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Editorial on the Research Topic

Mental health equity

This Research Topic aims to move beyond a synthesis of what is already known about

mental health in the context of health equity, and instead showcase transformative solutions,

recommendations, and research applications that have real-world implications on policy,

practice, and future scholarship. Furthermore, the papers included in this Research Topic

elevate the importance of transdisciplinary research, draw from various methodologies

that highlight lived experiences, and apply a more critical lens at how structures of power

and privilege have contributed to present-day inequities, particularly those seen in mental

healthcare access, utilization, and outcomes.

A foundational aspect of this work is our delivery system. The following articles tackled

delivery reform in three very different ways:

McKune et al. performed a longitudinal study that examined risk factors associated with

symptoms of anxiety, depression, and obsessive-compulsive disorder (OCD) among K-12

public school children in Florida during the first year of the COVID-19 pandemic. The

authors found that the prevalence of anxiety, depression, or OCD fluctuated from 47.1%

(April 2020) to 57.2% (October 2020) to 42.2% (April 2021). Those at highest risk for mental

health issues were BIPOC (Black, Indigenous, People of Color) children, students who had

lost a family member from COVID-19, and those who were identified as at-risk in previous

assessments. The study underscores the need for targeted mental health interventions and

screenings, particularly among BIPOC children, during situations like COVID-19.

Toro-Devia and Leyton performed a secondary analysis of data from public and private

insurance sources to examine the implications of COVID-19 on the utilization of Chile’s

Guaranteed Explicit Health Benefits Plan (GES) for mental health. Surprisingly, during the

pandemic, mental illness cases decreased by 10.5% in public insurance and 28.7% in private

insurance. Conversely, psychiatric consultations outside of the GES plan doubled in 2020 in

private insurance. These findings suggest that while the demand for mental healthcare rose

during the pandemic, both public and private health insurance systems witnessed a decrease

in admissions to the GES universal plan. The study underscores potential weaknesses in a

universal guaranteed plan within an individual contribution system.

Mallonee et al. conducted semi-structured focus groups to understand the challenges

faced by Hispanic adults in accessing professional mental health treatment in the Paso

del Norte U.S.-Mexico border region. The qualitative analysis revealed several key themes,

including participants’ understanding of how to get help, and what they think mental

health agencies, providers, and researchers should do to improve access. These findings also

underscore the pressing need for innovative approaches to mental health engagement in the
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region and highlight the importance of tailoring mental health

initiatives to the specific needs and cultural contexts of Hispanic

communities in the border region.

This is followed by a set of articles highlighting Mental health

equity as it relates to the workforce:

Chen and Wang used national data from the Health Survey

for England to study the prevalence of common mental health

problems according to industrial classification from 2014 to 2018.

The highest rate of common mental health problems was found in

the unemployed with a third scoring above the threshold on the

General Health Questionnaire (GHQ-12). Comparing industries

over time revealed wide variation in rates, but a common trend

was an increasing disparity in the rate of distress within industries

between men and women.

Fu et al. studied Chinese nurses to delineate the association

between social support and depressive symptoms among nurses

with formal vs. contract employment. Compared to population

norms, Chinese nurses in the study had a significantly higher

prevalence of depression symptoms and lower social support.

Nurses with less social support had higher depressive symptoms,

more so among nurses with contract employment. Findings from

the study suggest nurses in contract jobs have more job insecurity

for which objective and subjective social support may act as a buffer

against depression.

Ghebrehiwet et al. described the development of a postgraduate

psychiatry training program in Liberia to address the critical

shortage of trained psychiatrists and other mental health workers.

The publication outlines steps taken to inaugurate a new psychiatry

training program built on the foundation of a longstanding cross-

country academic affiliation and national policy encouraging local

capacity building. Significant challenges had to be overcome:

stakeholder engagement at the national level; recruiting residency

candidates; and, balancing the clinical work of the only two

in-country psychiatrists with curriculum development, teaching,

and advocacy.

We close out this Research Topic with a set of insightful articles

presenting innovative frameworks inMental health equity research:

Alemu et al. present an overview of the history of howWestern-

derived psychiatry and the over-reliance on Western-derived

taxonomies are linked to the ongoing present-day challenges with

untreated mental health challenges in many African countries.

Decolonizing mental healthcare through the network approach is

proposed as a viable means for addressing global mental health

inequity by alleviating stigma toward mental health problems, and

encouraging local researchers to pioneer context-based knowledge

production and treatment design.

Faber et al. critically examine the experiences of Black people

living in the United States and Canada with early schizophrenia-

spectrum disorders. Racial differences in the diagnosis of

schizophrenia-spectrum disorders, including misdiagnoses and

barriers to treatment for Black communities, compounded by

implicit bias and institutional racism in both medicine and law

enforcement, are also explored. Improving diagnostic accuracy and

implementing anti-racism training for mental health clinicians are

among the host of recommendations proposed.

Adams and Thorpe highlight existing knowledge gaps in

understanding suicide prevention for Black men and boys and

offer a set of key recommendations including (1) Prioritizing

frameworks centered on Black male suicide prevention, (2)

Addressing innovative solutions to maintain continuity of care for

Black males, (3) Enhancing research approaches to better capture

the heterogeneity of Black males in suicide research, (4) Leveraging

advancements in crisis support hotlines and safety planning to

better serve Black males, and (5) Placing community stakeholders

at the forefront of solution-driven suicide prevention research.

The Guest Editors would like to thank all the authors and

reviewers for their work and devotion to the Research Topic, and

hope that it can inspire further research inMental health equity.
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COVID-19 pandemic and mental
healthcare: Impact on health
insurance with guaranteed
universal access in Chile

Olga Toro-Devia1,2 and Gonzalo Leyton1,3*

1School of Public Health, Faculty of Medicine, Universidad de Chile, Santiago, Chile, 2Doctoral

Program in Public Health, University of Chile, Santiago, Chile, 3Superintendence of Health, Studies

Department, Santiago, Chile

Background:Universal health coverage (UHC) is a goal of themember states of

the United Nations. The negative impact of the COVID-19 pandemic onmental

health, inequalities in access to care, and financing gaps set a problematic

scenario for universal mental health coverage. In Latin America, depression

and anxiety disorders have increased by more than 30%. Chile implemented

a reform for UHC in 2005 generating a mandatory guaranteed plan for health

insurance (GES) that covers schizophrenia, depression, bipolar disorders, and

Alzheimer’s disease. We assume that the pandemic increased cases of mental

illness in GES of public and private insurance.

Objectives: This study aimed to explore the e�ects of the pandemic on the

use of the GES mental health plan of public and private insurance.

Methods: A descriptive analysis of secondary data from public and private

insurance on the use and expenditure of theGES plan inmental illness between

2005 and 2020 was carried out. An aggregate analysis of the use of psychiatric

consultations without a guaranteed plan and sick leave was performed.

Results: Between 2005 and 2020, 18.5% of GES cases corresponded to four

mental health illnesses (1,682,021 cases). Public insurance covered 80% of

cases. In the pandemic, cases of mental illness fell by 10.5% in public insurance

and 28.7% in private ones, reducing spending by 33 and 6.2%, respectively.

Psychiatric consultations without using the GES plan doubled in 2020 in private

insurance, and medical discharges due to mental illness also increased. Leave

due to mental illness increased by 20% in both types of insurance.

Conclusion: The results suggest that the demand for mental healthcare

increased during the pandemic, but public and private health insurance

reduced admissions to the GES universal plan for schizophrenia, depression,

and bipolar disorder. A universal guaranteed plan in an individual contribution

system can have essential weaknesses for people when the principles of social

security are not complied with, especially concerning the solidarity of the

health insurance system.

KEYWORDS

mental health, universal coverage, COVID-19 pandemic, health insurance, financing
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1. Introduction

Before the COVID-19 pandemic in the Americas, mental,

substance use, neurological disorders, and suicide accounted for

one-third of all years lived with disability (YLD) and one-fifth

of total disability-adjusted life years (DALYs) (1). Depression

and anxiety disorders were among the 25 diseases with the

highest DALYs, while deaths from drug use disorders have

risen over the past decade (2, 3). The first cases of COVID-

19 were identified in December 2019 in the Chinese city of

Wuhan. The World Health Organization declared it a public

health emergency of international concern on 30 January 2020

and recognized it as a pandemic on 11 March 2020. The first

case of the COVID-19 pandemic in Chile was confirmed on 3

March 2020. The outbreak of the pandemic is exacerbating the

mental health landscape. The Americas is the most affected by

the pandemic, with 39% of infected cases and 46% of all deaths

worldwide (September 2021) (4). It is estimated that in Latin

America and the Caribbean, the prevalence of depression and

anxiety disorders increased by more than 30% (5). The region

of the Americas has profound inequalities in response to mental

health services, and there is an imbalance between the burden

of mental illness and the health budget allocated to mental

health (6).

The Member States of the United Nations have committed

to attempting to achieve universal health coverage by 2030 at

the latest, within the framework of the achievement of the

Sustainable Development Goals (3, 7). The 74th World Health

Assembly (May 2021) recognized the importance of expanding

access to mental health services; the World Health Organization

called on all countries to make substantial investments in

mental health as part of their journey toward universal health

coverage. The negative impact of the pandemic on mental

health, inequalities in access to mental healthcare, and financing

gaps make up a problematic scenario for universal mental health

coverage in the region.

Chile implemented a reform for universal health coverage

in 2005, based on the profound inequities in the healthcare of

its population. This reform generated a mandatory guaranteed

plan for public (FONASA) and private (ISAPRES) health

insurance called Universal Plan with Explicit Guarantees in

Health (GES) (8). The GES plan establishes legal guarantees

of access, opportunity, quality, and financial protection. It

regulates the maximum price that a person can co-pay for each

health problem in both types of insurance. A total of 78% of

the population is affiliated with public insurance, while 18%

with private insurance. The GES plan began with 25 health

problems, which increased over the years. Currently, the GES

plan covers 85 health problems, among those that are linked

to mental disorders are as follows: schizophrenia, depression,

bipolar disorders, and Alzheimer’s disease, called “GES mental

health plan” in this study. It has been argued that the principle

of universal coverage of the GES plan has contributed to access

to care for schizophrenia, especially for the most vulnerable

population (9).

However, the pandemic had adverse effects on mental health

services in Chile since they significantly reduced their capacity

for care, especially in the first months. The country made a

significant effort to develop strategies to address mental health

needs during the pandemic (10). Examples of this effort are

the “Saludablemente” plan to strengthen mental healthcare

measures during a pandemic and the new law 21,331 to protect

mental healthcare, which requires parity between mental health

and other health problems (11). Despite public efforts, the

effect on access to mental healthcare has not been evaluated,

considering a universal guaranteed plan.

The objective of our study is to explore the effects of the

pandemic on the use of the GES mental health plan of public

and private insurance. In this context, the study is relevant as

the effects of COVID-19 on mental health are compounded by

the current global economic crisis, where the latest available

evidence (12) shows that a change in income is followed by a

subsequent change in wellbeing and mental health, suggesting

a unidirectional causal effect of income on mental health and

wellbeing. Our purpose is to provide evidence for decision-

makers who will face the dilemma of how to continue advancing

the commitments of universal coverage in mental health in an

adverse scenario. Although the study is limited to only one

Latin American country, Chile is interesting for other countries

because it has a universal access plan for public and private

health insurance, including mental health problems. The GES

plan would mean progress toward universal health coverage.

2. Materials and methods

2.1. Data sources and study design

It is an observational study based on secondary data.

Affiliates to public health insurance are around 15million people

and private health insurance is 3 million people.

2.2. Study variables and samples

We collected data on the use of the GES plan for

schizophrenia, depression, bipolar disorder, and Alzheimer’s

disease reported by public insurance and private insurance

between 2005 and 2020, which accumulates a total of 1,682,021

cases. Legal regulations oblige them to report to a government

health entity called the Superintendence of Health. The data

are anonymized. We included data on new case intakes and

monetary insurance expenses using the plan. Based on the

preliminary results, we consider it necessary to corroborate

whether the demand for mental healthcare has increased since

the pandemic, without the use of the GES plan. Because people
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TABLE 1 Mental disorders in universal health guarantee plan GES.

Measure Cumulative cases

Jul 2005–Dec 2020

New cases

Jan–Dec 2019

New cases

Jan–Dec 2020

Public

insurance

Private

insurance

Public

insurance

Private

insurance

Public

insurance

Private

insurance

Total GES cases (N) mental disorders 1,347,726 334,295 60,790 24,498 54,405 17,466

Total GES cases (change %) mental disorders −10.5% −28.7%

Total GES cases (N) 40,112,042 2,212,441 3,396,714 194,535 1,980,456 132,694

Total GES cases (change %) −41.7% −31.8%

Total GES cases (N) mental disorders/Total

GES cases (N)

3.4% 15.1% 1.8% 12.6% 2.7% 13.2%

Total GES expenditure (US$) mental

disorders

36,636,174 35,084,002 24,441,205 32,922,125

Total GES expenditure (real change %)

mental disorders

−33.3% −6.2%

Total GES expenditure (US$)*, ** 761,827,087 310,734,773 643,792,382 296,556,252

Total GES expenditure (change %) −15.5% −4.6%

Total GES expenditure (US$) mental

disorders/Total GES expenditure (US$)

4.8% 11.3% 3.8% 11.1%

*Excluding co–payments; **Exchange rate: 1 US$= 792.2 pesos chilenos.

can accept or reject care for their health problems with the GES

plan, we collected data on a) consultations and teleconsultations

with a psychiatrist for mental health problems without using the

GES plan (it was possible for private insurance); and b) sick leave

granted for any mental health diagnosis according to the ICD-

11 classification (Mental, Behavioral and Neurodevelopmental

Disorders Group) of 2019 and 2020.

2.3. Data analysis

We analyzed data descriptively. We calculated the

frequencies and percentages of new cases according to the type

of insurance, mental health problem, and year. We estimated the

proportion of use due to mental health problems about the full

use of the GES plan. The use ratio was standardized according

to the population effectively affiliated with the insurance, and

the public/private use rate ratio was estimated. We calculated

the variation in use ratio over the years for schizophrenia,

depression, and bipolar disorder. We detailed the comparison

between 2019 and 2020. Data on Alzheimer’s disease are

limited because the law incorporated it into the GES plan

in 2019.

The proportion of spending in the GES plan that went to

mental health problems by the type of insurance was calculated.

We estimated the variation in this expense before and after the

start of the pandemic.

We reported that consultations and teleconsultations with a

psychiatrist for mental health problems without using the GES

plan in private insurance have increased. We checked whether

the mental health sick leaves had increased. Only the doctor

prescribes sick leave, and there was a greater demand formedical

consultation, even if people did not use their guaranteed plan

(GES). Chile guarantees paid sick leave to all its workers. We

compared the total number of sick leave processed with the

proportion of those that got rejected or reduced the prescribed

rest days by insurance.

3. Results

Since the GES plan began in 2005, 18.5% of the cases

correspond to mental health. Of the total GES cases of private

insurance, 15.1% of the cases correspond to mental health.

Of the total GES cases of public insurance, 3.4% of the

cases correspond to mental health (Table 1). Although public

insurance shows relatively fewermental health cases than private

insurance, it covered 80.1% of the total mental health cases when

both insurances were added. This is because public insurance

covers most of the population, with more than 40 million GES

cases in the entire period vs. a little more than 2 million GES

cases from private insurance.

In the first year of the pandemic, mental health cases in

public insurance decreased by 10.5% compared to 2019. This

number is relatively small compared to the total decrease in

cases of the GES plan of 41.7% for that insurance. In contrast, in

private insurance, mental health cases decreased between 2019

and 2020 by 28.7%, a figure close to the total reduction of their

GES cases of 31.8%.

Although in 2019 the number of cases in public insurance

were more than twice as high as those in private insurance,

the expense spending on mental health differed by just 4.4%
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TABLE 2 Mental disorders in the universal health guarantee plan GES according to the type of diagnosis.

Mental disorders Measure Cumulative cases

Jul 2005–Dec 2020

New cases

Jan–Dec 2019

New cases

Jan–Dec 2020

Public

insurance

Private

insurance

Public

insurance

Private

insurance

Public

insurance

Private

insurance

Schizophrenia Cases (N) 41,151 4,111 3,112 310 2,369 282

Cases (%) (3.1%) (1.2%) (5.1%) (1.3%) (4.4%) (1.6%)

Total annual use rate* 22.5 9.1 17.1 8.2

Total annual use rate (change %) −24.0% −9.9%

Public/Private use rate ratio 2.5 2.1

GES expenditure (US$)**, *** 3,848,431 3,388,499 2,929,605 3,548,167

GES expenditure (%) (10.5%) (9.7%) (12.0%) (10.8%)

GES expenditure

(2020–2019)–change %

−23.9% 4.7%

Depression (aged 15+) Cases (N) 1,262,916 304,852 51,758 21,048 33,896 14,249

Cases (%) (93.7%) (91.2%) (85.1%) (85.9%) (62.3%) (81.6%)

Total annual use rate* 464.3 783.6 304.1 530.5

Total annual use rate (change %) −34.5% −32.3%

Public/Private use rate ratio 0.6 0.6

GES expenditure (US$)**, *** 31,056,659 22,763,871 20,338,818 20,937,896

GES expenditure (%) (84.8%) (64.9%) (83.2%) (63.6%)

GES expenditure

(2020–2019)–change %

−34.5% −8.0%

Bipolar disorders Cases (N) 23,786 24,181 2,496 2,714 1,691 2,210

(aged 15+) Cases (%) (1.8%) (7.2%) (4.1%) (11.1%) (3.1%) (12.7%)

Total annual use rate* 22.4 101 15.2 82.3

Total annual use rate (change %) −32.1% −18.5%

Public/Private use rate ratio 0.2 0.2

GES expenditure (US$)**, *** 1,731,084 8,931,632 1,172,782 8,436,062

GES expenditure (%) (4.7%) (25.5%) (4.8%) (25.6%)

GES expenditure

(2020–2019)–change %

−32.3% −5.5%

Alzheimer’s disease and Cases (N) 19,873 1,151 3,424 426 16,449 725

other dementias Cases (%) (1.5%) (0.3%) (5.6%) (1.7%) (30.2%) (4.2%)

Total annual use rate* 41.4 21.5 199 36.5

Total annual use rate (change %) 380.7% 69.8%

Public/Private use rate ratio 1.9 5.4

GES expenditure (US$)**, *** 1,202,908 20,355 5,778,806 251,113

GES expenditure (%) (3.3%) (0.1%) (23.6%) (0.8%)

GES expenditure

(2020–2019)–change %

380.4% 1133.7%

*Ratio between GES cases (N) of the target population defined in the Access Guarantee of the Supreme Decree in force per 100,000 beneficiaries.
**Excluding co–payments.
***Exchange rate: 1 US$= 792.2 pesos chilenos.

between both insurances. In 2019, mental health spending

represented 4.8% of the total GES plan in public insurance

and 11.3% in private insurance. In 2020, the mental health

expense would be 33.3% in public insurance, proportionally

double the total expense of your GES plan will owe (−15.5%).

In private insurance, the decrease in spending on mental

health was 6.2%, a relative figure higher than the 4.6%

decrease in spending for the total of its GES plan. In the

first year of the pandemic, the expenditure of the GES

plan on the mental health of public insurance was 26%

below that of private insurance, although its cases were three

times higher.
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TABLE 3 Psychiatric consultations reported by private insurance without using the GES universal access plan.

Fonasa

MLE

code

Detail 2020 2019 Insurer

expenditure

(change %)

Frequency–

change

%

Insurer

expenditure

(US$)*

Frequency

(N)

Insurer

expenditure

(US$)*

Frequency

(N)

0101212 Medical consultation specializing

in adult psychiatry

4,031,504 169,713 1,926,297 82,732 109% 105%

0101213 Medical consultation specializing

in pediatric and adolescent

psychiatry

179,722 7,337 117,800 4,544 53% 61%

0108212 Telemedical consultation

specializing in adult psychiatry (1st

consultancy)

467,194 15,869

0108213 Telemedical consultation

specializing in pediatric and

adolescent psychiatry (1st

consultancy)

5,233 248

0908101 Telerehabilitation: clinical

psychologist (45’ sessions)

248,743 10,138

*Exchange rate: 1 US$= 792.2 pesos chilenos. The grey shade color is the porcentual change between 2019 and 2020.

Compared between 2019 and 2020, schizophrenia had an

annual rate of 22.5 cases vs. 17.1 per 100,000 members of

public insurance and 9.1 vs. 8.2 in private insurance. The

public/private ratio of cases x 100,000 affiliates is 2.5 in 2019 and

dropped to 2.1 in 2020. Therefore, the rate of public use is more

than double that of private insurance. Despite this difference,

private spending for schizophrenia represented 0.9 times public

spending in 2019, while private spending was 1.2 times higher

than public spending in the first year of the pandemic. Public

insurance decreased its GES expenditure for schizophrenia by

23.9% compared to both years. It should be noted that in

public insurance, cases of schizophrenia represent 3.1% of the

accumulated cases in the entire period, 5.1% in 2019, and 4.4%

in 2020. While for private insurance, the accumulated is 1.2%,

for 2019 is 1.3%, and for 2020 is 1.6%.

Of the four mental health problems included in the GES

plan, cases of depression in 2019 represented more than 85%

(Table 2). This proportion changed in the first year of the

pandemic, particularly in public insurance, which fell to 62.3%,

although they continue to be the most prevalent cases. Between

2019 and 2020, depression had an annual rate of 464.3 cases

vs. 304.1 per 100,000 members of public insurance and 783.6

vs. 530.5 in private insurance. The public/private ratio of cases

x 100,000 affiliates is 0.6 for both years. Therefore, the rate of

private use is much higher than public use. Private spending for

depression was 0.7 times public spending in 2019, while in 2020,

they spent practically the same. However, of the total cases of

GES depression, only 30% corresponded to private insurance.

Public insurance decreased its GES expense for depression by

34.5% compared to both years.

For bipolar disorder, compared to 2019 and 2020, public

insurance had a rate of 22.4 and 15.2 cases, respectively,

per 100,000 affiliates. As for private insurance, it was 101

and 82.3, respectively. With regard to the cases accumulated

throughout the period, cases of bipolar disorder represent 1.8%

of public insurance and 7.2% of private insurance. This health

problem was incorporated into the GES plan only in 2013. In

2019, they represented 4.1% of public insurance and 11.1% of

private insurance. As for 2020, those figures are 3.1 and 12.7%,

respectively. The public/private use ratio in both years is 0.2.

Private insurers spent more than a quarter of their spending on

cases of bipolar disorder.

In comparison, public insurance does not exceed 5% of

spending. Overall, even though raw bipolar disorder numbers

are slightly lower for public insurance, private insurance spent

5.2 times more in 2019 and 7.2 times more in 2020. Public

insurance decreased its GES spending for bipolar disorder by

32.3% compared to both years.

Alzheimer’s disease and other dementias were incorporated

at the end of 2019 into the GES plan. Therefore, it is expected

to observe exponential growth for the first effective year of the

plan in 2020. During the first year of the pandemic, the ratio

of public/private use was 5.4. Public insurance attended 96% of

these GES cases.
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TABLE 4 Leave due to mental illness 2019–2020.

