coming researchers can experience isolation because of the 

dearth of investigators with shared or overlapping interests.18

Are there incentives for mentorship in LMIC academic institutions? Many of these 

institutions face challenges analogous to those faced by non–research-intensive institutions 

in the United States, where heavy teaching or administrative responsibilities compete with 

opportunities for research. Collins and colleagues18 note that in institutions without a culture 

of research or a strong research infrastructure, the senior faculty expected to mentor students 

and the junior faculty may not have received adequate training in research methods and 
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grant writing or may not have strong publication records. Partnering with research-intensive 

institutions or experienced teams can help solve this problem. The National Institute of 

Mental Health-supported Collaborative Hubs for International Research on Mental Health 

provide one such example (http://www.nimh.nih.gov/about/organization/od/globalhubs/

index.shtml). These 5 collaborative research teams conduct research aimed at reducing the 

mental health treatment gap in LMICs. Each funded hub consists of collaborating teams 

from 4 or more countries in a given region; they serve as regional resources for research 

training opportunities that occur through short courses, research mentorship, and on-the-job 

training for research assistants and coordinators.

Research partnerships also provide opportunities for researchers to develop skills for 

equitable collaboration. In the context of collaboration, teams confront the realities of 

differential resource distribution in the form of salaries, expertise, access to funding, and 

research human resources. How will these differences influence relationships across teams? 

How will pressures related to career maintenance, funding acquisition, advancement, and 

promotion among HIC investigators influence decision making? Will collaborations result in 

the development of new research leaders among the teams with fewer resources? Such teams 

are more frequently represented among LMIC organizations or institutions in HICs that are 

less research intensive.

Researchers working across cultural and economic contexts also confront the need for 

careful attention to ethical research practices. Research with children and other vulnerable 

populations—often made more vulnerable in the context of poverty—requires oversight by 

ethics committees or institutional review boards. As researchers obtain informed consent for 

research participation, they will need to understand and be sensitive to decision-making 

processes in the local context and meanings of privacy and confidentiality.85 Ruiz-Casares85 

recommends that research teams “create safe spaces for reflection and dialogue on the 

scientific and ethical principles relevant to mental health research and the cultural, social, 

and other factors that may facilitate or hinder the conditions under study.”

Skills for ethical and equitable collaboration can also be operationalized through learning to 

prepare and disseminate research findings. Kohrt and colleagues86 outline procedures for 

collaborative writing that results in equitable representation of collaborators from LMICs on 

academic publications. The investigators observe that a key component involves 

“distributing lead authorship for different outputs at the same time as having mechanisms in 

place (eg, mentoring, workshops, coursework) to develop skills needed to adequately 

perform the role of lead author.”

In addition to writing skills for academic publications, global mental health research teams 

can benefit from learning to translate and disseminate research findings to local stakeholders 

and decision makers. The diversity of member roles on collaborative research teams, which 

likely include clinicians and other practitioners (eg, teachers, peers, lay health workers) as 

well as other community members, is a distinct advantage. Building research capacity 

affords opportunities to train nontraditional researchers in research methods. Teams can 

craft research training as a route to educate mental health service users. Teams can also train 

health system decision makers on the applications of research to meet public health needs. 
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Initiatives like the Mental Health Leadership and Advocacy Program in West Africa do 

precisely this.87 The project teaches mental health care providers, government officials, 

policy-makers, and organizations representing service users and caregivers about mental 

health and builds skills for advocating for mental health service development among key 

stakeholders.87 The leaders that emerge from such programs are ideal candidates for 

research training. Although they may not conduct research, understanding the sources and 

uses of local data can further empower them.

SUMMARY

The 5 challenges discussed here demand more than multidisciplinary research efforts. These 

challenges require coordinated efforts across science, policy, and many domains of practice 

(education, nutrition, mental health, justice, etc.). The authors have described specific 

programs that attempt to mobilize the diverse skills of multiple stakeholders to tackle these 

problems. Can a larger effort be mounted? The global effort to expand access to treatment 

and care for human immunodeficiency virus infection is a good example of a public health 

effort that garnered large, targeted investments and rapidly linked new evidence to clinical 

practice, making use of partnerships among funders, governments, scientists, clinicians, 

advocates, and community organizations.88 There are surely lessons for mental health 

researchers and other interested parties. The stakes are high: they carry the life chances of 

millions of children worldwide for whom research is critical and the capacity to move 

relevant research to action, essential.
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Box 1 Grand challenge goal B: advance prevention and implementation of 
early interventions

Challenge 1: Support community environments that promote physical and mental well-

being throughout life

Challenge 2: Develop interventions to reduce the long-term negative impact of low 

childhood socioeconomic status on cognitive ability and mental health

Challenge 3: Develop locally appropriate strategies to eliminate childhood abuse and 

enhance child protection

Challenge 4: Develop an evidence-based set of primary prevention interventions for a 

range of mental, neurologic, and substance use disorders

Challenge 5: Reduce the duration of untreated illness by developing culturally sensitive 

early interventions across settings

Adapted from Collins PY, Patel V, Joestl SS, et al. Grand challenges in global mental 

health.

Nature 2011;475:27–30
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KEY POINTS

• Research plays an essential role in global mental health.

• The knowledge and interventions generated by research must be translated to 

action to achieve public health impact.

• Global research relevant to child and adolescent mental health requires 

multidisciplinary collaboration and the capacity to conduct research activities 

that range from basic neuro-science to health policy research.

• Equitable research collaborations can facilitate research capacity building and 

ensure full participation of high-income country (HIC) and low- and middle-

income country (LMIC) researchers to solve problems.
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Fig. 1. 
Positive and negative influences on mental capital and mental well-being over the life 

course. (From Foresight Mental Capital and Wellbeing Project. Final project report: 

executive summary. London: The Government Office for Science; 2008. Available at: 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/292453/

mental-capital-wellbeing-summary.pdf.)
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