Sick leave status Diagnosis Measures 2019 2020

Public

insurance

Private

insurance

Public

insurance

Private

insurance

Processed Mental disorders N 1,127,470 322,313 1,344,444 385,819

% 24.7% 20.3% 28.6% 28.8%

Sick leaves rate* 24 18 29 23

Public/Private sick leaves rate ratio 1.32 1.29

Sick leaves rate (change %) 19.9% 22.9%

Total processed sick leaves** 4,560,459 1,588,311 4,695,591 1,338,494

Authorized*** Mental disorders N 1,006,447 294,794 1,121,980 313,392

% 23.3% 14.6% 26.0% 19.6%

Sick leaves rate* 22 17 24 18

Public/Private sick leaves rate ratio 1.29 1.33

Sick leaves rate (change %) 12.1% 9.1%

Total authorized sick leaves 4.311,033 2.016,165 4.310,301 1.602,393

Refused Mental disorders N 119,896 121,565 221,241 176,752

% 48.8% 56.4% 58.4% 65.6%

Sick leaves rate* 3 7 5 10

Public/Private sick leaves rate ratio 0.37 0.46

Sick leaves rate (change %) 85.6% 49.3%

Total refused sick leaves 245,925 215,351 378,719 269,521

Reduced Mental disorders N N/I 65,697 N/I 67,848

% 43.9% 46.8%

Reduced sick leaves (N)/Processed

sick leaves (N) by mental disorders

20.4% 17.6%

Reduced days (%) 51.5% 53.5%

Sick leaves rate* 3.75 3.98

Sick leaves rate (change %) 6.0%

Total reduced sick leaves N 149,786 144,821

Reduced sick leaves (N)/

Processed sick leaves (N)

9.4% 10.8%

*Rate per 100 contributors according to sick leave status.
**Excluding N/I.
***For private insurance, the N includes sick leaves claimed and partially or totally accepted in the appeal instances. Bold values indicates the total sick leaves by each sick leaves status.

Contrary to the study’s assumption, the use of the GES plan

decreased in the first year of the pandemic. This occurred for

the GES plan globally for both public and private insurance.

In the case of mental health, this decrease is noteworthy as

evidence indicates that the context of the pandemic has had

a negative impact on the mental health of the population,

increasing the prevalence of mental illnesses, particularly

depression. Therefore, it was feasible to assume that the demand

for mental healthcare would increase using the plan with

universally guaranteed rights. Given these results, we decided

to explore the data on psychiatric and psychological care

included in the complementary health plan; that is, the GES

does not cover it. We were only able to access data from

private insurance.

In addition, we review the data on medical leaves for mental

illness, comparing 2019 and 2020 for contributors to both

insurances. These two types of data allow us to corroborate

whether there was an impact on the decrease in the demand for

mental healthcare during the pandemic.

Adult psychiatric consultations in private insurance without

using the guaranteed plan (GES) were more than twice as high

as in 2020, as did the expenditure corresponding to this benefit

(Table 3). Psychiatric consultations for children increased by 61

and 53% of spending. In addition, new telemedicine benefits

were incorporated (adult and child psychiatric consultation,

psychological consultation).

Sick leave issued for mental illnesses increased by around

20% in both types of insurance (Table 4). In 2019, these
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TABLE 5 Sick leave refused or reduced depending on the type of mental illness diagnosis*.

Sick leave status Mental disorder Measure 2019 2020

Refused Depression (including dysthymia) N 62,401 79,943

% 51.3% 43.5%

%Women 65% 60%

Anxiety disorders N 49,601 85,046

% 40.8% 46.3%

%Women 56% 50%

Bipolar disorders (including cyclothymia) and mania N 3,526 4,732

% 2.9% 2.6%

%Women 65% 62%

3 mental disorders (N)/Total mental disorders (N) 95.0% 92.4%

Reduced Anxiety disorders N 37,641 42,943

% 57.3% 63.3%

Reduced days (%) 51.2% 53.8%

%Women 56.1% 48.8%

Depression (including dysthymia) N 23,838 21,048

% 36.3% 31.0%

Reduced days (%) 51.9% 53.1%

%Women 65.2% 60.4%

Bipolar disorders (including cyclothymia) and mania N 893 866

% 1.4% 1.3%

Reduced days (%) 48.4% 50.8%

%Women 64.7% 65.6%

3 mental disorders (N)/Total mental disorders (N) 94.9% 95.6%

*Considers only private insurance. Bold values indicates the weight of the three main mental disorders between all mental disorders.

represented 24.7% of medical licenses in public insurance and

20.3% in private insurance. In 2020, this proportion increased to

28.6% in public insurance and 28.8% in private insurance. The

ratio of public/private medical leave due to mental illness was

1.32 in 2019 and 1.29 in 2020. In other words, both the care data

without GES and medical leave point to the fact that there was a

significant increase in the demand for care in the case of mental

health during a pandemic.

In the sick leave administration system of Chile, these leaves

are reviewed by control bodies that implement each insurance.

As a result of this supervision, medical leaves can be authorized,

rejected, or reduced in the number of rest days. We observe that

in public insurance, 89% of medical licenses were authorized

in 2019 and 83% in 2020. In private insurance, it was 91% in

2019 and decreased to 81% in 2020. With regard to all medical

licenses rejected, the high proportion corresponding to mental

illnesses is striking. In 2019, 48.8% ofmedical licenses rejected by

public insurance were due to mental illness; in 2020, it increased

to 58.4%.

Meanwhile, in private insurance, it increased from 56.4 in

2019 to 65.6% in 2020; that is, two out of three licenses rejected

were due to mental illness. In the case of private insurance, over

90% of the causes of medical leave rejected in mental health

correspond to depression, anxiety, and bipolar disorder, and

the highest proportion is rejected for women (Table 5). If we

compare 2019 with 2020, public insurance increased its rejection

rate by 85.6%, two times as much as private insurance, which

increased its rejection by 49.3%.

In the case of private insurance, medical licenses may be

partially accepted, which implies that they reduce the number of

rest days indicated by the doctor. Close to 95% of the reduced

licenses are due to depression, anxiety, and bipolar disorder,

and a more significant proportion are women (Table 4). We find

that 43.9 and 46.8% of all reduced medical leaves correspond to

mental illness in 2019 and 2020, respectively. When reviewing

the number of reduced days, we observe that more than half

of the rest days indicated are reduced. These data indicate

that despite the significant demand for mental healthcare and

indications of rest by doctors, in the global system, mental health

was less protected than the rest of the diseases, particularly in the

first year of the pandemic.

Given these results, we explored the behavior of the rate

of use of GES cases since 2005 for the available data in

schizophrenia, depression, and bipolar disorder (Figure 1). We
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FIGURE 1

New and accumulated cases per year. Use of the universal health guarantee plan GES in three diagnoses of mental illness according to the type

of insurance.

observe that in the case of schizophrenia and depression, the

first 2 years of incorporating the GES plan tend to increase in

cases. Then, there is a variable behavior. For schizophrenia in

public insurance from 2010 onwards, relative stability has been

maintained at around 2,500 new cases per year. Meanwhile,

private insurance has an upward trend in new cases.

In the case of depression, in public insurance from 2007

onwards, a constant decrease in new cases is observed. While

in private insurance, there is also a downward trend but not

as marked. In both insurances, a more significant decrease is

observed in the first year of the pandemic. In the case of bipolar

disorder, the first year of incorporation into the GES shows the

highest number of new cases. Then, the trend is decreasing for

both insurances, although more marked in public.

4. Discussion

Contrary to the initial assumption of this study, the results

reflect that during the pandemic, public and private health

insurance reduced admissions to the GES universal plan for

schizophrenia, depression, and bipolar disorder, even though an

increase in the prevalence of mental illnesses has been reported

(5). One hypothesis is that this decrease can be linked to the

reorganization of health care providers that prioritized care

for COVID-19, which, contrary to the recommendations (4),

implied the closing of access to mental health services, so that

the insurance would not have had space to cover the services.

However, the increase in mental health problems was also

observed indirectly in the study when it was found that the
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demand for consultations with a psychiatrist and psychologist

without using the GES plan increased, and at the same time,

the prescription of mental health sick leave increased. This

could indicate that people soughtmental healthcare from private

providers that were available for care in person or incorporated

telemedicine, which they did not provide through the GES plan.

It is necessary to investigate why public and private insurance

affiliates entered the GES plan less, although it guarantees greater

comprehensiveness and quality of care, including financial

protection and opportunity.

In contrast, the increase in cases of psychiatric care without

GES and sick leave due to mental illness are usually reduced

only to medical care without psychosocial intervention, with

high co-payments and high rates of rejection of sick leave or

a decrease in prescribed rest days. Even so, it seems that in

the case of depression and bipolar disorder, the decrease in

the use of the GES plan occurred before the pandemic. The

opposite is true for schizophrenia, which continued to be used,

which may be associated with the fact that, in this case, the GES

plan succeeded in improving coverage and financial protection,

especially for the most vulnerable (9). The case of increased care

for Alzheimer’s disease may be associated with the fact that it

was the first year of implementation of the GES plan and many

people who were already in treatment saw an opportunity to

guarantee access and quality of treatment, thanks to the GES

plan. This upward trend in the use of the GES plan during

the first year of its implementation was also observed in the

case of depression and bipolar disorder, although this trend was

later reversed.

In contrast, the higher expense observed in the GES plan

of private insurance may be associated with the higher prices

charged by private providers for the care of the GES plan. The

financial protection guarantee of the GES plan ensures a 20%

copayment concerning a standard estimated price defined by the

supreme decree. However, private providers are free to set prices,

charging a price three times higher on average compared to

public providers. Private insurance assumes the price difference

to guarantee care, and therefore, the financial coverage of the

final GES may end up being > 80% (13). However, it must

be considered that private insurance continues to receive the

GES plan premium from their affiliates even when they do

not occupy the GES plan in their care. In public insurance,

coverage is 80%, but public providers claim that the decreed

prices do not cover the actual cost of care, generating structural

debt in the system. When facing these situations, a plan that

claims to be universal for all types of insurance ends up not

being such.

Countries like Chile, that incorporate the individual health

insurance system to advance the universal coverage of mental

health (14), have an essential challenge in regulation and control

to prevent breaches of guarantees, as well as in resolving

how the protection of mental health will be addressed in

health emergencies.

5. Conclusion

This exploration shows us that people with mental

illness had less access to a universal health guarantee plan,

alternatively attending individual psychiatric care contrary

to a comprehensive model and with less financial coverage,

therefore, higher out-of-pocket costs. This may be a problem

that is occurring with all types of health insurance (not just

the GES plan), and it is necessary to explore whether health

insurance systems have been able to cover the mental healthcare

needs of their members during the pandemic. In addition, the

social protection system for rest indicated by a doctor is more

violated in the case of mental illness than in other illnesses.

This situation was aggravated in the first year of the COVID-

19 pandemic.

The results make it necessary to evaluate the operation

of the entire GES plan in the context of the pandemic

(not only mental health) since we can learn lessons

before continuing to advance the universal mental health

coverage policy through this type of plan. A universal

guaranteed plan in an individual contribution system

can have a significant weakness for individuals when the

principles of social security are not complied with, especially

regarding the solidarity of the health insurance system.

An insurance-based system will require addressing the

discussion of reference pricing of mental health actions

by providers. Otherwise, universal coverage becomes

financially unsustainable.
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Aims: The aim of the study was to evaluate the prevalence and temporal trend of

common mental health problems (CMHPs) in the UK by industrial classification from

2012–2014 to 2016–2018 while evaluating the corresponding gender disparities.

Methods: We used data from the Health Survey for England. CMPH was judged by

a 12-item General Health Questionnaire. Industrial classifications were defined using

the UK Standard Industrial Classification of Economic Activities. Data were fitted by

the logistic models.

Results: In this study, 19,581 participants covering 20 industries were included.

In total, 18.8% of participants screened positive for CMHP in 2016–2018, which

significantly increased from 16.0% in 2012–2014 [adjusted OR (AOR) = 1.17, 95%

CI 1.08–1.27]. In 2016–2018, the prevalence of CMHP ranged from 6.2% in the

industry of mining and quarrying to 23.8% in the industry of accommodation and

food service activities. From 2012–2014 to 2016–2018, none of the 20 industries

studied experienced significant decreases in the above prevalence; conversely, three

industries saw significant increases, including wholesale and retail trade, repair

of motor vehicles and motorcycles (AOR for trend = 1.32, 95% CI 1.04–1.67),

construction (AOR for trend = 1.66, 95% CI 1.23–2.24), and other service activities,

which cannot be classified (AOR for trend = 1.94, 95% CI 1.06–3.55). In total, 11

of the 20 industries studied had significant gender disparities against women, with

the smallest gap being in the industry of transport and storage (AOR = 1.47, 95% CI

1.09–2.0) and the highest in the industry of arts, entertainment, and recreation (AOR

= 6.19, 95% CI 2.94–13.03). From 2012–2014 to 2016–2018, gender disparities were

narrowed only in two industries, including human health and social work activities

(AOR for trend = 0.45, 95% CI 0.27–0.74), and transport and storage (AOR for trend =

0.5, 95% CI 0.27–0.91).

Conclusion : The prevalence of CMHPs has increased and had a wide variation across

industries in the UK. There were disparities against women, and the gender disparities

have been keeping almost no improvement from 2012–2014 to 2016–2018.
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gender disparity, industrial classification, UK, workplace, common mental health problems
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Background

Commonmental health problems, such as depression and anxiety

disorders, influence a wide population. In the UK,∼1 in seven people

in the workplace experience mental health problems, and women are

nearly two times as likely to have mental health problems as men

(1). It was estimated that economic losses caused by mental health

problems account for about 4.1% of the UK GDP (1), and better

mental health support in the workplace can save UK businesses up

to £8 billion per year (2). Reforms in the UK over the past decade

resulted in advancing achievement in the integration of employment

and mental health, as well as considerable related outcomes such as

helping employed people move off sickness absence (3). However, a

recent official report indicated that still more than 50% of all sickness

absence days can be attributed to mental health conditions (4).

People are exposed to their unique occupational environments,

which depend on the type of industry (such as construction) they

belong to. A cross-sectional survey based on 40,986 police employees

in the UK indicated that 9.8% of the participants had probable

depression, with 12.45% of women vs. 8.24% of men (5). A cross-

sectional survey based on 78 emergency ambulance service workers

in the UK indicated that 53.8% of respondents experienced work-

related burnout and that those most at risk of burnout were full-

time working men (6). A cross-sectional survey of 5,497 workers

found that clerical and secretarial, sales, and personal and protective

services were occupations that usually had a higher prevalence

of common mental health problems (CMHPs), whereas craft and

related, and plant and machine operatives had a lower prevalence

of CMHPs, compared to the overall prevalence in all adults (7).

Understanding mental health by industrial classification could be

conducive to the individualization and pertinence of policies or

intervention measures, especially given that rules and regulations are

usually formulated according to the industry. However, based on our

knowledge, no study in the UK looked at mental health problems

from the perspective of industrial classification.

This study aimed to evaluate the prevalence and temporal trend

of CMHPs in the UK by industrial classification from 2012–2014 to

2016–2018 while evaluating the corresponding gender disparities.

Methods

Database and participants

We used data from the Health Survey for England (HSE). HSE

is a representative repeated cross-sectional survey of people aged 13

or over in England, looking at changes in the health and lifestyles

of people all over the country. It has been widely used by central

and local governments in the UK for decision-making (8). The HSE

uses stratified multistage probability sampling to select samples. In

the first stage, a random sample of primary sampling units (PSUs),

based on postcode sectors, was selected. Within each selected PSU,

a random sample of postal addresses (known as delivery points)

was then drawn (9). This design ensures that every address in

England has an equal chance of being included in the survey each

year, and the results are representative of the population living in

private households. Approximately 8,000 adults and 2,000 children

take part in the HSE each year. Information is collected through an

interview and, if participants agree, a visit from a specially trained

nurse. Collected items included socio-economic and demographic

characteristics and validated measures of mental disorder symptoms

(discussed below). Detailed descriptions of HSE, such as sampling

methods and quality-control procedures, can be found elsewhere (9).

This study used the survey waves of 2012, 2014, 2016, and 2018,

because the industrial classification has been kept as the same version

since 2012, and data on CMHPs are collected every 2 years (discussed

below). To increase the available sample size to improve the precision

of our estimates, we combined 2012 and 2014 as the starting period

(named 2012–2014), as well as 2016 and 2018 as the ending period

(named 2016–2018).

In this study, we only included those aged between 16 and 65,

considering the legal working age and retirement age (66 years) in

the UK. We excluded the cases with missing values [4,379 (18.3%)

records] instead of any imputation. Figure 1 shows the selection of

the cases in detail.

This study was carried out in accordance with the Declaration

of Helsinki. The data are publicly available. The use of secondary

de-identified data made this study exempt from institutional review

board review. Participants in the original studies gave informed

consent and each study was approved by the London Medical

Research Ethics Council and/or Local Research Ethics Councils

before each annual data collection cycle (8, 9).

Measures

Common mental health problems
Common mental health problems were judged by the 12-

item General Health Questionnaire (GHQ-12). This instrument

concentrates on the broader symptoms of psychological morbidity

and measures the characteristics such as general levels of happiness,

depression, anxiety, sleep disturbance, and self-confidence. Each of

the 12 items was rated on a four-point response scale to indicate

whether symptoms of mental ill health were “not at all present,” “no

more than usual,” “rather more than usual,” or “much more than

usual,” with first two coded as 0 and last two coded as 1. Then, GHQ-

12 is scored on a range from 0 to 12, and a validated score of 4 ormore

is indicative of probable mental health problems with a sensitivity of

0.69 and specificity of 0.88 (8, 10, 11).

Industrial classification
Industrial classifications were defined using the level 1 of the UK

Standard Industrial Classification of Economic Activities (UK-SIC,

version 2007), including accommodation and food service activities;

administrative and support service activities; agriculture, forestry,

and fishing; arts, entertainment, and recreation; Construction;

education; electricity, gas, steam, and air conditioning supply;

financial and insurance activities; human health and social work

activities; information and communication; manufacturing; mining

and quarrying; professional, scientific, and technical activities; public

administration and defense; compulsory social security; real estate

activities; transport and storage; water supply, sewerage, waste

management and remediation activities; wholesale and retail trade;

repair of motor vehicles and motorcycles; and other service activities

(12). The original industrial classifications did not cover non-

employed workers. Considering the mutual transformation between

employed and non-employed workers, and to broaden the scope of
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FIGURE 1

Inclusion and exclusion of the participants. HSE, Health Survey for England.

this study, in this study, we included the non-employed as a separate

group in the industrial classification.

Other variables
We investigated the following socio-demographic characteristics,

including age (16–24, 25–34, 35–44, 45–54, and 55–65), gender (male

vs. female), marital status (married/cohabitation, never married,

and widowed/divorced/separated), education attained (less than

secondary education, secondary general or vocational education,

tertiary education, and foreign/other qualifications), and socio-

economic status [measure by the index of multiple deprivations, the

official measure of relative deprivation in England (13)]. We also

investigated long-standing physical illnesses (such as back or neck

pain, and disabilities; categorized as yes or no) because of their

evidenced influence on psychological health in the workplace (14).

Statistical analysis

Data were analyzed for each industrial classification separately.

This makes within-industrial comparisons (analyses of changes over

time) robust to any possible between-industrial differences. Repeated

cross-sectional sampling is a standard method for measuring changes

(15, 16), including for the assessment of trends relating to depression

based on the screening tools (17). Survey weighting was used to

adjust for the complex survey design, including the clustering, and

stratification, to make the estimates representative of each year. The

weight values were provided directly in the HSE datasets. Details of

how the weights were calculated can be found elsewhere (18, 19). The

prevalence was calculated as the proportion of participants scoring

4+ on the GHQ-12.

To estimate the temporal trend, we fitted industrial-specific

weighted logistic regression models, with CMHPs (yes or no) as the

dependent variable and period (a binary variable with 2012–2014

coded as 0 and 2016–2018 coded as 1) as the key predictor, controlling

for age, gender, marital status, education attained, socio-economic

status, and long-standing physical illness (Equation 1).

CMHP = α + period + confunders+ ε (1)

To estimate the gender disparities, we fitted industrial-specific

weighted logistic regression models, with CMHPs (yes or no) as the

dependent variable and gender (a binary variable with male coded

as 0 and female coded as 1) as the key predictor, controlling for

age, marital status, education attained, socio-economic status, long-

standing physical illness, and study period (Equation 2). To explore

how gender disparities had changed, we added an interaction term

between gender and period (Equation 3).

CMHP = α + gender + confunders+ ε (2)

CMHP = α + gender + period + gender × period +

confunders+ ε (3)

All analyses were conducted in R version 3.6.0 (20). A p-value

of < 0.05 was considered statistically significant. The results are

reported following the STROBE checklist for cohort studies.

Frontiers in PublicHealth 03 frontiersin.org
18

https://doi.org/10.3389/fpubh.2023.1054964
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Chen and Wang 10.3389/fpubh.2023.1054964

TABLE 1 Basic description.

Characteristic No. (%) of participants

Gender (=female) 11,079 (56.6%)

Age

16–24 2,355 (12.0%)

25–34 3,771 (19.3%)

35–44 4,428 (22.6%)

45–54 4,730 (24.2%)

55–65 4,297 (21.9%)

Education attained

Less than secondary education 2,366 (12.1%)

Secondary general or vocational

education

10,828 (55.3%)

Tertiary education 6,315 (32.3%)

Foreign/other qualifications 72 (0.4%)

Marital status

Married/cohabitation 13,022 (66.5%)

Never married 4,580 (23.4%)

Widowed/divorced/separated 1,979 (10.1%)

Social economics status

Most deprived 3,812 (19.5%)

2 3,562 (18.2%)

3 3,802 (19.4%)

4 4,215 (21.5%)

Lest deprived 4,190 (21.4%)

Long-lasting illness (=yes) 7,032 (35.9%)

Study period

2012–2014 9,097 (46.5%)

2016–2018 10,484 (53.5%)

Industrial classifications

Accommodation and food service

activities

869 (4.4%)

Administrative and support service

activities

1,059 (5.4%)

Agriculture, forestry, and fishing 207 (1.1%)

Arts, entertainment, and recreation 335 (1.7%)

Construction 1,622 (8.3%)

Education 1,783 (9.1%)

Electricity, gas, steam, and air

conditioning supply

151 (0.8%)

Financial and insurance activities 756 (3.9%)

Human health and social work activities 2,497 (12.8%)

Information and communication 875 (4.5%)

Manufacturing 2,356 (12%)

(Continued)

TABLE 1 (Continued)

Characteristic No. (%) of participants

Mining and quarrying 83 (0.4%)

Non-employed 467 (2.4%)

Other service activities 340 (1.7%)

Professional, scientific and technical

activities

1,361 (7.0%)

Public administration and defense;

compulsory social security

1,088 (5.6%)

Real estate activities 155 (0.8%)

Transport and storage 1,273 (6.5%)

Water supply, sewerage, waste

management and remediation activities

143 (0.7%)

Wholesale and retail trade; repair of

motor vehicles and motorcycles

2,161 (11.0%)

Data are shown as numbers (percentages).

Results

In this study, 19,581 out of 40,730 participants, aged between

16 and 65, were included (9,097 participants in the start phase,

2012–2014, and 10,484 participants in the end phase, 2016–2018;

Figure 1). Table 1 summarizes their basic characteristics. Among

these participants, 56.6% were female and 66.5% were married or in

cohabitation. People aged 45–55 accounted for 24.2%, followed by

people aged 35–44 (22.6%). In total, 12.8% of participants were from

the industry of human health and social work activities, followed by

manufacturing (12.0%).

Among included participants, 18.8% (95% CI 18.0–19.6) of them

screened positive for CMHPs in 2016–2018, which significantly

increased from 16.0% (95% CI 15.2–16.8) in 2012–2014 [adjusted OR

(AOR)= 1.17, 95% CI 1.08–1.27].

Large variations in the prevalence of CMHPs were observed

across industries (Figure 2A). In 2016–2018, this prevalence ranged

from 6.2% (95%CI 1.8–19.1) in the industry ofmining and quarrying,

to 23.8% (95% CI 19.7–28.4) in the industry of accommodation

and food service activities, and to 33.7% (95% CI 28.0–39.9) in the

non-employed (Figure 2A). Figure 2A also indicated that from 2012–

2014 to 2016–2018, none of the industries experienced significant

decreases in the prevalence; on the contrary, some industries had

significant increases, including the industry of wholesale and retail

trade, repair of motor vehicles and motorcycles (AOR= 1.32, 95% CI

1.04–1.67), the industry of construction (AOR = 1.66, 95% CI 1.23–

2.24), and the industry of other service activities, which cannot be

classified (AOR= 1.94, 95% CI 1.06–3.55).

Gender disparities in the prevalence of CMHP also varied widely

across industries. In total, 11 of the 20 industries studied had

significant gender disparities against women, with the smallest gap

being in the industry of transport and storage (AOR = 1.47, 95% CI

1.09–2.0) and the highest in the industry of arts, entertainment, and

recreation (AOR= 6.19, 95% CI 2.94–13.03; Figure 2B). From 2012–

2014 to 2016–2018, gender disparities were narrowed only in two of

the 11 industries above, including the industry of human health and

social work activities (AOR for trend = 0.45, 95% CI 0.27–0.74) and
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FIGURE 2

Prevalence and gender dispraise of those who had common mental health problems in the UK, by industrial classification, from 2012–2014 to

2016–2018. Shown are the prevalence and its 95% confidence interval (CI) of populations who screen positive for common mental health problems. The

odd ratios (OR) and its 95 CI% were estimated from weighted logistic with depression (yes or no) as the dependent variable and survey period [with

2012–2014 as the reference, in (A)] or gender [with male as the reference, in (B)] as the key predictor. Adjusted OR controlled for age, gender (A) or study

period (B), marital status, education attained, index of multiple deprivations, and long-standing physical illness. *< 0.05, **< 0.01, ***< 0.001.

the industry of transport and storage (AOR for trend = 0.5, 95% CI

0.27–0.91; Table 2).

Discussion

Statement of principal findings

The prevalence of those who were screened positive for CMHPs

increased from 2012–2014 to 2016–2018. None of the 20 industries

that were studied experienced decreases in this prevalence, but three

industries had significant increases. Salient gender disparities against

women were detected in 11 of the 20 industries studied, and among

these 11 industries, the gender disparities were narrowed only in two

industries from 2012–2014 to 2016–2018.

Possible explanations and comparisons with
other studies

The consistently highest prevalence and the non-improvement

situation among the non-employed from 2012–2014 to 2016–2018

deserve our attention, although we cannot ignore UK’s achievement

in helping these people back to work. Previous studies have evidenced

the mutual exacerbation of non-employment and common mental

health problems and also indicated that the welfare system in the UK

does not seem to nullify the effect of non-employment on mental

health (21, 22). Besides the existing non-employment benefit and

back-to-work support, public policy should therefore also focus on

the early prevention of mental health problems among the non-

employed. In addition, gender disparities with a higher prevalence
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TABLE 2 Temporal trend of gender disparity of prevalence of those who

screen positive for common mental health problems, from 2012–2014 to

2016–2018.

Industrial classification OR for trend
(95% CI)a

Non-employed 1.61 (0.62, 4.21)

Real estate activities 4.05 (0.58, 28.24)

Accommodation and food service activities 1.32 (0.61, 2.86)

Arts, entertainment and recreation 1.19 (0.27, 5.31)

Electricity, gas, steam, and air conditioning supply 0.77 (0.11, 5.30)

Other service activities 0.50 (0.12, 2.05)

Wholesale and retail trade; repair of motor

vehicles and motorcycles

1.07 (0.66, 1.74)

Public administration and defense; compulsory

social security

1.00 (0.50, 2.00)

Human health and social work activities 0.45 (0.27, 0.74)∗∗

Construction 1.27 (0.71, 2.28)

Manufacturing 0.92 (0.57, 1.48)

Transport and storage 0.50 (0.27, 0.91)∗

Administrative and support service activities 0.92 (0.46, 1.83)

Financial and insurance activities 0.91 (0.36, 2.30)

Education 0.99 (0.55, 1.76)

Information and communication 1.28 (0.55, 2.96)

Professional, scientific, and technical 0.85 (0.43, 1.67)

Water supply, sewerage, waste management, and

remediation activities

1.17 (0.12, 11.17)

Agriculture, forestry, and fishing 1.36 (0.19, 10.02)

Mining and quarrying 2.71 (0.02, 296.71)

aThe odd ratios (ORs) for trend and its 95% CI were estimated by adding an interaction term

between gender and study period into the adjusted logistical model in Figure 2B. ∗
< 0.05,

∗∗
< 0.01, ∗∗∗< 0.001.

in women also emphasize that more attention should be paid to

female non-employed.

Our findings highlighted some high-risk industries for CMHP

and revealed the blind spots in existing mental health studies,

including industries of accommodation and food service activities;

real estate activities; wholesale and retail trade, repair of motor

vehicles and motorcycles; and other services activities, which cannot

be classified. These industries usually involve working face-to-face

with the general public, involve a degree of responsibility coupled

with some unpredictability in how their clients might behave toward

them, or involve irregular and long working hours (23). Thus,

working in these industries is emotionally demanding and exposes

the employees to adverse social behavior (such as violence and verbal

aggression), contributing to the important sources of psychological

risks in the workplace (7). However, attention from the previous

literature to these industries is insufficient, when compared to

industries whose voices, in terms of psychological demands, are

more likely to be heard due to their high physical-risk occupational

environment (such as mining and quarrying, agriculture, forestry and

fishing, and construction) or the fact that they are the industries

where researchers primary come from (such as professional, scientific

and technical activities, and human health and social work activities).

This study also highlighted the insufficient attention to the

against-females-disparities on the prevalence of CMHPs in the

workplace, as evidenced by the fact that gender gaps in most

(nine in 11) of the industries have not been narrowed from 2012–

2014 to 2016–2018. Although gender disparities in the industry

of human health and social work activities and the industry of

transport and storage were narrowed, this improvement was to

some extent unreasonable as this narrowing resulted from men

being worse off (increased prevalence) and women being better

off (decreased prevalence). Previous studies have identified some

risk factors, which have gender-specific impacts on mental health

(24, 25). For instance, working full-time decreases the risk of mental

problems among men, but not among women; fixed-term contract

only increases the risk of mental problems among women; men

are more affected by the changes in tasks and a lack of pride at

work, while mental problem drivers in women are no training, low

motivation, and weak social support at work; worrying of involuntary

interruptions during work is also disproportionally affect women

(24, 25). However, existing evidence cannot explain our findings that

the against-females-disparities in the prevalence of CMHPs were only

identified in part of (11 of the 20) industries studied not all. Both

industry- and gender-specific factors need to be identified in future

studies. In addition, our findings that the against-females-disparities

in female-dominated areas, such as the industry of education, to

some extent contradict the evidence from Denmark, where mental

disorders were higher for men working in female-dominated areas

(26). These findings may imply the possible influence of cultural

differences. The underlying reasons should be explored in future

studies and call for more corresponding interventions.

Strengths and limitations

To the best of our knowledge, we first evaluated the prevalence

of those who had CMHPs by industrial classification in the UK. The

repetitive cross-sectional representative data enabled the exploration

of the temporal trend of this prevalence. The gender disparity

we explored allowed a more nuanced and practical assessment of

previous achievements. This study identified the industries where

prevalence and gender disparities were relatively higher and where

we should focus in the future.

Our study was limited by the use of self-reported data, which

may be subjected to recall bias. Second, the outcome measured

by GHQ-12 is not equal to the clinical diagnosis. Third, the

self-administered instruments have only been validated for binary

detection of depressive disorders and do not provide accurate

quantification of severity. Fourth, people with CMHPs may have

been successfully treated and thus without residual symptoms to be

identified by the survey instruments; such people would have been

missed by this approach, underestimating the proportion of people

who had common mental health problems.

One unanswered question of this study is that we identified the

industries where prevalence and gender disparities were relatively

higher and where we should focus in the future, but we were unable to

further explore what are the contributing factors, primarily due to the

lacking of industry-specific variables, such as the irregular working
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hours and adverse social behavior wementioned (7, 23). More studies

are needed to explore mental health from the perspective of the

industry. In addition, more specific surveys or data with industry-

specific information are also needed.

Conclusion

The prevalence of CMHPs has increased and had a wide variation

across industries in the UK. There were disparities against women,

and the gender disparities have been keeping almost no improvement

from 2012-−2014 to 2016–2018. People are exposed to their unique

occupational environments, which depend on the type of industry

they belong to. Our findings can be used by the pertinence of

policies or intervention measures by industries, given that rules and

regulations are usually formulated according to the industry.
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There is a notable disparity between the observed prevalence of schizophrenia-

spectrum disorders in racialized persons in the United States and Canada and White

individuals in these same countries, with Black people being diagnosed at higher rates

than other groups. The consequences thereof bring a progression of lifelong punitive

societal implications, including reduced opportunities, substandard care, increased

contact with the legal system, and criminalization. Other psychological conditions do

not show such awide racial gap as a schizophrenia-spectrum disorder diagnosis. New

data show that the di�erences are not likely to be genetic, but rather societal in origin.

Using real-life examples, we discuss how overdiagnoses are largely rooted in the

racial biases of clinicians and compounded by higher rates of traumatizing stressors

among Black people due to racism. The forgotten history of psychosis in psychology

is highlighted to help explain disparities in light of the relevant historical context. We

demonstrate how misunderstanding race confounds attempts to diagnose and treat

schizophrenia-spectrum disorders in Black individuals. A lack of culturally informed

clinicians exacerbates problems, and implicit biases prevent Black patients from

receiving proper treatment frommainly White mental healthcare professionals, which

can be observed as a lack of empathy. Finally, we consider the role of law enforcement

as stereotypes combined with psychotic symptoms may put these patients in danger

of police violence and premature mortality. Improving treatment outcomes requires

an understanding of the role of psychology in perpetuating racism in healthcare and

pathological stereotypes. Increased awareness and training can improve the plight of

Black people with severemental health disorders. Essential steps necessary atmultiple

levels to address these issues are discussed.

KEYWORDS

psychosis, Black communities, discrimination, racism, misdiagnosis, weaponization of

medicine, schizophrenia

1. Introduction

In the words of Martin Luther King Jr., “Of all the forms of inequality, injustice in health is

the most shocking and the most inhuman. . . ” (1).

2. Psychotic disorders in the United States and Canada

Psychosis is understood broadly to refer to mental states that involve a disconnect from

reality. Positive symptoms include hallucinations (perceiving things that are not present,

which can be auditory, tactile, visual, olfactory, or taste), delusions (false beliefs that are

not easily changed), and disorganized thinking, speech, or behavior (2). Negative symptoms
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include difficulties with emotional and facial expressions, speech,

thinking, task commencement, motivation, and social withdrawal.

Other symptoms include cognitive deficits. Psychosis can be a

symptom of many different mental and physical disorders such

as schizophrenia as well as bipolar disorder and major depressive

disorder (MDD), so there is no one simple course, presentation,

or cause. Rather, research indicates that a psychotic episode can

be brought on by a combination of factors. Biological factors,

including genetic factors from genome-wide studies, emphasize the

connections between common mental disorders and genes that

regulate specific neuronal functions (3, 4). While genetic factors

may increase the risk of experiencing psychosis, it is environmental

stressors [such as traumatic life events, autoimmune insult, or

substance use; (3, 4)] that often act as the trigger and barriers to care

such as lack of knowledge about the symptoms, lack of possibilities

for treatment (i.e., no local specialists), and lack of access (i.e., no

insurance) which can exacerbate the condition.

Therefore, it is imperative that disorders that include

psychosis are correctly diagnosed with adequate consideration

of environmental factors, to receive appropriate care and early

intervention, which can improve prognosis. In this paper, the

term “psychotic disorders” will refer broadly to all schizophrenia-

spectrum disorders and other conditions that may include psychotic

episodes (e.g., bipolar disorder and severe MDD), whereas the term

“schizophrenia-spectrum disorders” refers to all disorders in this

category, as per the DSM-5. In the interest of space, we will not be

focusing on MDD or bipolar disorder, although these disorders may

include psychosis, and as such, many of the same issues still apply.

The literature suggests that schizophrenia-spectrum disorders

affect up to 4% of the population (5), and for the subset of those

affected by schizophrenia, the global prevalence is 1 in 300 people

(0.32%) or 24 million people, as shown in Table 1 (6). In the

United States, schizophrenia similarly affects 0.25–0.65% of the

population [∼2.6 million adults aged 18 years and older; (6, 7)],

and 40% of individuals with schizophrenia go untreated in any

given year. However, counting those with schizophrenia in the

United States is complicated, and there is an undercount because

so many are incarcerated, homeless, suffer an early death, or are

otherwise excluded from official treatment channels. Therefore, a

more accurate count based on the 2020 census reaches 1.62%, or 3.8

million adults, which is significantly higher than previous prevalence

estimates (7).

The development of schizophrenia-spectrum disorders has

been found to vary by gender, with men experiencing the onset

of symptoms earlier (late teens to early twenties) and women

experiencing them later (early twenties to early thirties). Individuals

with a family history of mental illness are at a higher risk

of developing schizophrenia-spectrum disorders (8). The early

adulthood or late adolescence onset of schizophrenia is particularly

tragic as it negatively affects the trajectory of young people as

they are poised to embark on an independent life. Globally,

schizophrenia is among the top ten causes of disability-adjusted life-

years. The annual costs in Canada of schizophrenia are estimated

to reach up to Canadian $10 billion (5), while in the United States,

the staggering direct and indirect costs of schizophrenia reached

$281.6 billion in 2020. A large proportion of the direct costs

are derived from healthcare, homelessness, incarceration, and

necessary housing of these patients. The total lifetime economic

cost of each individual diagnosed with schizophrenia at the age

of twenty-five years comes to approximately $92,000 annually

(9). These numbers testify to the urgent need for better care in

this area.

3. Race and psychology (psychosis in
the Black community)

In the United States and Canada, Black persons include those who

are racialized as African American, Black American, Caribbean Black,

and Black African, and may originate from any country. Persons

racialized as Black typically have darker skin shades but may have

any color of skin. Black is a racial grouping defined by the federal

government (US Census Bureau, Statistics Canada) and is not the

same as an ethnic group, nor synonymous with biological relatedness.

For this study, Black refers to people racialized as Black by American

and Canadian society who have some African ancestry.

In any conversation about racial disparities, it is common to

wonder if observed differences are a reflection of socioeconomic

differences (class and income). Although people of different classes

may be treated differently in the healthcare system, the issue we are

highlighting in this paper is specifically about Black people. Contrary

to popular stereotypes, most Black people in the United States and

Canada are middle class, not poor [81% of Black Americans are not in

poverty; Figure 1; (10)]. Certainly, Black people are overrepresented

among the poor, but this is due to racism, which takes us back to the

issue of race, rather than socioeconomic status.

Similarly, there are pathological stereotypes of Black people

surrounding increased substance use, dysfunctional parenting, and

poor social skills—which some might assume are factors in the

development and maintenance of schizophrenia-spectrum disorders

in this population. Addressing these false beliefs are beyond the scope

of this paper; however, interested readers are directed to Williams

et al. (11) and Jahn et al. (12) studies.

3.1. Epidemiology of race and psychosis

A national epidemiological study by Cohen and Marino (13)

found that Black Americans had higher lifetime rates of disorders

that included psychotic symptoms (15.3%) compared with Latino

(13.6%), White (9.7%), and Asian Americans (9.6%). Furthermore,

the lifetime probability of these disorders was associated with the

Black and Hispanic race, the current level of disability, and a lifetime

diagnosis of substance use disorder or posttraumatic stress disorder

(PTSD). African American/Black communities are diagnosed with

schizophrenia-spectrum disorders at a rate that is three to four

times higher than White communities (14). Studies have shown

that Black Americans are 2.4 times more likely to be diagnosed

with schizophrenia (13) and are more likely to be diagnosed with

schizophrenia-paranoid subtype or schizophrenia-undifferentiated

subtype (14, 15). As will be further discussed, some of these disparities

are due to clinician error, including overdiagnosis and misdiagnosis.

Finally, for Black people experiencing early symptoms of

psychotic disorders, contact with law enforcement often represents

the entry point into the medical system and is occurring even in

the premorbid and prodromal stages (16). This means that these

individuals have a high risk of becoming a target of law enforcement,

due to negative stereotypes about Black people, which brings a
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TABLE 1 Global prevalence and age-standardized prevalence for schizophrenia in 1990 and 2019 (6).

1990 2019

Prevalence, in
millions (95% UI)

Age-standardized prevalence per
100,000 people (95% UI)

Prevalence, in
millions (95% UI)

Age-standardized prevalence per
100,000 people (95% UI)

Total 14·2 (12·2–16·5) 289·9 (249·8–333·2) 23·6 (20·2–27·2)

Male 7·5 (6·4–8·7) 304·5 (262·6–350·0) 12·4 (10·6–14·3)

Female 6·7 (5·8–7·7) 274·9 (236·9–315·5) 11·2 (9·6–12·9)

FIGURE 1

Socioeconomic class of Black households in the United States as compared with national class divisions.

host of negative life consequences (11, 17). Having been diagnosed

with both a serious mental illness and a history of incarceration

makes gainful employment nearly impossible. Furthermore, under

United States laws, having a criminal record excludes both the patient

and their family (if they live together) from assistance for public

housing. Taken together, these inhumane and punitive barriers are

a recipe for homelessness and marginalization and virtually ensure

that first-episode patients will be unable to establish independent lives

(16, 17).

3.2. Racism and psychosis

Black individuals suffering from psychotic disorders may be

unable to access treatment or outright punished for becoming ill

(Table 2). A case example, with which the authors were involved, is

that of Grace Terry (pseudonym), a Black woman with schizophrenia

who was incarcerated in the United States for allegedly evading arrest

when frightened by police officers. In another example in Canada,

Samuel Uko’s family described that his race impacted how he was

treated during his mental health crisis, leading to a fatal outcome. The

CEO of the Saskatchewan Health Authority offered a formal apology,

admitting that the staff spent too much time focusing on his identity

rather than his care (18).

The situation today is that many Black people die because they

do not have access to mental health services, but also because even

when they have access they experience additional barriers once they

are in the mental health services system (16). As a result of tragedies

like this, there has been a public outcry from Black people across

North America, noting a scarcity of providers representative of their

communities and a lack of cultural competence in care [e.g., (19–21)].

3.3. Purpose of this paper

Racial disparities persist in mental health due to issues that

include access to treatment and quality of care. Despite calls for

cultural sensitivity and updates of diagnostic manuals, significant

issues persist in diagnosis and treatment, especially in the case

of psychotic disorders (14, 16, 22). Black individuals may have

increased vulnerability to these disorders due to experiencing unique

environmental stressors, such as alienation, discrimination, and

racism, which contribute to etiology. Due to the double stigma of

racism and having a serious mental illness, they are more likely to

be marginalized and victimized by law enforcement.

The purpose of this study is to provide an overview of the

experiences of Black people living in the United States and Canada

with early schizophrenia-spectrum disorders and to discuss racially

informed solutions for equitable mental healthcare. This study

first describes racial differences in the diagnosis of schizophrenia-

spectrum disorders; second, explains barriers to the treatment for

Black communities; third, explains the role of bias and clinician

empathy in misdiagnosis; fourth, describes the dangers of law

enforcement involvement in mental health emergencies; and finally

discusses solutions to address these disparities.

4. Medical racism and psychosis

4.1. Defining racism

To understand the connections among race, racism, racial

discrimination, and psychosis, it is necessary to understand the

terminology being used. Race is not a biological construct, but

rather a sociopolitical construct that has no relevant genetic
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TABLE 2 Case study: The focus on identity rather than care.

Description Common issues arising in care
pathways for psychosis

In 2018, a 40-year-old Black Liberian American immigrant woman, Ms. Terry, was crossing a parking lot at night in a location

where police were said to harass members of her community. When they approached her, she became frightened and ran, at

one point, hiding behind a bystander and trying to ward off officers with an umbrella. The umbrella made contact with one of

the officers, and although police photos showed no visible evidence that the White officer was harmed, Ms. Terry faced a slew

of charges, including trespassing, evasion, and assault. Her initial evaluation by a forensic psychologist missed her serious

mental illness—despite a medical history of psychosis and hospitalization–and the resulting report was not culturally informed.

Once Ms. Terry was able to obtain a culturally informed assessment, she was found to have moderate schizophrenia—which

included symptoms of paranoia, auditory hallucinations, and delusional beliefs—as well as mild intellectual disability. She

ended up being incarcerated for nearly a year before the court agreed she could be released and offered the proper mental

healthcare and social support.

Law enforcement is uninformed as to how to

address acute mental health crises.

Lack of culturally informed services resulted

in misdiagnosis.

Lack of empathy and misconception of

threat-level led to unnecessary,

non-therapeutic incarceration.

In 2020, security officers removed Mr. Uko, a young Black Canadian from the emergency room, who came to the Regina

General Hospital twice on the same day begging for acute help for symptoms of psychosis. Mr. Uko’s family said that he had

been acting in a paranoid manner and had been hearing voices.

He did not receive the essential patient–clinic engagement that he needed, despite the fact that he disclosed thoughts of

committing suicide and that he had had one previous attempt. When he arrived at the hospital for the second time, a security

officer misunderstood instructions that Mr. Uko needed to be moved, as instructions that he needed to be removed. He was

forcibly removed from the hospital by four security officers without any registration or seeing a triage nurse and was found

dead in Wascana Lake an hour later (18).

Law enforcement used to address acute mental

health crises.

Racial bias de-prioritizes the needs of

Black patients.

Law enforcement uninformed as to how to

address the acute mental health crisis.

basis. The term racism refers to a system of beliefs (racial

prejudices), practices (racial discrimination), and policies based on

race that advantages individuals with historic power in most of

the Western nations, including White people in the United States

and Canada. In these societies, race categorizes people based on

similar physical and social features, operating as a social caste

system (23–26). Racial discrimination may be overt or covert. It

ranges from microaggressions (everyday slights, either intentional

or unintentional, that are based on race) to deprivation of

societal goods or even acts of violence. Racial discrimination

can be perpetrated by anyone, regardless of race or conscious

intention (24, 26).

4.2. Implicit biases and empathy

It is important to understand that race, culture, ethnicity, and

religion influence people’s mental health and the need to be a part

of an honest and healthy dialogue between a healthcare professional

and their client or patient (26). However, conversations about race,

racism, and racial disparities are difficult for many [e.g., (27, 28)].

In the case of psychotic disorders, the experience of a Black client

can, for reasons explored in this study, differ drastically from those

of White clients. If asked, Black clients may have harrowing tales

about their experiences being stigmatized, harassed, or surveyed

based on their race and mental illness. Hearing about the moral

failing of an in-group member can cause discomfort if that individual

identifies highly with their in-group members (29, 30). Therefore,

for White individuals (most therapists in the United States and

Canada), listening to stories about racism from BIPOC clients can

lead to discomfort if those White persons identify highly with

this group.

Such feelings of discomfort surrounding these topics may also

be attributed to socialization in environments that do not have

conversations about race. Thus, mental health professionals must

resolve any anxieties they may have surrounding discussions about

race, racism, and racial disparities because, unchecked biases can

harm clients of color (31, 32).

4.3. Di�erential empathy for people of color
influences diagnosis and treatment

Race has been shown to influence the level of empathy

that individuals have toward each other. Several studies have

demonstrated that those with similar skin color (Black or

White) have greater empathetic resonance (33–35). Brain imaging

furthermore reveals that White individuals perceive the pain of

Black people as less painful than that of White people (33, 36).

The evidence is compelling as it demonstrates that simply watching

an individual being exposed to pain results in a measurable

and quantifiable sensorimotor resonance, which is dependent on

the racial similarity between the observer and the victim (37,

38).

These studies are important because reduced empathy on the part

of White clinicians toward their Black patients may partially explain

how mood symptoms in Black patients are often misinterpreted, or

why psychotic disorders are overdiagnosed (39, 40). For example,

instead of viewing a Black patient as “sad,” they are characterized

as “mad.” Instead of being comforted because they are “afraid,”

they are labeled as “paranoid.” These studies provide a mechanism

for how what may traditionally be considered a reliable assessment

of psychosis and schizophrenia across racial groups may in fact

be biased.

4.4. History of medical racism and psychosis

These biases are not new but rather are rooted in our

medical history. Racist discourse on mental health among

medical professionals has occurred throughout the history of

the United States. An early example of this can be found in the

racist writings of a prominently published clinician, Dr. Samuel

Cartwright, who taught at the University of Louisiana. In the article,

Diseases and Peculiarities of the Negro Race, he identified/created

two psychotic mental health conditions that he claimed to be unique

to Black people. These conditions were “Drapetomania”—a disease

that caused slaves to run away—and “Dyseathesia Aethiopica”—a
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disease that caused “rascality” in Black people both enslaved and

free (41). He notes (p. 331–33), “They wander about at night,

and keep in a half nodding sleep during the day. They slight their

work, cut up corn, cane, cotton, or tobacco when hoeing it, as if

for pure mischief. They raise disturbances with their overseers

and fellow servants without cause or motive, and seem to be

insensible to pain when subjected to punishment.” By pathologizing

what were normal acts of survival and resistance by enslaved

persons, he weaponized medicine in the service of upholding

White supremacy.

Medical racism continues into the current time in its

discriminatory treatment of Black people. For example, the

practice of “race norming” for determining American football

players’ eligibility for settlement funds after traumatic brain injuries

refers to the practice of generating different scales and thresholds

for the assessment of cognitive functioning for White players

than for Black ones. The norms used in the testing of decrement

in cognitive function assumed that Black players have a lower

cognitive function at baseline, and so must demonstrate a higher

decline in cognitive function compared with non-Black players

to qualify for financial settlements. This practice only ended in

2021 after public outcry (42). The NFL had defended this practice

in the past, asserting its standards “relied on widely accepted

and long-established cognitive tests and scoring methodologies.”

As illustrated, race and racism contribute to the misdiagnosis of

psychosis in African Americans with serious negative consequences

for mental healthcare.

Notably, the care, treatment, diagnosis, and social understanding

of psychosis in people racialized as Black in North America has

a history of being fraught with issues that can confound the

interpretation of patient data. This is because it is linked with the

White supremacist roots in the very development of psychology as a

scientific discipline and difficulty in identifying current racial myths,

which may be anchored in the published literature as “scientific facts”

(32, 43).

Before the 1960s, persons with schizophrenia were neither

feared as criminals nor stigmatized as abnormal; in popular media,

schizophrenia was more often associated with White women who

developed psychosis due to the stresses associated with being a

mother and homemaker (44), although this may not have been the

conceptualization among those in the mental health community at

the time. Even so, in 1968, a fundamental shift occurred subsequently

transforming the meaning of psychosis in the minds of both

healthcare professionals and the public. In that year, New York

psychiatrists Walter Bromberg and Franck Simon coined the term

“protest psychosis” to advance the idea that “Black power” sentiments

drove “Negro men to insanity”, at which point schizophrenia

became a condition used to pathologize Black people (44, 45). This

weaponization of medicine was not a new phenomenon, rather only

a continuation of the same war aimed at subjugating people by race.

Not coincidentally did the emergence of codifying mental health as

a tool to denigrate Black people occur just as the American Civil

Rights movement was transforming society, inciting feelings of threat

in many beneficiaries of the Jim Crow system (44). The purpose of

redefining schizophrenia as a disorder to be feared was to support

and preserve racial segregation and use the threat of mental illness

to control agitators and punish social gains (44, 46). The race-based

pathologization of psychosis that started in the 60s was exacerbated

by legislative changes in the United States (de-institutionalization)

between 1963 and 1965 that emptied psychiatric hospitals in the

hope that discharged patients would be cared for in the community

(47). But new medications were not simple cures for complex mental

disorders and local communities were unprepared for the shift. Many

former long-term patients whose families could not care for them

were later found either on the street or in jails.

These events left their stain on the conceptualization of psychosis,

which to this day continues to influence the understanding and

perception of schizophrenia-spectrum disorders. Notably, from

1950 to 1996, the proportion of people who conceptualized

those with schizophrenia-spectrum disorders as being violent

increased by nearly 250% (48). The unexpected increase in

perceptions of violence was confined to those who think of

mental illness in terms of psychosis, and not for other conditions

such as MDD, showing that this critical misperception about

those with schizophrenia-spectrum disorders has become a socially

learned bias.

The prism through which psychologists make diagnoses, which

is initially based on the observation of behavior, is already

tainted by socially learned biases (32). For example, a White

psychologist interprets a remark about “people out to get me”

as paranoid delusions while a Black psychologist may understand

this as perfectly reasonable given that the patient has been

stopped by police seven times in one month. Therefore, it

is to be expected that racial disparities have been reported

in the rates of diagnosis of these disorders (14). Upwards of

76% and an estimated 80% of licensed psychologists in the

United States and Canada, respectively, are White (49, 50). Without

lived experience to help understand the current social context,

clinicians may have difficulty equitably diagnosing patients from

cultures where they have little formal training. These unaddressed

implicit biases around mental illness and psychosis with regard

to other cultures also make it difficult to make comparisons

across races.

It is through this lens that the recent increase in the diagnosis

of schizophrenia-spectrum disorders in people of color should be

considered (14). It has now been noted in several publications that

providers interpret behavioral characteristics used in the diagnosis

through their own racial or cultural biases, leading to misdiagnosis

in Black individuals [e.g., (51, 52)]. Although studies from the

United States show that the overall mental health of Black Americans

was better or equivalent to that of Whites, with notably lower rates

of alcohol and substance use than White groups, Black Americans

in general have been diagnosed with higher rates of schizophrenia-

spectrum disorders (12, 53, 54) for reasons that we now know may

be difficult to disentangle from the initial weaponization of this

diagnosis in the late sixties. The differences described are not genetic

because, as previously stated, race is not a genetic construct (14).

A more nuanced reading of the literature, including new

publications on genetics and socialization, points more to structural

and identity-based exclusion as a primary cause that is affecting the

variation in rates of schizophrenia-spectrum disorders among races

(55). Therefore, it is with a critical eye, taking into account the history

and politicization of schizophrenia-spectrum disorders and a lack

of cultural competency of the primarily White clinician healthcare

community who have been making these assessments, that one must

view the literature.
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4.5. Why Black people are overdiagnosed
with schizophrenia-spectrum disorders

Olbert et al. (15) conducted a meta-analysis to determine the

disparities in the diagnosis of schizophrenia between Black and

White people in the United States using the DSM-III or later.

Furthermore, they investigated whether the use of structured-

interview assessments could reduce these disparities. They found that

Black individuals were ∼2.4 times more likely to receive a diagnosis

of schizophrenia than White people and that the use of structured-

interview assessments did not have a significant effect in reducing

these racial diagnostic disparities (but a power analysis showed that

there may be a small effect). The fourteen studies that were coded

as having used structured interviews, conducted a clinical diagnosis

using “structured- or semistructured-interview methods or validated

symptom checklists” [(3), p. 106]. However, it is unknown if these

interviews were culturally informed or whether they were conducted

by culturally competent clinicians, and if they had been, whether

this would have reduced racial diagnostic disparities. In this regard,

as noted by Olbert et al. (15), simply addressing clinician bias and

modifying structured-interview instruments will not be sufficient to

overcome these racial diagnostic disparities. Other factors such as

social, cultural, structural, and institutional disparities that impact

Black people would also need to be addressed, as has been stated

earlier in this paper.

Black people may be misdiagnosed with schizophrenia-spectrum

disorders for several reasons. One proposed reason is a healthy

suspicion (56), also known as responsive paranoia (57) or cultural

mistrust (58). Healthy suspiciousness refers to “normative reactions”

such as guardedness and mistrust that occur in response to

discrimination (59). A study by Combs et al. (60) found that

Black individuals endorse higher levels of subclinical paranoia when

compared withWhite control groups. It was also found that perceived

racism predicts cultural mistrust and non-clinical paranoia in Black

people, and some paranoia may also be viewed as a healthy and

adaptive strategy for Black people (59). Healthy suspiciousness may

be misunderstood by mental health clinicians and considered to be

delusional (61).

A second proposed reason relates to the consequences of

stereotypes and implicit bias. Implicit bias refers to unconscious

thoughts and feelings, which, due to lack of consciousness, are often

not acknowledged or controlled by the person holding them. While

overt acts of discrimination may have lessened in the United States,

more subtle forms of discrimination, such as implicit bias on

an individual and institutional level continue and may impact

mental health clinicians’ behaviors and choice of treatment (62). For

example, these biases may lead to misperceiving Black individuals

as “scary, violent, unreliable, less educated, and noncommunicative”

[(63), p. 1123], thus interfering with a proper assessment. The study

by Plaisime et al. (63) explored how the biases of White and Black

healthcare providers in the United States may impact their diagnosis

and treatment of Black male patients. Participants indicated that

their perceptions were influenced by the largely negative portrayals

of Black people in the media. White healthcare providers expressed

fear and discomfort regarding working with Black male patients, and

that they had very little contact with Black and other people of color

often until graduate school. In addition, Black male patients were not

offered certain treatments due to assumptions about low economic

status and noncompliance. Black patients may also not be prescribed

medications because of assumptions about drug use and addiction

that are racially driven (64, 65). Furthermore, patients of color may

have longer wait times for assessment and treatment (62, 64, 65), be

approached condescendingly without consultation and collaboration,

not receive a thorough assessment, and be denied interpreters if

needed, as well as treatment options and access to family visits (62).

Research by Strakowski et al. (66, 67) has shown there to be

a clinician overemphasis on the relevance of psychotic symptoms

and an underemphasis on mood-related symptoms in the diagnosis

of schizophrenia-spectrum disorders in African Americans. This

pattern was also found in amore recent study conducted byGara et al.

(39), which showed that, when compared with Non-Latino Whites,

African Americans who screened positive for major depression

(moderately severe to severe depression) were significantly more

likely to receive a misdiagnosis of schizophrenia. Gara et al. (68)

found no significant difference between blind ratings for the severity

of depressive and manic symptoms between African American and

White individuals; however, African American patients were assigned

higher ratings of psychosis. This suggests that in Black patients,

clinicians tend to overemphasize psychotic symptoms, and diagnoses

may be “skewed” toward schizophrenia-spectrum disorders, even

though they exhibit similar levels of depressive and manic symptoms

as White individuals (68). Misdiagnosing patients through the

influence of bias and stereotypes can harm patients psychologically

or socially (14), as per Figure 2.

Finally, the failure to consider the role of spirituality and

religious beliefs may lead to an inaccurate diagnosis of schizophrenia-

spectrum disorders [e.g., (50)]. Results from the study by Peltier

et al. (69) showed that for African Americans, the probability

of a schizophrenia-spectrum disorder diagnosis decreased when

unusual experiences were viewed by the clinician as spiritual or

paranormal. A religious person who says that they have “heard the

voice of God” should not automatically be assumed to have had a

psychotic experience. Clinicians cannot assume that all visual and

auditory hallucinations indicate the presence of a schizophrenia-

spectrum disorder (69), as a culturally informed assessment must

include the consideration of diverse spiritual beliefs and practices

(69, 70), particularly in relation to hallucinations and religious-

themed delusions.

It is important to note that schizophrenia is a diagnosis of

exclusion, meaning that clinicians are expected to rule out other

causes for symptoms and other diagnoses before assigning a diagnosis

of schizophrenia (39, 68). This does not appear to sufficiently occur

for Black communities due to assessment bias in the diagnostic

process, as well as failure to account for the social and environmental

risk factors and cultural factors that contribute to the development

of symptoms (16). According to Gara et al. (68), understanding the

impact of racial bias in clinical assessment is crucial and can reduce

racial disparities in healthcare.

4.6. Genetics, race, and schizophrenia

The conflation of race, ethnicity, and genes has led to confusion

around the understanding of findings that have been interpreted to

mean that certain races are biologically inclined to have an increased

incidence of schizophrenia. New data however shed light on the
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FIGURE 2

Potential factors leading to higher observed diagnoses of schizophrenia. Model of how factors leading to a diagnosis of schizophrenia can di�er between

Black and White individuals taking into account di�erences in environment, access to care, misdiagnoses and genetics (15). Stripped area represents

diagnoses of schizophrenia in Black populations which has been observed to be greater than in White populations (dotted area). The blue ovals (genetics)

are based on a risk model from the Cross-Disorder Group of the Psychiatric Genomics Consortium (3). Misdiagnosis and lack of care (red oval) appears to

a�ect racialized individuals (i.e., Black) more often than White individuals (intersecting orange areas).

relationship of schizophrenia with specific genes (3, 4, 71). These data

indicate that schizophrenia exists in a genetic category that places it

in the same group as bipolar disorder (Figure 2). This categorization

underscores that the diagnosis of schizophrenia, like most mental

health disorders, does not rely on objective findings such as blood

tests or brain scans and is based on observations from patients,

family members, and the diagnosing physician. Lack of appreciation

of the linkages among mood and psychotic disorders has resulted

in schizophrenia being treated as if it were (i.e., by DSM-5) more

disconnected from other psychological disorders than is warranted by

the genetic data, which affects treatments and clinical care as well as

the cultural and social meaning of having a diagnosis of schizophrenia

or psychosis (72).

Two recent publications have been able to locate ultra-rare

variations in several genes that increase a person’s risk of developing

schizophrenia. The basis for one of these studies was a whole-exome

sequencing of about 24,000 persons from diverse global populations

diagnosed with schizophrenia and 97,000 without schizophrenia (4).

The nature of the discovered genes confirms that schizophrenia is

a disorder of neuronal communication. The genomic regions that

were identified are in ion channels, transporters, and genes regulating

expression, primarily only active in neurons of the brain. These genes

have their effects on mechanisms such as synaptic structure and some

of the identified variants code for genetic mutations that result in a

truncated version of the affected protein. If any given individual has

a 1% chance of being diagnosed with schizophrenia over a lifetime,

having one of the identified mutations can increase the risk by four to

50 times depending on the genetic mutation (4, 73).

Although fewer than one in 10,000 individuals carry any of

these ultra-rare higher-risk mutations, simply having a variation

in one of the ten most identified genes could boost the risk of

contracting schizophrenia, and having combinations of these variants

may further stack the odds toward the development of schizophrenia

(4, 73).

Genes in the glutamate neurotransmitter pathway including

GRIN2A, SP4, and GRIA3 are among the high-risk genes, which

confirms the suspicions of researchers. It has long been observed that

pharmaceuticals that antagonize receptors in the glutamate pathway

including ketamine and PCP are capable in certain doses of triggering

symptoms that look like schizophrenia (4, 73).

These breakthroughs in understanding the genetic risk factors

for schizophrenia help clarify origins and point away from a

risk model based on simplistic racial differences in diagnoses.

None of the identified genes are thought to have a direct

association with skin shade, a key basis for racial classification.

There is no reason to assume a biological or genetic cause

for the observed higher prevalence of schizophrenia-spectrum

disorders in specific minoritized groups (74), rather strong evidence

exists from other studies against a race-based genetic explanation

of risk.

These studies examined the same ethnic groups that had

vastly different incidences of schizophrenia-spectrum disorders

depending on their geographic location. In one study of ethnically

Norwegian migrants in the United States state of Minnesota,

higher rates of schizophrenia were found in the migrant than in

the original population in Norway. Similarly, ethnically similar

groups originating from Trinidad, Suriname, and Jamaica had much

higher rates of diagnosed psychotic disorders in Western Europe

than in their home countries (74). Further empirical research

shows, also, that adjusting for environmental risk factors such

as social disadvantage and linguistic distance—markers associated

with increased odds of psychotic disorders—led to equal risks

between ethnic minority groups and White majorities in several

EU countries (55). Taken together, these studies do not support the
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theory that some races or ethnic groups have an increased gene-

based propensity to develop schizophrenia-spectrum disorders (55,

74).

Although there are now genes associated with the risk of

developing schizophrenia, these do not directly correspond to higher

risk by race, as race is a sociopolitical and not a genetic classification.

Notably, since belonging to a certain race corresponds to an

environmental risk of poor mental health (i.e., social disadvantage),

or a tendency to be medically misdiagnosed, an association between

race and schizophrenia-spectrum disorders may be expected to be

observed (Figure 2).

4.7. Black people may have increased
vulnerability due to more PTSD

In addition to overdiagnosis, Black people may have an increased

vulnerability to schizophrenia-spectrum disorders due to the higher

prevalence of posttraumatic stress disorder (PTSD) and trauma (75,

76), which is a well-established risk factor in the etiology of psychosis

(77). The story of Josh Marks (Table 3) is illustrative of many of the

issues facing Black people who struggle with severe mental illness.

A meta-analysis by Bailey et al. (79) showed that trauma

experienced in childhood may increase the likelihood of

hallucinations and delusions. In addition, social marginalization is a

known risk factor for developing schizophrenia and psychosis (80),

as are environmental factors such as neighborhood conditions—the

neighborhood index of multiple deprivation (IMD) significantly

predicted psychosis and depression, especially psychotic symptoms

with paranoia (81). Black individuals are at high risk for

traumatization, including racial trauma, due to discrimination

and racism at individual, societal, and structural levels (26). An

umbrella review by Varchmin et al. (82) found that one of the most

significant social risk factors for psychosis was a vulnerability to

racist discrimination, particularly for migrants in low ethnic density

areas, minoritized individuals, and Black individuals.

The cumulative effects of racism can exacerbate any genetic

predispositions and contribute to PTSD and racial trauma that

can go untreated due to institutional racism and lack of access

to appropriate care (26, 83). Structural racism, experienced

“disproportionately” by Black people, confers social disadvantage

through neighborhood factors, discrimination, and collective

stress and trauma, which may place them at risk for developing

schizophrenia-spectrum disorders (16, 80). Adequate mental

healthcare needs to also address these social and environmental

factors that include everyday racism, structural racism, and their

impact on informing symptoms.

Misdiagnosing patients with schizophrenia-spectrum disorders

has many serious implications. If misdiagnosed, patients do not

get the correct treatment for their symptoms and conditions. For

example, patients with bipolar disorders who are misdiagnosed

as having schizophrenia may not be prescribed mood stabilizers

(e.g., lithium) to address symptoms of mania. Depressed patients

who receive antipsychotic medications due to misdiagnosis must

endure serious side effects such as weight gain, metabolic syndrome,

diabetes, and movement disorders, which can cause unnecessary

physical harm and health consequences (39). Misdiagnosis also

contributes to potential lifelong stigma and hopelessness (8), lower

expectations for prognosis, and restricted options for treatment (39,

68).

5. Black experiences in medical
contexts

5.1. Access to care in the first episode

Overall, people of color experience discrimination in access to

and the quality of healthcare at both individual and structural levels

(26). The United States cohort study of 3,017 privately insured

patients (age 10–21 years) found that White patients were more

likely than Black and Hispanic patients to be given behavioral

health diagnoses and treatment before the identification of first-

episode psychosis. Controlling for socioeconomic variables did not

change these observed racial/ethnic disparities. Specific to first-

episode psychosis, newly diagnosed youth of color do not see amental

healthcare professional unless they are admitted to the emergency

room (84).

There is evidence that people of color are receiving less

mental healthcare in the year leading up to their diagnosis of

first-episode psychosis (84). Usually, there are subtle attenuated

prodromal symptoms (85) that occur before a first-episode psychosis,

which are critical for detecting individuals at clinically high-risk

for psychosis (84, 86). Timely or early intervention at this stage

can reduce the duration of untreated psychopathology, prevent

the worsening of symptoms, and improve clinical prognosis (84,

87, 88). Historically, efforts to recruit clinical high-risk individuals

for research studies have resulted in the majority of White

samples (89), while first-episode psychosis research studies report

an overrepresentation of Black patients. These data suggest that

Black patients are more likely to access care once the overt

symptoms of psychosis have emerged, and efforts are needed to

improve their access to clinical high-risk programs. According to

Heun-Johnson et al. (84), unequal access to healthcare in the

prodromal period may worsen long-term treatment outcomes after

diagnosis. These studies demonstrate that it is essential to address

racial/ethnic disparities in accessing healthcare so that people of

color can receive early intervention, which is critical for a good

prognosis (16).

5.2. Overmedicated due to exaggerated
fears of dangerousness

When in treatment, Black patients are more likely to be

overmedicated due to being stereotyped as “dangerous” by clinicians

(16, 90). Segal et al. (90) found that patients’ medication status

was impacted by their race. Specifically, African American patients

were more likely to be prescribed psychiatric medications and

administered more high-potency antipsychotic medications at

higher doses. They were also given significantly less time for

evaluations by clinicians. Furthermore, Black Americans are also

often prescribed older medications or first-generation antipsychotic

medications, which can have severe side effects such as tardive

dyskinesia and extrapyramidal side effects (91, 92). Herbeck et al.

(91) found that in comparison to White Americans, African
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TABLE 3 Case study: The tragic suicide of a master chef rising star.

Description Common issues arising in care
pathways for psychosis and
schizophrenia

Josh Marks was a rising star, having placed as the first runner up in the renowned and beloved cooking competition “Master

Chef”, when in September of 2012 he began to behave strangely. By January 2013, he began telling his family he was battling

evil spirits, and shortly thereafter was hospitalized from a car accident. While in the hospital after behaving erratically; he was

strapped to a bed and put on a 72 hours hold. That evening the doctors suspected his increasingly bizarre behavior was due to

psychosis and his family was able to arrange a short stay at Rush Medical Hospital.

The patient’s family lacked mental health

literacy about psychosis.

Psychiatrists told Marks’ mother that her son was bipolar and was experiencing psychotic episodes. He was sent home with

only a prescription for lithium and instructions to watch him closely. His mother was confused as he had never shown any sign

of poor mental health. She was unable to find help as every place she called told her that without insurance they would not be

able to help. She was eventually able to enroll him in a Cook County Medicaid program (Affordable Care Act). However, even

after approval, there were problems because the program was so new, that many providers had not started accepting this type

of insurance.

No beds, and warehousing instead of therapy.

Funding for mental healthcare services have

been cut everywhere; Illinois’s per capita

spending ranked 36th nationally in 2010.

Marks’ trajectory took a downward spiral. One night he asked his mother if she too heard all of the voices he was hearing in his

head. Later in the car together, he leaped out of the vehicle and just started screaming. Terrified, his mother could only watch

as he sped down the street. At a loss, she called 911. By the time officers arrived, he was again calm, but unable to communicate

and laid down on the sidewalk. Again, he was taken to the hospital, this time to St. Bernhards, and again they examined,

prescribed additional medication, and discharged him.

Law enforcement used to address the acute

mental health crisis. Law enforcement

uninformed as to how to address acute mental

health crises.

By July 2013, after wandering aimlessly for hours, in a misguided attempt to quiet the voices in his head while sitting in his car,

Marks shot himself in the ear. He survived and was found by Chicago University campus police after he placed a 4 am

emergency call for help. They found him with cuts from bullet fragments all over his face.

Psychotic break misinterpreted by police

because of race.

The police allege that Marks attacked them when they asked him what was wrong and that he tried to take their gun. During

the arrest, he was beaten with a baton, tackled to the ground, and sprayed with pepper spray; he babbled incoherently

throughout the incident. The police violence left him with a hematoma and a broken jaw, which required surgery. He was

charged with felony aggravated assault against a police officer and his bail was set at $150,000. Still undertreated for psychosis,

he was remanded to the Cook County jail. His jaw was still wired shut.

The final diagnosis came late and without

resources to treat the disorder.

A few weeks after his release from jail, his mother discovered that Mercy Hospital and Medical Center accepted CountyCare

insurance. At no cost to the family, the hospital provided a two-week inpatient stay and agreed to eight weeks of outpatient

therapy: Upon his release from the hospital, however, Marks was given discharge papers which included a final additional

diagnosis: paranoid schizophrenia. This diagnosis was devastating for the whole family, who took on the responsibility to

watch Marks around the clock. But on October 11, 2013, his mother found him lying on his back, staring up at the heavens

with a gun beside him. There was only a small wound, a bullet hole in his head. He was gone [Adapted from Smith (78)].

The family required to take on the role of an

inpatient facility. The lack of treatment

was fatal.

Americans were significantly less likely to be given second-

generation antipsychotics, which are generally considered to be a

better treatment for schizophrenia-spectrum disorders. In particular,

young, male African Americans, or those with schizophrenia, were

less likely to be given second-generation antipsychotics. This is

of concern because younger patients may benefit from second-

generation antipsychotics because of their decreased side effects

(91). In addition, Herbeck et al. (91) found that individuals

without health insurance were less likely to be given second-

generation antipsychotic medications, noting that 10% of African

Americans did not have health insurance in comparison to the

3% of White Americans. Similarly, Cook et al. (92) found that

Black individuals in high-poverty communities were more than two

times as likely to be treated using high-potency first-generation

antipsychotics. These racial disparities in treatment continue even

though second-generation antipsychotics have been prescribed for

over 30 years (92).

Overmedication and the side effects associated with first-

generation antipsychotics can negatively impact health and may

contribute to decreased compliance with medication (91). This

may then result in coercive techniques by healthcare providers

to gain compliance. For example, Knight et al. (93) found that

Black Canadians of Caribbean or African descent were more

likely to receive coercive referral and treatment (through police,

ambulance, and court) compared with White Canadians, and were

at greater risk for legal coercion and detention for treatment. These

disproportionate rates of coercive referrals of Black individuals make

a strong case for researching how “authority figures” determine

dangerousness in the case of Black patients, especially those with

first-episode psychosis (93).

Such discriminatory practices are indicative of racial bias and

institutional racism and are highly problematic because coercive

treatments often foster cultural mistrust and create a poor patient–

clinician relationship. Coercive approaches can also be very harmful,

as techniques such as involuntary hospitalization and mandated

medication may induce trauma in the patient and their families,

leading to greater distrust and avoidance of mental healthcare in the

future (94, 95). It is abundantly clear that how Black patients are

assessed for treatments needs to be changed. Along these lines, Segal

et al. (90) showed that when clinicians in emergency services make

efforts to engage patients in treatment, overmedication decreases,

underscoring the critical need for engaging Black patients in the

evaluation and treatment process.

5.3. Pathways to care vary by ethnoracial
group

“Pathways to care” refers to the sequence of interactions, both

positive and negative, with individuals, organizations, or events,

when an individual or their family attempts to seek help (96,

97). Ideally, each person will have a clear pathway for receiving

appropriate care; however, this concept is also used to assess delays in
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help-seeking and treatment to better understand ways of providing

early intervention (98). People of different races and socioeconomic

statuses have different pathways that provide them with access to

care (96, 99). “Aversive pathways” to specialized care for first-episode

psychosis are associated with delays in treatment resulting in longer

periods of untreated psychosis, poor engagement with treatment,

and poorer outcomes. However, there is little research conducted on

the “unique pathways” to care for Black individuals seeking care for

schizophrenia-spectrum disorders (16, 96).

A qualitative study of coordinated specialty care for

schizophrenia-spectrum disorders among Black Americans with

first-episode psychosis found that before the onset of psychosis,

participants reported exposure to childhood trauma, diminished

social functioning, and greater contact with law enforcement that

families described as “overly aggressive” (96). In addition, many

prodromal experiences persisted following the onset of psychosis

and were associated with delays in treatment and difficulties

with navigating services, leading to increased delays in receiving

coordinated specialized care. These barriers, which were specifically

associated with longer durations of untreated psychosis for African

Americans, had been previously described in a qualitative study by

Bergner et al. (100). First, they found that healthcare professionals

tended to misattribute symptoms of psychosis as depression, stress,

or drug use. Second, they initiated treatment based on the presence

of positive symptoms of psychosis, waiting for an increase in the

severity of symptoms. Third, they required symptoms to reach a

certain threshold, using issues of patient autonomy as an excuse.

And finally, they allowed systemic factors such as lack of social

support, lack of affordable services, and difficulties with scheduling

appointments to interfere with the delivery of adequate care (100). In

other words, healthcare professionals were providing racially biased

and substandard care targeted specifically at Black individuals.

For Black communities, there is an extreme and damning

gap between those who require mental health services and those

who actually receive timely expertise and compassionate services.

According to Tambling et al. (101), a full 70% of those who require

treatment fail to access appropriate services (101, 102). The picture in

Canada is similarly bleak, with a national survey finding that 42.2% of

those seeking care for schizophrenia had difficulty accessing services

“often” or “just about every time” (103).

6. Role of law enforcement

6.1. Disturbing statistics

Disparities in pathways to care may arise when law enforcement

is involved. Young Black people with psychotic symptoms may be

stereotyped as dangerous, and police may be called to deal with

patients, putting them at increased risk of harm. However, people

experiencing a mental health crisis are more likely to be victimized

than cause harm to others (104).

Individuals with untreated severe mental illness are involved in

at least one in four and as many as half of all fatal police shootings

(105). Saleh et al. (106) included demographics and the presence

of mental illness in their investigation of independent databases

of killings of civilians by police in the United States. They found

that in 2015, 23% of people killed by police showed symptoms of

a mental illness. Such tragedies have resulted in a call for action

from Black communities and from organizations such as The Centre

for Addiction and Mental Health (107), which holds the position

that racism and anti-Black racism exacerbate the interactions of

individuals experiencing mental illness with law enforcement that

compounds their mental health crisis.

Implicit bias and racism on the part of the police are a cause

for violence against Black individuals in need of mental healthcare

(108, 109). In the United States, the twenty first century Cures Act,

passed by Congress and signed by President Obama in December

2016, included a mandate for the United States Attorney General to

collect and report data on the role of serious mental illness in fatal law

enforcement encounters. The Bureau of Justice Statistics overhauled

its system for collecting law enforcement homicide data and at

that point resumed reporting arrest-related death statistics. Using

the new methodology approximately doubled the number of arrest-

related deaths that were verified and reported by the Department of

Justice. However, the role of mental illness in them has not yet been

reported (105).

6.2. Disturbing examples

There are many problems with including police in situations

involving a mental health crisis, as illustrated in Table 4. In all of

these cases, police used disproportionate force resulting in tragic

deaths, which is already a problem facing Black people (110). These

shootings are driven by racism and fear, which has now become

a part of the public discourse (20, 111, 112). Simply being Black

and being associated with a mentally ill person is perceived as a

danger, as evidenced by the case of an unarmed Black therapist

shot while laying down with his hands in the air trying to prevent

his autistic White patient with a toy firetruck from being shot by

police (113). In addition, in many cases, Black people coping with

schizophrenia-spectrum disorders are not killed or taken to a hospital

but are simply criminally charged and jailed, as we saw in the case

of Grace Terry, where today the United States prison system is

the largest provider of mental health services in the world (114).

Black Americans are incarcerated in state prisons at nearly five

times the rate of White Americans and makeup 38% of the total

prison population (115, 116), while one study in Ontario also found

disproportionately higher incarceration of Black individuals [Black

men are five times more likely to be imprisoned than White men;

(117)]. Notably, one study found that in a sample of 109 urban,

low-income, predominantly African American patients hospitalized

for first-episode psychosis, an outsized 57.8% had been previously

incarcerated, and for predominantly non-violent crimes (17).

6.3 Weaponization of medicines by law
enforcement

Substances that are intended to be therapeutic can be used to

control or harm people of color, and this is also referred to as

“weaponized medicine” (124). The first account in the literature of

this was in 1928, in the Journal of the American Medical Association,

which reported that in Hawaii, an ethnically Japanese handyman and

chauffeur had been arrested as the chief suspect in the kidnapping

and murder of a young White boy. A police surgeon injected him
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TABLE 4 Fatal examples of police interactions with racialized psychosis patients.

Name Incident Response

Clive Mensah A 30-year-old unarmed Black man fromMississauga, Canada, died after

being tasered by police even though he followed police orders. He had

mental health issues, “possibly schizophrenia” and was “frequently observed

speaking loudly to himself.” On the night of his death, calls were made to

police that he was making a lot of noise and walking on the street

“...swinging his arms, and screaming and yelling” (118).

Although police acknowledged that he

needed help, they did not call a mental health

crisis team. Instead, police tasered and

pepper sprayed him, and he died.

Ejaz Choudry A 62-year-old Muslim man with schizophrenia from Mississauga, Canada,

whose family called a non-emergency line looking for help because he had

stopped taking his medication. He appeared confused and had a knife.

During this three-hour interaction, he did not receive the required care and

was shot dead by the tactical unit (119, 120).

Instead of a crisis team, the police arrived,

and despite being told that he did not

understand much English, told him to drop

his knife.

Regis Korchinski-Paquet The family of a Black Indigenous woman from Toronto, Canada, made an

emergency call looking for help due to a domestic disturbance involving her

and her brother (121).

Police could not handle this crisis, and she

fell from her balcony to her death.

D’Andre Campbell A young Black Canadian man with schizophrenia called the police

requesting to be taken to the hospital. Instead of the mental health crisis

intervention team, police officers were dispatched (122).

Although known to police as someone who

had reached out in crisis before, police used

stun guns and then fatally shot him.

Ricardo Muñoz The sister of a 27-year-old man with a diagnosis of paranoid schizophrenia

from Pennsylvania called the police for help because he seemed very

agitated and had not taken his medication (123).

Police fatally shot him multiple times.

with a substantial dose of hyoscyamine to extract a confession, which

he later recanted, and another person was later found to be the

perpetrator. This approach was later used on hundreds of convicts.

Recently, two tragic incidents in 2020 involving law enforcement

raised concerns over the use of anesthetic ketamine—a powerful

sedative normally used in hospitals—as a law enforcement tool to

subdue suspects in the field (124, 125). Over a four-day period in

Aurora, Colorado, 23-year-old Elijah McClain and 25-year-old Elijah

McKnight were both given doses of ketamine in separate police

incidents. McClain went into cardiac arrest and died several days

later. McKnight was hospitalized on life support but survived. Video

footage of both incidents shows that neither McClain nor McKnight

was resisting arrest when the ketamine was administered.

These incidents demonstrate that the lawlessness of law

enforcement in punitive interactions with Black persons is ongoing.

Not only are Black people targeted simply because of their race,

but psychosis-inducing substances are also being used to create the

veneer of an excuse, which may be justified through myths around

the danger of Black psychosis (44). In these cases, the police used

the label “excited delirium” to justify the subjugation of suspects

with ketamine. However, the diagnosis of excited delirium is not

recognized by major medical organizations such as the American

Medical Association (126). Furthermore, police officers are not

trained to diagnose any sort of delirium, rather this role belongs

to medical personnel (127). It may be more accurate to describe

the incident involving McClain as an extra-judicial murder using

psychosis-inducing drugs, as the circumstances were suspicious. It is

now known that McClain only weighed 143 pounds at the time of

his arrest yet was given a ketamine dose while handcuffed, he was

given a dose for a 200-pound man (128). In 2022, two years after

his death, two paramedics and three police officers were indicted by

a Colorado grand jury on charges of manslaughter and criminally

negligent homicide (129). Despite these issues, the diagnosis of

“excited delirium” continues to be used throughout the United States

to justify the use of ketamine and to explain deaths in police custody,

especially the deaths of young Black men (130).

7. Addressing the issues

Given the unique issues faced by Black people with early

symptoms of schizophrenia-spectrum disorders, solutions must be

tailored to address their needs, which are complicated by systemic

racism in healthcare and law enforcement. Critical issues to address

include (1) improving diagnostic accuracy which includes educating

psychologists about the unique cultural history and stigmas around

psychosis as well as its genetic origins, (2) public education

in communities of color to increase mental health literacy, (3)

improving interventions surrounding law enforcement for mental

health crises, and (4) anti-racism training formental health clinicians.

Examples of how to accomplish this are shown in Table 5.

7.1. Improving diagnostic accuracy

A more deliberate diagnostic process through greater use of the

structured clinical interview for schizophrenia-spectrum disorders

could reduce reliance on stereotypes and helpminimizemisdiagnoses

[e.g., (3)]. Furthermore, when possible, the benefits of racial and

ethnic matching should be considered, as many clinicians do not

have the proper training to work effectively across race, ethnicity,

and culture (32). For example, a Black person may be cautious

or seem reluctant to share details with clinicians from other racial

groups due to realistic mistrust that can then be misinterpreted as

pathological paranoia.

7.2. Public education

Increasing mental health literacy at the community and

population level can improve the early detection of and intervention

for psychological disorders (140). Public awareness educational

campaigns aimed at the general public can be beneficial in

increasing awareness of the nature of schizophrenia and its
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TABLE 5 Examples of how to reduce racial disparities in mental healthcare pathways for Black individuals.

Improving diagnostic accuracy

Structured interviews • Structured interviews have proven value in improving diagnostic accuracy and can be used in real clinical settings (131).

Racial/ethnic matching • Methods used in the National Survey of American Life investigating the nature, severity, and impairment of mental disorders in Black

and White populations used racial and ethnic matching of interviewers and respondents (132).

Targeted public education in communities of color

Mental health literacy • Norway’s Treatment and Intervention in Psychosis program, Australia’s beyondblue initiative for depression and related disorders, as

well as Nuremberg’s community campaign for depression, represent examples of successful mental health literacy programs (133).

Public awareness campaigns • One comprehensive mental health awareness program (the Depression is Real Campaign) launched in Louisville, KY (134) developed

culturally informed communication about the nature of depression, its symptoms, and treatment for Black communities. A similar

approach could be used to raise awareness about psychosis.

Word-of- mouth • MindStylz is a collaborative project between hair stylists, barbers, and the Ethnic Diversity Task Force of the Connecticut Psychological

Association (135). It’s mission is to promote mental health awareness among hair stylists, barbers, and their clients in communities of

color.MindStylz helps by providing education and resources to hair stylists and barbers for their clients.

Church-based approaches • In 2022, the first randomized trial of church-based counselling centres for depression counseling in African Americans started. The

idea is to improve care in economically disadvantaged areas (136).

Revisiting the role of law enforcement

Training law enforcement • Police in Louisville Kentucky worked with National Alliance on Mental Illness (NAMI) to reduce the harm caused by mental health

crisis calls. Outcomes of a special police crisis intervention team (CIT) were reviewed over a year and compared with available

pre-CIT statistics. The arrest rate for the CIT was lower than non-CIT runs while the occupancy of the local mental health unit in the

jail stayed about the same (∼1,100 patients/year), and referrals to intense psychiatric services (e.g., Central State Hospital) significantly

dropped (from 53% in 2001 to 26.8% in 2004).

Alternatives to police involvement • In both the United States and Canada, traditional law enforcement responders are being replaced with healthcare workers for some

emergency calls. Previously, Denver 911 operators only directed calls to police or fire department first responders, but the Support

Team Assistance Response (STAR) pilot program created a new track for directing emergency calls to a two-person medical team as

did the Vivec Research Team in Ottawa (137, 138).

Anti-racism and anti-bias training for mental health clinicians

Anti-racism training • In the MGH/McLean Psychiatry residency program, the Division of Public and Community Psychiatry developed a curriculum

addressing racial inequities in mental health, particularly those experienced by African Americans. Training discussing racism in

formal didactics integrated into the required didactic curriculum was positively rated by participants (139).

treatment, although these campaigns should be a continuing

process, as single campaigns usually do not have much effect

(141). Specific messages disconnecting schizophrenia from violent

behavior should be crafted as there appears to be a widely

held misconception that they are linked (48). Key components

of public education can include an emphasis on increasing

positive word-of-mouth from trusted leaders in communities

of color where long-term relationships are critical. Church-

based interventions are effective strategies for reaching Black

communities as these resources are connected to a trusted

source (142).

7.3. Improving interventions surrounding law
enforcement

As previously noted, people with severe mental disorders are

much more likely to be killed by police, and the risks multiply when

the victim is Black. Therefore, there is a need to address this problem

at the level of law enforcement (108, 143, 144). Training for law

enforcement on how to recognize and manage mental health crises

is essential, but there is also a need for the formal separation of

mental health interventions from policing. Police are not mental

health providers, and armed persons in uniform should not be the

first point of contact for people experiencing psychotic symptoms,

especially Black people who are often already highly fearful of police

(145, 146). Alternate first responders should be enlisted for crisis

intervention and wellness checks as per examples in Table 5 (138,

147).

7.4. Anti-racism training

Organizations serving racialized groups can frame their actions

and practices in anti-racist and anti-oppressive philosophies to

be more responsive to the populations they serve (20). This can

result in better care for racialized groups while addressing the issue

of racism and oppression in mental health and medical services

(148–150).

8. Conclusion

Black people in the early phases of a schizophrenia-spectrum

disorder face barriers to proper diagnosis, impediments to proper

care, greater mistrust of mental healthcare systems, and violence

from law enforcement. Psychologists and psychiatrists are often

the gatekeepers to proper care for these individuals. The clinical

treatment of mental disorders is dependent on cultural norms,

and the empathetic, culturally informed diagnosis of mental health

professionals. Timely awareness of the significance of culture can

make a difference in the pathways to care for Black individuals
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suffering from psychosis and correct any mistaken interpretations of

psychopathology (2, 14). Failure to act in accordance with this can

result in misdiagnosis and poor outcomes for those served.

While the research, training, and application of culturally

responsive assessment and diagnosis have increased over the last

several decades, there is a continued need for a focus on training

culturally responsive clinicians. The skills of a culturally responsive

clinician are similar to those of an effective clinician more broadly,

developing cultural humility (to avoid mistaking difference for

inferiority), compassion (for self and others), and critical thinking

skills (the process of continually questioning one’s assumptions

and biases). Clinicians who attend to these principles achieve the

overarching goal of every clinician: client wellbeing (32, 151). With

this in mind, multifaceted approaches are needed to holistically

address these problems that include interventions in the community

as well.
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The violent colonial history of psychiatry in Africa prevents individuals from help-

seeking. Because of this history, mental health care is now stigmatized, and clinical

research, practice, and policy fail to capture the salient features of distress across

African communities. If we are to transform mental health care for all, we must adopt

decolonizing frameworks to ensure mental health research, practice, and policy are

enacted in a manner that is ethical, democratic, critical, and serves the needs of local

communities. Here, we present that the network approach to psychopathology as an

invaluable tool in achieving this purpose. The network approach recognizes mental

health disorders not as discrete entities, but rather as dynamic networks that are

made of psychiatric symptoms (called nodes) and the relationships between these

symptoms (called edges). This approach can pave a path to decolonizing mental

health care by alleviating stigma, allowing context-based understanding of mental

health and mental health problems, opening new avenues for (low-cost) mental

health care and empowering local researchers to pioneer context-based knowledge

production and treatment.

KEYWORDS

mental health, Africa, decolonize, network, de-stigmatization

1. Introduction

The history of “formal” or Western-derived psychiatry in Africa is, to say the least, a violent

and colonial one. This form of psychiatry was introduced by colonial administrators in the 19th

and early 20th centuries in their respective fledgling colonies across Africa (1). It is now clear—

from recent historical analyses—that these efforts were mostly informed by a commitment to

finding pseudo-scientific basis of advancing the colonial enterprise instead of providing care to

Africans (1, 2). Accordingly, it’s no wonder that previous efforts to study the “African mind”

were highly influenced by anti-African and anti-Black racism and by white superiority.

1.1. The history of psychiatry in Africa: An illustration from
British Kenya

To paint a picture of this history of Western-derived psychiatry in Africa, let us take for

instance, the context of British Kenya, where we work. Anti-African sentiments and support for

the colonial agenda are evident in the work of the foremost British psychiatrist of the colonial era,

Carothers (3). In his work, Carothers concluded that all Africans have a singular culture which

shaped their minds and rendered them suffering from a mental health disorder that could only

be cured through “acculturation”—i.e., the practice of forcefully making Africans abandon their

cultures for a Western one (3). As such, many forms of mental health care that were part of the

sociocultural fabric of African life, such as the use of traditional healers, were abandoned as part

of these efforts of curing Africans from their culture. Carothers, and his compatriots, displayed

grossly incorrect generalizations that were evidently rooted in the notion of white superiority

and the need to provide an “empirical” basis for the necessity of a colonial administration (1).
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Nowhere is this agenda more evident than the colonial

administration’s use of psychiatry as a primary tool in making

sense of decolonial and liberation movements and providing the

framework to crush these movements (1). In Kenya, the British

colonial government employed the services of Carothers to arrive

at a psychiatric explanation for the cause of the Mau Mau uprising

(3)—the movement of the Land and Freedom Army, dubbed “Mau

Mau” by the colonial administration, which sought to reclaim

African land that was forcefully taken for white settlement (4).

Unsurprisingly, Carothers concluded that this movement arose

primarily due to the Kikuyu people’s culture which embodied

“brutal oaths and obscene rituals” and their “‘magic’ modes of

thinking” (3).

In addition, the primary model of psychiatric care was the

colonial asylum. Individuals, after a diagnosis of a mental health

problem, could be detained in such asylums and deprived of

their individual, social, and political liberties. Historians have now

concluded that this was a means of political control (1) and

punishment (5) by the colonial administrators. The foremost mental

health care facility in Kenya, the Mathari Mental Hospital, was

founded as one such colonial asylum and aptly named the “Nairobi

Lunatic Asylum” upon its establishment in 1910 (6). Unsurprisingly,

its patients were exclusively African and its staff exclusively

European (6).

1.2. Consequences of the history of mental
health care in Africa

Two consequences of the history of psychiatry in Africa

still limit efforts to transform mental health care for all in

the continent. The first is the societal stigma against help-

seeking, and the second is the over-reliance on Western-derived

classifications and assumptions that fail to capture the salient

features of mental health and mental health problems across

African communities.

1.2.1. Societal stigma
In many African countries, societal stigma around mental health

problems prevents many people from help-seeking and inhibits

efforts to transform mental health for all (7). In Kenya, we have

found that youths—as young as children in primary schools—have

stigmatizing attitudes toward individuals diagnosed with mental

health disorders (8). This stigma, of course, prevents both youths and

adults from help-seeking (8, 9).

One reason for this stigma is undoubtedly the colonial history

of psychiatry across Africa. In Kenya, for instance, the Mathari

Mental Hospital still operates as the principal psychiatric facility

(6). Of course, the hospital’s violent and colonial history can not

only prevent Kenyans from seeking help there, but also encourage

them to associate Mathari with problems that require detainment.

Here, it is important to note that stigma is fostered and exhibited

differently in different contexts, even though stigma itself can exist

anywhere. Accordingly, one can hypothesize that this stigma amongst

Kenyan communities is heavily exacerbated by the local history of

colonial psychiatry.

1.2.2. Western-derived classifications
Clinical psychology and psychopathology have utilized the

perspectives of predominantly white- and male-populations as

its foundation (7, 10, 11). Psychopathology is still heavily defined

through Western-derived taxonomies and classification. For

instance, how we conceptualize depression (or Major Depressive

Disorder) remains heavily influenced by the American psychiatric

school of thought (i.e., the Feighner criteria (12)) which is now

considered the gold-standard in clinical practice and research

(13). Consequently, mental health care relies on assumptions that

Western nosology of disorders are globally generalizable. This is an

assumption that years of cross-cultural mental health research has

challenged (14–17).

If some of these Western-derived taxonomies appear alien

or foreign to African communities, it may inhibit help-seeking.

In fact, one recent study in Kenya found that when mental

health problems were conceptualized and described through a

Western-derived lens, then individuals would be less likely to

seek help (17). Specifically, if someone was given a formal DSM-

5 diagnosis of Major Depressive Disorder (MDD), they would

be less likely to accept that diagnosis and seek help than if the

practitioner were to conceptualize the disorder in more specific

cultural terms and prioritize the specific challenges faced by the

patient i.e., extreme sadness, lack of motivation, problems with sleep,

etc. (17).

2. The move to decolonize mental
health care in Africa

The traumatic history of colonialism—and apartheid in the

context of South Africa—has significant contemporary effects

on how individuals and communities access and interface with

mental health care (2). Therefore, decolonizing mental health

care is very important to address global mental health inequity.

In this context, decolonization is defined through efforts to

understand, reckon with and rectify the current effects of colonialism

(2). These efforts can allow us to engage with African and/or

localized conceptions of mental health (18, 19). Indeed, and

as is argued elsewhere, decolonizing mental health care will

allow us to move toward a paradigm in which mental health

research, practice, and policy is enacted in a manner that

is ethical, democratic, critical, and serves the needs of local

communities (20).

One approach to decolonizing mental health care in Africa is

the move toward a critical and “context-based” approach to mental

health (2, 21, 22). This approach pairs mental health research and

practice with efforts to “promote the participation and collective

action of marginalized groups” and foster knowledge production

of challenges faced and ideas proposed by local communities

(2). In doing so, mental health research can be informed by

and address past and present injustices of its local context (2).

This approach, it is argued, will ensure that mental health care

remains relevant and attuned to the needs of contemporary African

contexts (2).

Here, we present the network approach to psychopathology as

another pathway toward decolonizing mental health (23, 24).
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2.1. The network approach as a path toward
decolonizing mental health care in Africa

In the past decade, the network approach to psychopathology has

emerged as an increasingly popular framework for conceptualization

of mental health disorders. In this approach, we can visualize

psychiatry constructs as a dynamic systemmade up of symptoms and

the associations between pairs of symptoms (23–25). Thus, a mental

disorder is not a discrete entity but rather a network of interrelated

symptoms. The approach departs from the traditional disease model

where it is assumed that a disorder arises from an underlying latent

disorder but rather as interactions of unique and non-overlapping

variables (23–25).

In other words, the network approach represents mental health

disorders, not as a discrete entity like MDD, but rather as a

network that is sustained by interrelationships among the specific

symptoms (23, 24, 26). Thus, “instead of being effects of a common

cause, psychiatric symptoms have been argued to cause each

other” (23). In this conceptualization, mental health disorders are

imagined as dynamic systems that are made of psychiatric symptoms

(called nodes) and the relationships between these symptoms (called

edges) (24).

The network approach makes it possible to identify the most

central nodes in a network, effectively identifying the symptom(s)

with the highest influence on the other symptoms in the network (27).

Such a symptom is identified by analyzing the number of symptoms

connected to it (its edges) and the likelihood of the connected

symptoms (nodes) being activated as a result of its activation (27).

Accordingly, in a given context, the network approach can map

out not only the psychiatric symptoms that are present, but also

the relationships between these symptoms and the most strongly

interconnected symptom (27). This is particularly important since

interventions targeting the strongest symptom (node) in a network

(a representation of interconnected symptoms) are more likely to be

effective in treating the network (27). In other words, interventions

which can reduce the intensity of the most central node will also

reduce the intensity of all the other nodes connected to it, effectively

reducing the intensity of the network as a whole.

The network approach to psychopathology can help decolonize

mental health care in Africa by: (1) alleviating stigma toward mental

health problems, (2) allowing context-based understanding of mental

health problems, (3) opening alternative avenues for mental health

care, and (4) encouraging local researchers to pioneer context-based

knowledge production and treatment design.

Firstly, since this approach emphasizes the role of edges

(symptom-symptom relationships) in causing mental health

problems, psychiatric labels—which are stigmatized and inhibit

help-seeking (8)—can be deemphasized. This is likely to result in a

reduction and/or removal of stigma—which can be understood as

de-stigmatization—toward people with mental health problems and

an improvement in treatment seeking behavior for such problems.

Moreover, it could be less emotionally encumbering to accept

diagnosis and treatment plans which highlight two or three central

nodes (most influential symptoms) as opposed to those which

include stigmatized psychiatric labels.

Secondly, various studies show that common mood disorders

such as MDD are expressed differently within different contexts (7,

15, 17). This is unsurprising because culture informs the experience

of mental health disorders, and Western-derived taxonomies often

miss culturally-salient features of distress (14, 16, 28). Accordingly, it

can be quite beneficial to utilize the network approach to identify the

dominant networks and most influential nodes which are specific to

local cultural contexts.

Thirdly, by considering mental health disorders as

interrelationships between specific symptoms rather than latent

diseases, we can create new help-seeking avenues for mental health

care across Africa. Currently, one hindrance to help-seeking is the

length and cost of traditional therapies that often require delivery

by expert mental health caregivers in regions with a paucity of

such experts. Researchers have attempted to address this hindrance

through successful trials of low-cost interventions that are delivered

by lay-providers without the need for expert delivery (29, 30). Now,

with the use of the network approach, researchers can identify

the most influential mental health challenges amongst their target

demographic and develop low-cost interventions targeting these

specific challenges.

Finally, Western researchers still continue to dominate mental

health research in low-and middle-income countries including

those in African (31). We believe that multi-cultural collaboration

where African researchers are empowered and spearhead research—

dedicated to mental health—is important if we are to decolonize

mental health. As such, the relatively novel network approach to

psychopathology could encourage local researchers to spearhead

research efforts and knowledge production and to pioneer treatment

design. The increased involvement of local researchers could in turn

promote community involvement in various parts of the research and

treatment design processes, in addition to promoting help seeking.

In conclusion, it is important to emphasize that the network

approach to psychopathology is intentionally flexible (24). As

such, it is meant to be used as an “organizing framework” with

which to understand existing data (24). Therefore, introducing this

approach into African communities could help design research and

treatment that is more contextualized, empowering, and effective

through reducing stigma, encouraging local researchers, and boosting

community involvement.

3. Discussion

Mental health problems present a significant global health

priority around the world but specifically in low-resource regions

like African countries. The consequences of these problems are

devastating to individuals and communities. As such, there is an

urgent need to transform mental health care for the better, for all.

Unfortunately, in Africa, efforts to transform mental health care

are handicapped by the violent and colonial history of “formal”

mental healthcare across the continent. Here, we show that because

of this history, many individuals who struggle with mental health

problems cannot access the help that they need and deserve. As

such, efforts to make mental health care better can benefit from a

decolonizing approach. Here, we present the network approach to

psychopathology as a possible framework to decolonizemental health

in Africa. Through the network approach, mental health disorders

are conceptualized as complex interrelationships between network

of symptoms as opposed to distinct disorders with western-derived

psychiatric labels. This approach allows us to decolonize psychology

because it alleviates stigma, allows for context-based understanding

of mental health, opens new avenues for help seeking, and encourages
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local researchers to pioneer context-based knowledge production

and treatments.
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Background: Inequalities may exist in social and health status among nurses 
with different employment types. Few studies have investigated the relationship 
between social support and depressive symptoms among formally employed 
nurses compared with those in contract-based employment. This study aimed 
to examine the associations between social support and depressive symptoms 
among Chinese nurses with different forms of employment.

Methods: The present cross-sectional study was performed with 1,892 nurses 
from 12 tertiary hospitals in Shandong Province, China. The Social Support Rating 
Scale and the 10-item Center for Epidemiologic Studies Depression Scale were 
used to measure social support and depressive symptoms, respectively. The 
association between social support and depressive symptoms among participants 
was explored using multiple linear regression analysis.

Results: The prevalence of depressive symptoms was 45.7%. The mean score 
for total social support was 40.16 (SD = 7.47), which was lower than the norms 
in the general Chinese population. Formally employed participants’ total social 
support scores were statistically significantly higher than those of contract-based 
employees (p ≤ 0.05). After controlling for confounding factors, the multiple linear 
regression analysis showed that subjective support and support utilization scores 
were inversely associated with depressive symptoms. Objective support scores 
were negatively associated with depressive symptoms only among contract-
employment nurses.

Conclusion: Chinese nurses have a higher prevalence of depressive symptoms 
and lower social support than the Chinese general population. Compared with 
contract-employment nurses, formally employed nurses had higher social 
support. Inverse associations exist between social support and depressive 
symptoms among nurses with different types of employment. It is suggested that 
improving Chinese nurses’ social support levels and reducing their depressive 
symptoms, especially for nurses employed through contracts, are critical.
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Introduction

Nurses who experience a high intensity of work and work-related 
pressure are generally prone to suffer from heavy work stress and 
burnout, which can lead to depression (1). Depression is a 
multidimensional disorder and has several negative effects on an 
individual’s health outcomes (2). Depression can harm an individual’s 
work performance, interpersonal and social communication, and 
quality of life (3). Depressive symptoms not only affect nurses’ health 
status but may also impact patients’ quality of care (2). Worldwide, 
there is a high occurrence of depressive symptoms among nurses. 
Previous studies found that 32.4% of Australian nurses, 18% of 
American nurses, and 43.83% of Chinese nurses experienced 
depressive symptoms (3–5). Therefore, hospital administrators and 
scholars worldwide should pay attention to nurses’ mental health.

In recent years, investigations on the relationship between 
social support and mental health have shown that social support 
has a protective effect on mental health. Social support is 
significantly associated with recovery from post-traumatic stress 
disorder (6), and older adults with good social support have a lower 
incidence of depression (7). Social support refers to the existence 
or availability of people one can rely on and from whom one can 
experience love, care, and value (8). In developed countries, medical 
professionals are well-respected and often have a high level of social 
support. The intensive relationship between medical professionals 
and patients needs to improve in China (9). Currently, the level of 
social support available to Chinese nurses is unknown because few 
surveys have investigated the relationship between social support 
and depressive symptoms for this group. Social support, as a 
multidimensional concept, consists of three dimensions: objective 
support, subjective support, and support utilization (6, 10). 
Different types of social support may have varied effects on 
individuals’ health (9), and it is unclear which types of social 
support are protective against depressive symptoms among nurses.

Although the nature of nursing employment varies by country, it 
is usually divided into permanent employment and fixed-term 
contract-based employment. For example, in Europe, permanent 
nurses are part of the primary labor market, and they work on an 
indefinite basis with good working conditions and development 
opportunities (11). By contrast, nurses employed through contracts 
are part of the secondary labor market and often experience poor 
working conditions, including job insecurity, low wages, and few 
benefits (11). Similarly, in China, nursing employment can be divided 
into “bianzhi” (permanent/formal employment) and contract-based 
jobs (12). The Chinese public often considers “bianzhi” jobs as formal 
employment guaranteed by the government, from which an individual 
employer cannot dismiss the incumbent. “Bianzhi” nurses have a 
steady income and certain benefits, including housing, health 
insurance, pension, etc. By contrast, nurses in contract-based positions 
are hired by the hospital; they do not have lifetime employment and 
might experience lower incomes and limited benefits (12). Previous 
studies have found that contract-employment nurses experience 
higher work stress and lower levels of organizational justice (13), 
which indicates that nurses with different employment types may have 
different levels of social support and health outcomes. However, few 
studies have compared the different associations between social 
support and depressive symptoms among formally employed (bianzhi) 
nurses and contract-employment nurses in China.

Therefore, this study aimed to: (1) examine the level of social 
support among Chinese nurses; (2) investigate the prevalence of 
depressive symptoms among Chinese nurses; and (3) investigate the 
associations between social support and depressive symptoms among 
formally employed nurses and contract-employment Chinese nurses.

Materials and methods

Study design and participants

From 30 July to 30 September 2020, a cross-sectional questionnaire 
survey was conducted among nurses in Shandong Province, China. 
Shandong Province, located in eastern China, which has 16 prefecture-
level cities with a population of 100.7 million. It is a typical province 
in China in terms of population demographics, society, and culture 
(14). The survey adopted a multistage random sampling method. First, 
the prefecture-level cities were divided into high, medium, and low 
groups based on per capita GDP in 2019. Second, two prefecture-level 
cities were randomly chosen from each group and two tertiary 
hospitals were randomly selected from each of the two cities. Third, 
two-thirds of the departments were selected from internal medicine, 
surgery, obstetrics and gynecology, pediatrics, emergency, and others 
in each sampled hospital. Administrative and logistics departments 
were excluded. A questionnaire survey was administered to nurses in 
the selected departments. All information was collected based on 
nurses’ self-report. The inclusion criteria included voluntary 
participation, registration as a nurse, and being employed by the 
hospital. The exclusion criteria were as follows: nurses who were on 
vacation or who were participating in a continued education study 
course in another hospital, and persons with severe mental or physical 
impairments that would prevent them from participating (15). A total 
of 1,933 nurses participated in this study. After excluding those with 
missing data, 1,892 questionnaires were included in the analysis, 
showing an effective rate of 97.9%.

Measurements

Depressive symptoms
A 10-item Center for Epidemiologic Studies Depression Scale 

(CESD-10) was used to measure depressive symptoms. The CESD-10 
is a simplified version of the Center for Epidemiological Studies 
Depression Scale (CESD) revised by Andresen in 1994 (16). It has 
high reliability and validity within the Chinese population (17). The 
CESD-10 measures the extent to which an individual has experienced 
depressive symptoms in the past 7 days. Answers for each item include 
rarely (<1 days), some (1–2 days), occasionally (3–4 days), and most of 
the time (5–7 days). The total score ranges from 0 to 30, with higher 
scores suggesting higher levels of depressive symptoms. The cutoff 
score to identify individuals with depressive symptoms was 10 (16). In 
this study, Cronbach’s alphas for the CESD-10 were 0.696 and 0.674 in 
the formal employee and contract-based employee groups, 
respectively.

Social support
The Social Support Rating Scale (SSRS) was used to measure 

social support. The Chinese version of the SSRS, which was 
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developed by Professor Xiao Shuiyuan, has been widely used in 
China (6, 18). The scale comprises 10 items and includes three 
dimensions: subjective support, objective support, and support 
utilization. Subjective support refers to the emotional support that 
an individual experiences and is closely related to their subjective 
feelings. An example of a question covering subjective support is: 
“How many friends do you have and how much support and help 
can they provide you?” Objective support refers to the actual 
support received by an individual. An example of a question 
covering objective support is: “What are your sources of financial 
support, and what helps you solve practical problems when you are 
in an emergency?” The utilization of support refers to an individual’s 
active utilization of various types of social support. An example of 
a question covering the utilization of support is: “How do you seek 
help when you have trouble?” The total score of the SSRS is the sum 
of the scores of subjective support, objective support, and support 
utilization, with higher scores indicating better levels of social 
support (9). In this survey, the Cronbach’s alpha for the SSRS was 
0.79 in the formal employee group and 0.76 in the contract-based 
employee group.

Other variables
Demographic characteristics included age, sex, marital status, and 

educational background. Marital status was divided into married and 
single. Educational background was categorized as junior college or 
lower, bachelor’s degree, and master’s degree or higher. Professional 
characteristics included department, professional title, employment 
types, and working hours per week. The department was divided into 
internal medicine, surgery, obstetrics and gynecology, pediatrics, 
emergency, and others. Professional title was categorized as primary, 
intermediate, and senior. Employment type was divided into formal 
or contract-based employees. Working hours per week was divided 
into ≤40, 41–50, 51–60, and >60 h.

Statistical analyses

All statistical analyses were conducted using SPSS 20.0. The 
distribution of depressive symptoms was analyzed using both the 
Kolmogorov–Smirnov test and histogram plot, which showed a 
normal distribution. The variance inflation factor (VIF) was used to 
test for multicollinearity in independent variables. The VIF was <10, 
indicating no multicollinearity (19). For descriptive statistics, 
continuous variables were described using means and standard 
deviations, and categorical variables were described using 
percentages. Variables were compared between formal employee and 
contract-based employee groups using independent t-tests for 
continuous variables and chi-square tests for categorical variables. 
Multiple linear regression analysis was used to examine the 
association between employment type and social support scores. 
Multivariate logistic regression analysis was used to examine the 
association between employment type and depressive symptoms. 
Multiple linear regression analysis was used to examine the 
association between social support and depressive symptoms among 
nurses. To describe the sensitivity analysis, the association between 
social support and depressive symptoms of participants was 
examined using multivariate logistic regression analysis. Statistical 
significance was set at <0.05.

Ethical considerations

The present study was approved by the Ethical Review 
Committee of the School of Nursing and Rehabilitation, Shandong 
University (approval number: 2020-R-50). All participants 
provided informed consent for inclusion before participating in 
the survey.

Results

Sample characteristics

Table  1 shows the participants’ sociodemographic 
characteristics, work characteristics, status of depressive symptoms, 
and social support scores. The participants’ mean age was 33.9 years 
(SD = 7.3 years). Moreover, 93.9% were women, 80.1% were married, 
88.1% had a bachelor’s degree, 39.3% worked in the surgical 
department, and nearly half had a primary professional title (47.4%) 
or an intermediate professional title (48.3%). More than half of the 
participants worked between 41 and 50 h per week (68.0%). The 
majority (78.3%) were contract-based employees. The mean CES-D 
10 score was 9.17 (SD = 5.39), and 45.7% of the participants had 
depressive symptoms. The prevalence of depressive symptoms 
among contract-based employees was significantly higher than 
among formal employees (47.3% vs. 40.1%). The mean scores for 
total social support, subjective support, objective support, and 
support utilization were 40.16 (SD = 7.47), 24.04 (SD = 4.91), 8.28 
(SD = 2.38), and 7.84 (SD = 1.98), respectively. Differences in age, 
sex, marital status, educational background, department, 
professional title, work hours per week, scores of social support, and 
depressive symptoms between the formal and contract-based 
employees were also statistically significant (p < 0.05). After 
controlling the possible confounding factors, the multiple regression 
analysis showed that there was a statistically significant association 
between the employment type and social support scores (formal 
employees have a higher level of social support than contract 
employees; Supplementary Table 1), while the association between 
employment type and depressive symptoms was not statistically 
significant (Supplementary Table 2).

The differences between social support 
scores among nurses and norms in the 
general Chinese population

Tables 2, 3 show the differences in social support between 
nurses in our sample and the norms in the general Chinese 
population. The formal employees’ scores for total social support, 
objective support, and support utilization were statistically 
significantly lower than the norms in the general population (20) 
(p < 0.05). Formal employees’ subjective support scores were 
statistically significantly higher than those of the general Chinese 
population (p < 0.05). Contract-based employees’ scores for total 
social support, objective support, and support utilization were 
statistically significantly lower than the norms in the Chinese 
general population (20) (p < 0.05).
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Multiple linear regression analysis

Table 4 reveals the associations between the three dimensions of 
social support and depressive symptoms among formal and contract-
based participants. After adjusting for all covariates, the findings 
showed that among formal employees, subjective support and 

support utilization scores were inversely associated with depressive 
symptoms (subjective support: β = −0.237, SE = 0.064, p < 0.001; 
support utilization: β = −0.824, SE = 0.137, p < 0.001). Among 
contract-based employees, subjective support, objective support, and 
support utilization scores were also inversely associated with 
depressive symptoms (subjective support: β = −0.284, SE = 0.031, 

TABLE 1  Demographic characteristics according to employment type.

Characteristics Sample (n = 1892) Formal employee 
(n = 411)

Contract 
employee 
(n = 1,481)

t/χ2 Value of p

Age, years, mean ± SD 33.91 ± 7.27 42.78 ± 7.50 31.45 ± 4.91 28.975 <0.001

Sex, (%) 19.617 <0.001

 � Male 6.1 1.5 7.4

 � Female 93.9 98.5 92.6

Marital status, (%) 56.245 <0.001

 � Married 80.1 93.2 76.5

 � Single 19.9 6.8 23.5

Education background, (%) 196.141 <0.001

 � Junior college or less 7.2 3.2 8.3

 � Bachelor 88.1 79.3 90.5

 � Master or above 4.8 17.5 1.2

Department, (%) 27.591 <0.001

 � Internal medicine 28.2 30.7 27.5

 � Surgery 39.3 43.8 38.1

 � Obstetrics and gynecology 5.0 4.6 5.1

 � Pediatrics 7.1 7.3 7.1

 � Emergency 8.7 2.4 10.4

 � Other 11.6 11.2 11.7

Professional title, (%) 522.137 <0.001

 � Primary 47.4 6.3 58.7

 � Intermediate 48.3 74.7 41.0

 � Senior 4.3 19.0 0.3

Work hours per week, (%) 9.139 0.028

 � ≤40 8.8 11.2 8.1

 � 41–50 68.0 69.8 67.5

 � 51–60 13.8 12.4 14.2

 � >60 9.5 6.6 10.3

Total social support scores, 

mean ± SD

40.16 ± 7.47 41.99 ± 7.61 39.65 ± 7.35 5.684 <0.001

Subjective support scores, 

mean ± SD

24.04 ± 4.91 24.91 ± 4.93 23.80 ± 4.89 4.069 <0.001

Objective support scores, 

mean ± SD

8.28 ± 2.38 9.01 ± 2.36 8.07 ± 2.35 7.149 <0.001

Support utilization score, 

mean ± SD

7.84 ± 1.98 8.07 ± 2.12 7.77 ± 1.93 2.572 0.010

Depressive symptoms, (%) 6.571 0.010

 � Yes 45.7 40.1 47.3

 � No 54.3 59.9 52.7

Depressive scores, mean ± SD 9.17 ± 5.39 8.27 ± 5.91 9.41 ± 5.22 −3.555 <0.001

SD, Standard deviation.
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p < 0.001; objective support: β = −0.291, SE = 0.063, p = 0.035; support 
utilization: β = −0.559, SE = 0.070, p < 0.001). However, there was no 
statistically significant correlation between objective support scores 
and depressive symptoms among those with formal employment 
(p > 0.05). In the sensitivity analyses, the results of the multivariate 
logistic regression model showed the same associations between the 
three dimensions of social support and depressive symptoms among 
both formal and contract-based employees (Supplementary Table 3).

Discussion

This is the first study to investigate the association between 
different types of social support and depressive symptoms among 
Chinese nurses engaged in different forms of employment. As 
such, it provides useful information for health policymakers, 
hospital administrators, and nurses to consider when 

contemplating effective measures to prevent and reduce 
depressive symptoms.

In this study, the prevalence of depressive symptoms was 45.7%, 
which was higher than nurses in Guangdong province of China 
(37.59%) (3), and much higher than that in Chinese general 
population (12.6%) (21). Nurses have unique working conditions, as 
they often become overloaded with their clinical work; therefore, they 
experience long-term occupational pressure, which leads them to have 
poor mental health (3). Our results also showed that the prevalence of 
depressive symptoms among contract-based nurses was higher than 
that of formally employed nurses (47.3% vs. 40.1%). Therefore, the 
prevalence of depressive symptoms among nurses (especially contract-
based nurses) requires the attention of hospital managers.

Our results showed that the level of social support among contract-
based nurses was lower than that of formally employed nurses. The 
social inequalities between formally employed and contract-based 
nurses may explain this phenomenon (12). Individuals with higher 
social status may have more social resources and are easier to get social 
support. Our data also showed that the social support scores of both 
formally employed and contract-based nurses were significantly lower 
than those in the general Chinese population. There are three possible 
explanations for this phenomenon. First, in China, nurses often have a 
lower professional status than doctors; they are not valued by hospital 
administrators (22). Furthermore, nurses need to cope with tense nurse–
patient relationships, and they seldom receive sufficient respect from 
patients (22). Second, nurses may face difficulty in balancing family roles 
with work (23); if nurses do not handle work–family conflicts, they may 
find it difficult to gain empathy from their work colleagues or other 
family members, leading to decrease social support. Third, because 
nurses work long hours, they may not have sufficient time to participate 
in social organizations; therefore, they have less social interaction (15). 
These explanations suggest that, to improve nurses’ social support, 
effective measures across society need improvement.

Subjective social support is a psychological perception of reality 
(24) that reflects an individual’s satisfaction with how they are 
supported, understood, and respected by others (9). Subjective 
support was a strong predictor of mental health improvement (25). 
Our results found that subjective support was negatively associated 
with depressive symptoms, indicating that nurses with more subjective 
support had fewer depressive symptoms than those who lacked 
subjective support. Individuals with more subjective support often 
have greater levels of satisfaction with their social support. A previous 
study reported that individuals who were more satisfied with their 
support were less likely to suffer from depression (26). In addition, 
subjective support can help individuals build a positive self-image and 
self-efficacy, which are protective factors for depressive symptoms 
(27). Thus, improving nurses’ subjective support can help to reduce 
their depressive symptoms.

A previous study demonstrated that nurses with higher objective 
support scores have genuinely received more support from their family 
members, government organizations, and social organizations (9). In 
this study, there was no significant association between the objective 
support scores and depressive symptoms of formally employed nurses. 
Objective assessment of received social support is less meaningful than 
subjective measures of social support, and it may have less effect on 
individuals’ mental health than subjective support (24). However, in 
this study, we  found that objective support scores were inversely 
associated with depressive symptoms among contract-based nurses. 
There are two possible explanations for this observation. First, formally 

TABLE 2  The difference of social support scores between formal 
employee and the norms of Chinese general population.

Variables Formal 
employee

Norms of 
general 

population

t Value 
of p

Total social 

support score, 

mean ± SD

41.99 ± 7.61 44.38 ± 8.38 −6.367 <0.001

Subjective 

support score, 

mean ± SD

24.91 ± 4.93 23.81 ± 4.75 4.523 <0.001

Objective 

support score, 

mean ± SD

9.01 ± 2.36 12.68 ± 3.47 −31.526 <0.001

Support 

utilization 

score, 

mean ± SD

8.07 ± 2.12 9.38 ± 3.40 −12.527 <0.001

TABLE 3  The difference of social support scores between contract 
employee and the norms of Chinese general population.

Variables Contract 
employee

Norms of 
general 

population

t Value 
of p

Total social 

support score, 

mean ± SD

39.65 ± 7.35 44.38 ± 8.38 −24.766 <0.001

Subjective 

support core, 

mean ± SD

23.80 ± 4.89 23.81 ± 4.75 0.079 >0.05

Objective 

support score, 

mean ± SD

8.07 ± 2.35 12.68 ± 3.47 −75.494 <0.001

Support 

utilization 

score, 

mean ± SD

7.77 ± 1.93 9.38 ± 3.40 −32.103 <0.001
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employed nurses have a higher occupational status in the hospital than 
contract-based nurses, as their position is guaranteed by the 
government, and they have extensive benefits (28). In addition, formally 
employed nurses often have higher educational levels, income levels, 
and social status (12). Therefore, formally employed nurses may take 
support from family members or social organizations for granted, 
whereas contract-based nurses may find themselves feeling grateful for 
this support owing to their relatively low status. A second possible 
reason is the treatment inequity between contract-based and formally 
employed nurses. A previous study has found that while both groups 

play an equal role in job responsibility, differences in treatment do exist 
(12). Such feelings of inequality can affect contract-based nurses’ work 
satisfaction, which may eventually lead to depression (29). Contract-
based nurses who receive objective support may disregard their feelings 
of inequality, which can reduce the prevalence of depressive symptoms.

Our findings showed that social support utilization scores were 
inversely associated with depressive symptoms in both formally 
employed and contract-based nurses. Social support utilization reflects 
the degree to which individuals utilize available social support (6). 
According to the SSRS, higher support utilization scores indicate that a 

TABLE 4  Multiple linear regression model testing the association between social support and depressive symptoms among formal employee and 
contract employee.

Variables Formal employee Contract employee

β (SE) 95% CI of β Value of p β (SE) 95% CI of β Value of p

Subjective supports 

score

−0.237(0.064) −0.362 to −0.111 <0.001 −0.284 (0.031) −0.345 to −0.223 <0.001

Objective supports 

score

−0.132(0.129) −0.386 to 0.122 0.308 −0.291 (0.063) −0.414 to −0.168 <0.001

Support utilization 

score

−0.824(0.137) −1.093 to −0.554 <0.001 −0.559 (0.070) −0.695 to −0.422 <0.001

Age −0.062(0.044) −0.150 to 0.025 0.163 0.076 (0.035) 0.008 to 0.143 0.029

Sex (ref. Male)

Female 1.203(2.106) −2.938 to 5.344 0.568 0.650 (0.481) −0.293 to 1.593 0.176

Marital status (ref. 

Married)

Single −0.141(1.072) −2.249 to 1.968 0.896 1.871 (0.380) 1.124 to 2.617 <0.001

Education level (ref. 

Junior college or less)

Bachelor 1.167(1.464) −1.711 to 4.044 0.426 −0.688 (0.444) −1.559 to 0.183 0.122

Master or above 0.614(1.604) −2.540 to 3.768 0.702 −1.574 (1.204) −3.935 to −0.787 0.191

Department (ref. 

Other)

Internal medicine 1.482(0.878) −0.244 to 3.207 0.092 1.244 (0.436) 0.389 to 2.099 0.004

Surgery 1.691(0.837) 0.046 to 3.336 0.044 1.284 (0.415) 0.471 to 2.098 0.002

Obstetrics and 

gynecology

0.882(1.367) −1.806 to 3.569 0.519 1.325 (0.648) 0.055 to 2.596 0.041

Pediatrics 3.549(1.193) 1.203 to 5.896 0.003 1.440 (0.589) 0.285 to 2.596 0.015

Emergency 1.539(1.779) −1.959 to 5.037 0.388 0.898 (0.529) −0.139 to 1.935 0.090

Professional title (ref. 

Primary)

Intermediate 0.145(1.110) −2.037 to 2.327 0.896 0.054 (0.295) −0.525 to 0.632 0.855

Senior −1.749(1.374) −4.450 to 0.953 0.204 −3.888 (2.393) −8.582 to 0.806 0.104

Weekly working hours 

(ref. ≤40)

41–50 2.769(0.802) 1.192 to 4.347 0.001 −1.137 (0.449) −2.017 to −0.256 0.011

51–60 2.972(1.038) 0.931 to 5.012 0.004 −0.155 (0.539) −1.212 to 0.903 0.774

>60 6.004(1.259) 3.529 to 8.478 <0.001 −0.214 (0.576) −1.344 to 0.917 0.711

∆F 10.885 23.903

R2 0.333 0.227

Adjusted R2 0.303 0.218

β, the coefficients; CI, confidence interval; SE, standard error.
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person may actively participate in social organizations (such as party, 
religious, or community organizations) and have many ways to seek help 
from others (such as family members, friends, or social organizations) 
when they experience trouble (9). Help from a varied use of social 
resources can help nurses overcome their troubles and relieve stress (30), 
which may, in turn, help them reduce their depressive symptoms (31, 32). 
Furthermore, participation in social organizations may promote social 
interactions among nurses and free them from stressful work, which 
would help them experience fewer depressive symptoms (33).

Limitations

This study had some limitations. First, this was a cross-sectional 
study; therefore, causal relationships between social support and 
depressive symptoms among Chinese nurses could not be investigated. 
Second, the responses in this study were self-reported, which may have 
caused recall bias. Third, the participants in this study were all selected 
from tertiary hospitals; thus, it may not be possible to generalize the 
results to primary and secondary hospitals.

Conclusion

Our study found that Chinese nurses have a higher prevalence of 
depressive symptoms than the Chinese general population. Formally 
employed nurses had a higher level of social support than contract-
employment nurses. The level of social support for both formally 
employed and contract-employment nurses was lower than that in the 
general population. Both subjective support and support utilization 
scores were negatively associated with depressive symptoms among 
both formally employed and contract-based nurses. Objective support 
scores were negatively associated with depressive symptoms only for 
contract-based nurses. The findings of this study can be used to develop 
strategies to improve nurses’ social support and reduce depressive 
symptoms among them.

Policy implications

To improve nurses’ mental health, our findings suggest that 
hospital administrators should pay attention to the role of nurses and 
arrange their working hours reasonably to reduce work pressure. They 
should also improve contract-based nurses’ benefits (e.g., housing, 
health insurance, and pensions). We also suggest that nurses’ family 
members should understand their unique working conditions, share 
housework, and take care of them. Policymakers should promote 
nurses’ contributions and foster a nurse-friendly social environment. 
Finally, we recommend that nurses should actively participate in social 
organizations to enhance their social interaction.
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1Department of Environmental and Global Health, University of Florida, Gainesville, FL, United States,
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Objectives: To identify risk factors associated with symptoms of anxiety,

depression, and obsessive-compulsive disorder (OCD) among children during the

1st year of the COVID-19 pandemic.

Methods: A longitudinal study with three cross-sectional timepoints [April 2020

(n = 273), October 2020 (n = 180), and April 2021 (n = 116)] was conducted at

a K-12 public school in Florida. Infection and sero-positivity for SARS-CoV-2 was

determined by molecular and serologic approaches. Adjusted odds ratios using

mixed e�ect logistic regressionmodels for symptom-derived indicators of anxiety,

depression, and OCD in children in April 2021 are presented; past infection and

seropositivity were included in the models.

Results: The prevalence of anxiety, depression, or OCDmoved from 47.1, to 57.2,

to 42.2% across the three timepoints during the study. By endline of the study,

in April 2021, non-white children were at higher risk for depression and OCD.

Risk for anxiety, depression, and OCD was associated with students who lost a

family member due to COVID-19 and who were identified as at-risk in previous

timepoints. Rates of SARS-CoV-2 infection and seropositivity were low and not

statistically associated with assessed outcomes.

Conclusions: In situations like the COVID-19 pandemic, targeted mental health

interventions and screenings are needed in children and adolescents, especially

among minority children.

KEYWORDS

COVID-19, pediatrics, mental health, school-aged children, anxiety, depression,

obsessive-compulsive disorder (OCD)
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Introduction

Over 476 million confirmed cases and 6.1 million deaths

occurred during the first 2 years of the COVID-19 pandemic

(1). While the majority of cases and deaths from infection with

the etiologic agent SARS-CoV-2 have been in adults, severe

and fatal cases involving children have occurred throughout

the pandemic (2). Each wave of variants increased uncertainty

surrounding risk of infection in children, who were largely spared

infection during the first wave of COVID-19, but were increasingly

susceptible to the Delta and Omicron wave of infections (3–

6). Simultaneously, health related consequences of the pandemic

beyond those associated with infection, including adverse mental

health outcomes in children, rapidly emerged as a dominant

area of interest concern (7–10). These events have led us to

define two major groups: those “infected” by SARS-CoV-2 and

the clinical sequalae, and those “affected” (but not “infected”) by

the psychological sequalae caused by the broader impacts of the

COVID-19 pandemic.

Emerging scientific literature shows that, while children

constitute a small fraction of infection related morbidity and

mortality (11), children worldwide have been affected by the

pandemic in great numbers: there have been increased rates of

depression, anxiety, and PTSD-related symptoms among children

and adolescents since the start of the COVID-19 pandemic (12–

15), with some evidence that rates of depression and anxiety have

doubled since pre-pandemic levels (16). While lockdown measures

and other social distancing interventions were used to protect

against infection and transmission, evidence indicates that these

actions may have fueled increases in negative psychosocial health

(12, 17, 18). And, importantly, the effects of the pandemic on

children’s psychosocial health are not equally distributed. A study in

Bangladesh found that children living in rural areas were less prone

to suffer frommental health related problems compared to children

living in urban areas (19). A systematic review of the impact of the

pandemic on child and adolescentmental health showed that across

the globe (inclusive of studies across Europe, Asia, Australia, North

America, and South America) risk factors for adverse mental health

symptoms included being female, being an adolescent, excessive

exposure to COVID-19 information, previous mental health issues,

community case frequency, lack of routine, and having relatives

working on the front lines of COVID-19 response (20). Several

other studies have also found that girls were at heightened risk

for developing symptoms of anxiety and depression during the

pandemic compared to boys (16, 21–23).

In the general population of the US, researchers have identified

racial and ethnic disparities in mental health outcomes during the

pandemic, including worsened outcomes of depression and anxiety

among Black, Hispanic, and Asian adults when compared to White

adults (24). A study found that those who have experienced racial

discrimination in the US were at higher risk of psychological

distress and increased unhealthy behaviors (e.g., smoking) than

those who have not (25). Persistent systemic social inequities, the

additional barriers minorities face when trying to access mental

health care, disparities in food security that exacerbated during

the pandemic, and the co-occurrence of racially motivated attacks

(e.g., murders of minorities by the police) are also cited as reasons

for the widening racial disparities in mental health outcomes

observed during the pandemic (24, 26). It follows that, like in

adults, the psychosocial health of children from minority groups

was disproportionately negatively affected by the exacerbation of

social inequities during the pandemic (27, 28). Interestingly, the

multi-country systematic review did not find race or ethnicity

as a risk factor for poor adolescent mental health (20). Children

from racial minorities were disproportionally affected in terms

of mental health outcomes, as their families are more likely to

be affected by the financial and health impacts of the pandemic

(29). Findings also suggest that lower socioeconomic status (SES)

reported more fears about social distancing than those from higher

SES, which was also the case for the subsample of Black participants

in another study (30). Furthermore, children’s exposure to firearm

arm violence increased during the pandemic, with greater increases

among children from racial minorities (31). Limited access to full-

time, in-person learning as well as low social economic status, both

of which unequally burden racial and ethnic minority groups, are

thought to have contributed to poorer mental health outcomes in

children (30, 32).

As the United States entered lockdown in March 2020, we

assembled a study that aimed to identify and answer important

questions at the intersection of medicine and mental health: what

were the rates of viral and serologic SARS-CoV-2 positivity in

school-age children?What role did these children play in household

transmission? And how was the pandemic affecting their mental

health? As public health professionals responding to the pandemic,

this intersection and the tradeoffs between the epidemiology of

infection, access to education, and equity to both education and

health became a dominant point of tension. As data came in from

our study and others, and rates of infection remained relatively low

in children, our study aims shifted: children were suffering, but

not necessarily from infection. Leveraging data collected during

12-months at the beginning of the COVID-19 pandemic (April

2020–April 2021), this paper aims to identify the children who were

most affected by the pandemic during this time. Specifically, given

what we know about the inequity in experience of the pandemic

and various health outcomes outlined above, we aim to identify risk

factors associated with indicators of poor mental health outcomes

in school-aged children during the 1st year of the COVID-19

pandemic. The results expose high-risk groups for depression,

anxiety, and OCD, underscoring which groups may benefit from

targeted interventions.

Methods

Study context

This study took place in a K-12 developmental research

school. As a developmental research school, students and their

families/guardians are familiar with research activities. The school

is funded by the Florida Department of Education, and it is

positioned and governed by the College of Education at the

University of Florida. Therefore, during the COVID-19 pandemic,

the school fell under the guidance of the State University

System of Florida. The school has a total student population

of around 1,300 students and enrolls students according to the

demographics, including race, ethnicity, gender, and income, of
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the state of Florida. The last day of in-person schooling during

Spring of 2020 was March 13. After a 2 week extended spring

break, all children were provided laptops to facilitate online

learning. Students were given the option of returning to school

campus in September of 2020, though the option to remain at

home and connect virtually remained in place through Spring

of 2021.

Study design

The study was designed to be a prospective cohort study

among students at a K-12 school to understand both patterns of

transmission of SARS-CoV-2 and the psychosocial impact of the

pandemic in children. However, given that student enrollment was

lower than expected, and that the role of children in transmission

of SARS-CoV-2 was lower than initially theorized, the study opened

eligibility for enrollment to household contacts to be tested, and for

students who did not initially participate to enroll at later stages of

the study. Thus, the design was a longitudinal study made up of

three cross-sectional timepoints. Participants were recruited from

a K-12 public school in Florida. The inclusion criteria for the

study limited enrollment to students at the selected school who

were over 5 years old. Eligible household (HH) contacts of the

students were defined as people who lived with the participant

at the time of the study. There were no age restrictions for

HH contacts.

The investigators worked closely with the school

administration to inform parents about the study and how

they could enroll. Data were collected at three timepoints.

Timepoint 1 (TP1) data were collected during April 2020;

timepoint 2 (TP2) during October 2020; and timepoint 3

(TP3) during April 2021. The first round of data collection,

conducted 3 weeks after all students had transitioned to a

fully virtual educational format, consisted of survey data from

students and their parents, and polymerase chain reaction

(PCR) and antibody testing conducted solely on students. As

the pandemic unfolded, and epidemiologic data indicated that

infections continued to primarily affect adults, the original

research protocol was modified to offer PCR and antibody

testing to HH contacts of students previously enrolled; therefore,

student data from April 2020 were supplemented in June with

data from newly recruited household contacts; these data were

combined and are treated as a single cross sectional timepoint

(see Figure 1).

For TP2, students and HH contacts from TP1 as well as new

participants and their HH contacts were invited to participate in an

effort to increase sample size and include more underrepresented

students. Finally, in TP3 all previous participants, regardless

of in which timepoint they had participated, were invited to

return. Enrollment of new students was not permitted during

TP3, but new HH contacts from students previously participating

students were allowed to enroll. Participation from students and

HH contacts in the study decreased over time. The research

team tried to address attrition at TP3 by increasing outreach

to previous participants and including a $20 gift card as an

incentive, which had not occurred during the first two timepoints

of data collection.

Sample collection and laboratory
procedures

Quantitative reverse transcriptase PCR (qRT-PCR) to detect

SARS-CoV-2 infection was conducted. Oral pharyngeal samples

were collected by medical professionals concurrent in the period

that participants completed surveys at each timepoint. The process

for SARS-CoV-2 detection and quantification by rRT-qPCR have

been described previously (33).

To detect previous SARS-CoV-2 infection, blood was obtained

using pediatric lancets and applied to dry blood spot (DBS)

cards (Whatmann Protein Saver 930). Samples were secured

and transported to the BSL-2+ laboratory at the Emerging

Pathogens Institute at the University of Florida for storage and

processing. Serologic testing was performed to detect IgG antibody

to SARS-CoV-2. Several drops of blood were collected by a

fingerprick blood draw (BDMicrotainer Contact-Activated Lancet)

and applied to each well of a DBS card. Cards were desiccated

a minimum of 72 h at room temperature. and later single 6mm

punches were taken from each blood spot and placed 66 µl of

PBS-0.05% Tween and incubated with rocking at 50 rpm at 4◦C

overnight. After incubation, the tubes were centrifuged at 10,500

X g for 2min and after incubation the supernatant removed from

the paper, transferred in a new microcentrifuge tube and frozen

at −80◦C until use. A research ELISA targeting the Receptor

Binding Domain (RBD) of the virus was used to detect exposure to

SARS-CoV-2. The ELISA was adapted from a previously published

protocol, which targets the RBD of the spike protein (34, 35).

Briefly, 96-well ELISA plates were coated with 1µg/ml RBD protein

diluted in carbonate/bicarbonate buffer (pH 9.6) and incubated at

room temperature (RT) for 1 h. Each plate was blocked with 1X

Tris-buffered saline (TBS) with 5% milk and incubated for 2 h.

After blocking, each sample, diluted at a concentration of 1:100

in TBS-0.5% Tween, was added in duplicate to the plate. Mouse

anti-human IgG-HRP (Jackson Immunoresearch, 109-035-098)

was added and incubated for 1 h. After incubation and washing,

3,3’,5,5’tetramethylbensidine (TMB, Neogen Life Sciences) was

added to each well, incubated for 5min then stopped using NaSO4.

The reaction was read using a microplate reader (Multiskan FC,

Fisher or SynergyH1 BioTek) for absorbance at 450 nm. Included

on each plate were positive controls consisting of a human anti-

SARS-CoV-2 monoclonal antibody as well as serum from a pool of

subjects who were clinically ill with COVID-19 and tested positive

by rtPCR for the virus at least 4 weeks before collection of serum.

A negative control consisted of a pooled serum from patients from

the pre-pandemic period. Two blank wells were also included in

each plate and consisted of all reagents except for primary antibody.

The cut-off for this assay was based on Receiver-Operator Curve

(ROC) analysis performed on 50 positive control samples and

200 prepandemic serum samples. The prepandemic samples were

obtained from an archived serum bank consisting of adults that had

enrolled in a diabetes study.
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FIGURE 1

Study design, eligibility, and enrollment.

Data collection instruments

Survey data were collected using REDCap as described

previously in studies of TP1 and TP2 (22, 23). Questions were

designed in March of 2020, when little was known about the

COVID-19 pandemic. Most of the student survey instrument

remained the same across the three timepoints, however, some

questions were added during TP2 (23) and remained in place

through TP3. These additions reflect the evolution of the pandemic

(e.g., parental attitudes toward masks, lockdowns, vaccines, and

parental behaviors) and are thus missing from the first round of

data collection. Across the three timepoints, the student survey

included questions about demographics, parental knowledge,

attitudes, and practices (KAP) around COVID-19, child and

adolescent symptom-derived indices for anxiety, depression,

and OCD, and clinical symptoms associated with COVID-19.

Demographic data collected included information such as: age,

school enrollment level, parental occupation, race, ethnicity,

gender, and income. Parental KAP consisted of 16 knowledge

questions about COVID-19, 14 questions about attitudes toward

COVID-19, and 8 questions about practices around COVID-

19. From these questions, KAP scores were generated with each

question counting for one point. For knowledge, all questions

were considered part of the score (16 being the maximum score).

For attitudes and practices, only those that were considered

preventive attitudes or practices were considered for the score,

with 10 and 7 being the maximum attitude and practice score,

respectively. These questions, and details on how scores were

developed, can be found in the Supplementary material. Risk of

anxiety, depression, and OCD were assessed using a symptom-

derived index created by the investigators in collaboration with

a team of school psychologists associated with the study school.

A 5-point Likert scale was used to assess the prevalence of

symptoms. Using language appropriate for different age groups,

questions were divided into two groups, those for children aged

13 years and younger and those for children older than 13

years. The associated scores to each question were also age

specific; for instance, children 13 and under had the following

response options: Never (1), A little (2), Sometimes (3), A lot

(4), or Always/constantly (5), while adolescents over 13 had the

following options: Never (1), Occasionally (2), Half the Time

(3), Often (4), Always (5) (22). The questions aimed to identify

the prevalence symptoms associated with anxiety, depression,

and OCD. Questions included psychosomatic symptoms (e.g.,

fatigue, insomnia), as well as psychological symptoms (e.g., feeling

nervous, irritability). If a participant responded to one or more

of the questions with 3 or higher in the 5-point Likert scale

(“Sometimes” for children 13 and younger and “Half the time”

for adolescents over 13) they were coded “At Risk” of one of

the three outcomes. While the full methodology used to develop

the symptom-based psychosocial outcomes has been described

elsewhere (22, 23), a detailed table showing the items used in

each outcome is included in the Supplementary material and

remained unchanged across the three timepoints. Psychosocial

variables were only assessed for student participants, as HH

contacts received a different questionnaire (the household contact

survey only collected demographic information and vaccination

status) which is not included in the analysis and can be found in

the Supplementary material.
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Statistical analyses

Data were examined using a bivariate analysis between the

outcome measures at TP3 (risk of anxiety, depression, or OCD)

and the variables of interest: previous risk of anxiety, depression,

or OCD at enrollment; parental vaccine attitudes; parental

occupation; parental loss of income; parental risk behaviors;

mode of schooling (remote or in-person); participation in sports;

participation in the school band; knowledge scores; attitude scores;

practice scores; parental healthy days; parental resilience scores;

parental optimism scores; COVID-19 infection in household; death

of a family member due to COVID-19; and household income.

The variable Previous risk of anxiety, depression, or OCD at

enrollment was a binary variable where participants had either no

previous risk, or presented risk for any of the three outcomes,

at the time of their enrollment in the study (TP1 or TP2). The

COVID-19 infection in household variable was assessed using

the answers from the survey where parents self-reported whether

someone in their household had had a confirmed or suspected

case of COVID-19 since the start of the pandemic. The vaccine

attitude items (5-point Likert Scale, see Supplementary material)

were dichotomized (Concern/No Concern and Agree/Disagree) for

analysis purposes. The other variables, such as Knowledge Scores,

Attitude Scores, and Practices Scores were calculated by summing

correct (knowledge) or preventative (attitudes and practices) items

of each category. A detailed account of the creation of these

scores, and other variables has been previously published (23).

Mixed effect logistic regression models were developed using only

those variables that were significantly associated (p > 0.2) with

the outcome measure in the bivariate analysis, with the exception

of a few confounders of interest (race, sex, school level, COVID-

19 infection in household, and death of family member due to

COVID-19) which were included in the models regardless of the

results of bivariate tests for significance. Using these variables,

models with the lowest Akaike Information Criterion were kept for

each of the dependent variables. For the variable Race, participants

were given several options and a fill-in option for race, and ethnicity

was asked as a separate question (see Supplementary material).

However, these data were categorized into four groups Black,

Hispanic, Multiracial/Other, White, in order to reflect groupings

required by the State of Florida when the school reports data.

These four categories are used to present data descriptively.

However, for the regression models, due to the small sample

size and underrepresentation of minorities in the third timepoint

(one group had < 5 participants), the variable Race was recoded

(White/Non-White). Data on Race and the three outcome variables

(Anxiety, Depression, OCD) is presented descriptively in the

results. Only data from completed questionnaires were included

in the analysis. Questionnaires that were partially answered or had

missing values were removed from the data set.

Ethics

All participants provided informed written digital

consent/assent online (via REDCap) to participate in the

study; assent was required for participants between 8 and 18 years

of age. The study was approved by the Internal Review Board at the

University of Florida.

Results

Participant enrollment was as follows: TP1 (04/17/2020 to

06/06/2020) 273 children and 105 household contacts; TP2

(10/05/2020 to 10/17/2020) 180 children and 168 household

contacts; TP3 (04/05/2021 to 04/22/2021) 116 children and 122

household contacts. Student population characteristics are shown

in Table 1, while HH contact characteristics can be found in the

Supplementary material. For TP3, the distribution of students by

school level was similar to that of previous timepoints, roughly

reflecting the distribution of the school population’s age. For race,

the sample from TP3 was less diverse, with 68.1% of the sample

being White (an increase from 56.1 in TP2, and 62.4% in TP1).

Most notably, a decrease in the participation of those categorized as

Multiracial/Other was observed, from 11.1 in TP2 to 3.4% in TP3.

The percentage of male participants also decreased compared to

previous timepoints (48.2% in TP1 and 47.2% in TP2), to 43.1%.

Table 1 also shows the prevalence of children at risk for each

outcome at each of the three timepoints. These data indicate that

47.1% of students presented with symptoms consistent with OCD,

anxiety, or depression in April 2020, increased to 57.2% in October

2020, and decreased to 42.2% in April 2021.

At TP1, all student participants tested were negative by PCR

and one (0.4%) was IgG positive for SARS-CoV-2. All household

contacts tested were negative by PCR and one (1.1%) was IgG

positive for SARS-CoV-2. At TP2, two students (1.4%) tested

positive by PCR and five students (3.8%) were IgG positive for

SARS-CoV-2. All household contacts tested negative by PCR and

six household contacts (3.9%) were IgG positive for SARS-CoV-

2. At TP3, all students tested negative by PCR and 22 students

(22.2%) were IgG positive for SARS-CoV-2. Seven students were

fully vaccinated and 14 were partially vaccinated (only had received

1 dose of a 2-dose series vaccine against COVID-19). All fully

vaccinated students and 10 of the partially vaccinated (71.4%)

were IgG positive for SARS-CoV-2. All household contacts tested

negative by PCR and 88 (83.8%) were IgG positive for SARS-

CoV-2. Sixty-five household contacts were fully vaccinated, from

which 62 (95.4%) were IgG positive for SARS-CoV-2. Twenty-

seven household contacts were partially vaccinated, from which 24

(88.9%) were IgG positive for SARS-CoV-2.

The analysis of anxiety, depression, andOCD risk factors at TP3

used regression models that adjusted for multiple factors (Table 2).

Race was significantly associated with risk of depression and OCD,

with Non-White participants being at higher risk of depression

[aOR = 3.45, CI 95% = (1.13–10.58)], and OCD [aOR = 4.51, CI

95% = (1.52–13.34)] compared to White participants. Death of a

family member due to COVID-19 was associated with higher risk

of anxiety [aOR = 6.49, CI 95% = (1.00–42.08)] and depression

[aOR = 25.23, CI 95% = (2.34–271.58)]. There was no significant

difference in risk for anxiety, depression, and OCD between males

and females. For school level, being a high school student was

associated with higher risk of anxiety [aOR= 6.97, CI 95%= (1.68–

28.95)]. Being previously identified as at risk during TP1 or TP2

for any of the three outcomes of the study was also associated with
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TABLE 1 Participant characteristics.

Students TP1 n = 273a TP2 n = 180a TP3 n = 116a

School level

Elementary 85 (31.1%) 53 (29.4%) 28 (24.1%)

Middle 81 (29.7%) 54 (30%) 36 (31%)

High 107 (39.2%) 73 (40.6%) 52 (44.8%)

Race

Black 24 (8.8%) 21 (11.7%) 12 (10.3%)

Hispanic 52 (19%) 38 (21.1%) 21 (18.1%)

Multiracial 26 (9.5%) 20 (11.1%) 4 (3.4%)

White 171 (62.6%) 101 (56.1%) 79 (68.1%)

Sex

Female 142 (52%) 95 (52.8%) 66 (56.9%)

Male 131 (48%) 85 (47.2%) 50 (43.1%)

Prevalence of risk TP1 n = 273 TP2 n = 144b TP3 = 116

Anxiety 34.3% 42.4% 34.5%

Depression 35.8% 45.1% 27.6%

OCD 32.8% 41.7% 31.9%

Anxiety, depression, or OCD 47.1% 57.2% 42.2%

PCR TP1 n = 265 TP2 n = 146 TP3 n = 102

Positive 0 (0%) 2 (1.4%) 0 (0%)

Negative 265 (100%) 144 (98.6%) 102 (100%)

Serology TP1 n = 252 TP2 n = 130 TP3 n = 99

Fully vaccinated n= 7 Partially vaccinated n= 14 Not vaccinated n= 78

Positive 1 (0.4%) 5 (3.8%) 7 (100.0%) 10 (71.4%) 5 (6.4%)

Negative 250 (99.2%) 125 (96.2%) 0 (0.0%) 4 (28.6%) 71 (91.0%)

aTP1, April 2020; TP2, October 2020; TP3, April 2021. Only completed surveys are included in the analysis.
bFor TP2 the sample size decreased to n = 144 for variables regarding the risk of anxiety, depression, and OCD as 36 participants were taken out of the analysis as they received the wrong

psychosocial questionnaire due to a technical issue.

risk of anxiety [aOR = 10.8, CI 95% = (3.03–38.47)], depression

[aOR = 5.42, CI 95% = (1.52–19.36)], and OCD [aOR = 14.67, CI

95%= (3.8–56.65)] in TP3. Higher parental COVID-19 knowledge

scores were a significant protective factor against risk of depression

[aOR = 0.56, CI 95% = (0.35–0.89)]. Higher parental COVID-19

attitude scores were associated with risk of anxiety [aOR = 1.51

CI 95% = (1.03–2.23)]. Parental belief that vaccinating their child

was not important for the health of others in the community was

protective against their child presenting at risk for OCD [aOR =

0.16 CI 95%= (0.03–0.92)]. No statistically significant associations

were found between risk (anxiety, depression, and/or OCD) and

additional variables included in the analyses, including COVID-19

household infection.

Race, coded as Black, White, Multiracial/Other, or Hispanic,

could not be included in the model due to a small sample

size. The prevalence of White students presenting at risk

for anxiety was 27.8%, for depression 20.3%, and for OCD

22.8%; this was lower than for Black participants at 50.0,

41.7, and 50.0%, Hispanic participants at 47.6, 47.6, and

42.9%, and Multiracial/Other participants at 50.0, 25.0,

and 100%, respectively.

Discussion

Children are at less risk of serious clinical complications from

SARS-CoV-2. However, even though our sample population had

low rates of infection at each time point (consistent with positivity

rate trends within the community), symptoms associated with

risk for anxiety, depression, and OCD were persistent across the

study period. At least 42.2% of the participants presented as

at risk for depression, anxiety, or OCD throughout the study

period. The prevalence of symptoms peaked during TP2. During

TP1 and TP2, race was not significantly associated with risk of

anxiety, depression, or OCD (22, 23). For TP3, however, when the

prevalence of students at risk was lowest, a significant association

between race and risk for depression and OCD emerged, with

minorities being at higher risk.
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TABLE 2 Determinants of anxiety, depression, and OCD at timepoint 3 (TP3).

Variables Anxiety: aORa (95%CI) Depression: aORa (95%CI) OCD: aORa (95%CI)

Race

White (Reference) Ref Ref Ref

Non-Whiteb 2.58 (0.89–7.5) 3.45 (1.13–10.58) 4.51 (1.52–13.34)

Sex

Male (Reference) Ref Ref

Female 0.69 (0.26–1.89) 2.7 (0.85–8.59) 0.68 (0.25–1.91)

School level

Primary (Reference) Ref Ref Ref

Middle School (2) 3.46 (0.92–13.07) 3.41 (0.76–15.32) 1.64 (0.44–6.15)

High School (1) 6.97 (1.68–28.95) 2.3 (0.5–10.53) 3.02 (0.74–12.31)

Prior risk

Previous risk of anxiety, depression, OCD 10.8 (3.03–38.47) 5.42 (1.52–19.36) 14.67 (3.8–56.65)

Exposure and deaths in family

Death in Family due to COVID−19 6.49 (1.00–42.08) 25.23 (2.34–271.58) 1.77 (0.33–9.41)

COVID-19 household infection 2.01 (0.47–8.48) 0.57 (0.12–2.85) 1.92 (0.47–7.82)

Parental COVID-19 Vaccine attitudes and parental knowledge, attitudes, and practices (KAP) around COVID-19

Ability to openly discuss COVID-19 vaccine with child’s

doctor [Binary variable, Agree(Ref)/Don’t Agree]

0.17 (0.02–1.75) NA NA

Parental perception of the importance of COVID-19

vaccines for the health of the community [Binary variable,

Agree (Ref) /Don’t Agree]

NA NA 0.16 (0.03–0.92)

Knowledge Index Score (0–16), with 0 being low knowledge

and 16 being high knowledge.

NA 0.56 (0.35–0.89) NA

Attitude Score (0–10) with 0 being lowest protective attitude

and 10 being highest protective attitude score

1.51 (1.03–2.23) NA NA

Practice Score (0–8) with 0 being lowest protective practice

and 8 being highest protective practice score

NA NA 1.35 (0.88–2.08)

Participation in sports

Child participating in Sports during the Spring NA NA 2.34 (0.67–8.14)

aaOR, Adjusted Odds Ratios. Bold text designates 95% confidence intervals above or below aOR of 1. NA, Not applicable, as not all variables were used in each model.
bDisaggregated race data could not be include in the analysis due to small sample size.

The association between race andmental health or psychosocial

outcomes has emerged as a prominent feature of the COVID-19

pandemic (28, 32). Our prior studies at TP1 and TP2 did not find

a link between race and mental health, however the association

was prominent at TP3. One explanation is that rates were similar

early yet differed at TP3 because racial minorities might experience

slower rates of mental health recovery after the initial shock at

TP1 and TP2 that nearly all children experienced. This finding on

race is also accompanied by a significant longitudinal association

of anxiety, depression, and OCD at TP1 and subsequent risk

at TP3. This could also be because of progressive negative

effects of the pandemic (both health-related and social issues)

have disproportionately affected minorities (36–38). During the

COVID-19 pandemic, research found profound racial and ethnic

inequalities in schools when it comes to access to resources and

engagement in school (32, 39). These disparities across studies may

reflect the temporally dynamic nature of the psychosocial impact of

the COVID-19 pandemic. They also highlight how the pandemic

could have an amplified effects on minorities, even if not infected

they are likely to be more affected due to the cumulative effect of

different factors that have impacted minorities at a greater scale

Grade level was associated with risk of anxiety, with students

from High School being at highest risk. Previously published

analyses on this study population found that elementary school

students were at higher risk for poor psychosocial outcomes, thus

suggesting a recovery of younger students that did not occur

to the same degree among older students. A study in Greece,

which focused on senior High School students, found that there

was an increase in anxiety and depressive symptoms across this

population, with girls and those reporting symptoms at baseline

being at higher risk (12). This might suggest that students in

elementary and middle school are less likely to remain at risk than

high school students. Moreover, there was a strong association

with symptoms of anxiety and depression in participants who had
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lost a family member due to COVID-19, which is a concerning

association that other studies have found (10, 40, 41). Given

the disproportionate mortality among Black and other minority

communities, this may explain the association with non-white

populations seen above.

Regarding KAP, parental attitudes supportive of protective

measures against COVID-19 were associated with children

presenting symptoms of anxiety. High protective attitude scores

could be related to higher levels of parental fear toward COVID-

19, which has been associated with parents being less concerned

with protecting children’s mental health (42). Conversely, parental

knowledge of COVID-19 was a protective factor for depressive

symptoms, which is congruent with findings from other studies (43,

44). When it came to COVID-19 vaccine attitudes, children whose

parents indicated that COVID-19 vaccines were not important

for the health of the community were less likely to present

with symptoms of OCD. While COVID-19 related KAP should

serve to protect against COVID-19—and it may have—the same

knowledge, attitudes, and practices may exacerbate other health

outcomes, including anxiety, depression, and OCD. These findings,

on the associations between parental COVID-19 related KAP

and children’s psychosocial outcomes are complex. Previously

published data from this study population (TP2) align with this

point, as parental knowledge scores were strongly predictive of

anxiety and protective attitudes by parents were associated with

symptoms of OCD in children (23). This variation in the role of

KAP, where some present as protective and others as risk factors,

highlight the importance and complexity of parental KAP as a

driver for children’s health.

Limitations

Given the urgency to launch the study as the COVID-19

pandemic began in the state of Florida in 2020, a sample size

calculation was not performed a priori. Sample sizes were limited

at each timepoint, especially for TP3 (n = 116), which may have

resulted in an enrollment bias. In addition, the small sample size

may affect interpretability of results. As a developmental research

school, the demographics of the school are designed to match

those of the state. Compared to the school population, minority

students and families were underrepresented in our study and

wealthier students were overrepresented (reported median income

of participating households was $100,000 USD). The surveys

were also only available in English, which could have limited

participation of families were English is not the first language. These

factors could limit the generalizability of the study, particularly for

low-income, rural, andminority populations not represented in the

study. While the study was a prospective longitudinal study, not

all participants participated at all time points. This likely results in

heterogeneity and reduced statistically significant effect sizes.

Conclusions

The findings of this study highlight the need for mental health

screening and support for school-aged children during a pandemic.

Targeted interventions should also be implemented, with a strong

focus on addressing the racial disparities in access to mental health

resources, as our research suggests that minorities are at higher

risks of presenting symptoms associated with depression and OCD

12 months into the pandemic.
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Despite a steady decrease in suicide rates in the United States, the rate among

Black males has increased in recent decades. Moreover, suicide is now positioned

as the third leading cause of death in this population, signaling a public health crisis.

Enhancing the ability for future suicide prevention scholars to fully characterize

and intervene on suicide risk factors is an emerging health equity priority, yet

there is little empirical evidence to robustly investigate the alarming trends in Black

male suicide. We present fundamental areas of expansion in suicide prevention

research focused on establishing culturally responsive strategies to achievemental

health equity. Notably, we identify gaps in existing research and o�er future

recommendation to reduce suicide death among Black males. Our perspective

aims to present important and innovative solutions for ensuring the inclusion of

Black males in need of suicide prevention and intervention e�orts.

KEYWORDS

Blackmales, structural racism, health equity (MeSH), suicide prevention and intervention,

recruitment and retention

Introduction

The Centers for Disease Control (CDC) report that suicide is now the third leading

cause of death for Black male adolescents and young adults. The crisis of suicide among

Black Americans is inherently gendered, with Black boys and men accounting for the vast

majority (81%) of completed suicides in this population (1). A recent study revealed that, in

the past two decades, suicide attempts rose by 73% between for Black adolescents (boy and

girls), while injury by attempt increased by 122% for Black adolescent boys (2). Moreover, in

this same time span, rates of suicide death among Black men increased by 25.3%, signaling

a public health crisis for this population (1). These alarming suicide trends warrant more

effective understandings of the cumulative phenomena that Black boys and men, herein

referred to as Black males, face throughout the lifecourse.

This crisis has recently garnered growing national recognition as a public health priority

facing Black males, as evidenced by the recent efforts by the National Institutes of Health and

the 2018 report from the Emergency Task Force on Black Youth Suicide and Mental Health

(3, 4). These calls to action highlight the need for unique direction to address suicide among

Black males through preventive approaches. Yet, the suicide prevention field has often

overlooked this population in past efforts and targeted approaches to curtail fatal (death by

suicide) and non-fatal (suicidal thoughts and behavior-STBs) outcomes (5–9). To advance

scientific contributions toward equitable solutions for suicide prevention, researchers must

incorporate the diverse perspectives of Black males.
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Given that the life expectancy for Black males is among the

lowest of all racial and ethnic and gender groups (10), obtaining

more robust indicators of risk among Black males is an important

public health objective and a critical first step toward reducing

suicide. To that end, the goal of our perspective is 2-fold. First,

we identify critical research gaps in conducting suicide prevention

research with Black males, an underrepresented demographic

in prevention science. Next, we offer recommendations to

advance the field of suicide prevention to more equitably benefit

Black males.

Knowledge gaps in understanding
suicide prevention for Black males

Much of the extant research investigating suicidality has been

conducted among persons of European descent, thus masking

the unique population-level risk factors that are present for this

population (11). When Black males are included in research

studies focusing on suicide, their numbers are usually small

and are oftentimes compared to White, middle-class participants

in assessing suicidal risk and protection. In these comparisons,

assumptions, values, and methodologies used for interpreting

results are generalized to Black Americans without attention to

differences in culture, gender norms, and sociocultural realities that

may influence risk. Thus, creating equitable strategies to better

inform structural and cultural factors related to the increased risk

of suicide among Black males is a critical need in the field of

suicide prevention.

In order to fully contextualize pathways to suicide prevention

for Black males, researchers much first contend with the

detrimental role of racism. Racism is a multilevel construct

that encompasses all aspects of society and results in the

diminished availability of resources to support wellbeing. This

marked disadvantage has an influence on health outcomes, with

racialized populations consistently demonstrating shorter lifespans

and poorer physical and mental health than their advantaged

counterparts (12, 13). As an organized system of oppression, racism

exists and operates synergistically at multiple levels, including the

interpersonal, community, and societal or structural level (14,

15). To this end, structural racism encompasses the “totality of

ways in which multiple systems and institutions interact to assert

racist policies, practices, and beliefs about people in a racialized

group” (16).

Despite recent advancements in the study and measurement

of structural racism in the lives of Black Americans (13, 16,

17), its application in suicide prevention research remains in

its infancy. Certainly, structural racism is both an acute and

chronic presence in the lives of Black males, resulting in

unintended consequences on their mental wellbeing. A recent

systematic review, conducted by Addison et al. (18), highlighted the

interplay of structural racism and mental health outcomes among

Black men who have experienced incarceration, with significant

associations between past incarceration history and poor mental

health, including higher levels of psychological distress, increased

severity of depressive and PTSD symptoms, and delayed mental

health treatment. By positioning structural racism as a central

determinant of suicide risk for Black males, researchers may

be more equipped to consider inventive solutions to determine

understand and mitigate psychological distress in the context of

pervasive racialized experiences.

A recent review, conducted by Kiara Alvarez et al., highlighted

the need for a multi-sector approach in suicide prevention

and identified settings in which structural racism may permeate

and exacerbate mental wellbeing, including outpatient mental

health settings, schools, and crisis response interventions (e.g.,

the intersection of law enforcement, emergency services, and

inpatient psychiatric settings) (19). The interplay of multi-level

exposures of racism across sectors may ultimately thwart existing

suicide prevention efforts, particularly in the healthcare setting.

Incidentally, the barriers that presently exist in the healthcare

system as a result of structural racism ultimately result in lower

utilization of mental health services for Black males in need

of mental health services (18, 20, 21). Experiences of racism

at the structural and interpersonal level that are embedded in

healthcare settings also limit the motivation for Black males to

view this system as a supportive environment when experiencing

mental health crisis (22–25). The systemic challenges that limit

Black males’ ability to seek adequate mental health care in the

moments leading up to crisis create limitations in the utility

of electronic health record (EHR) and medical claims data as

a primary method of health information for suicide prevention

among Black males.

Lack of uniformity of these data sources also obscure reliable

information on the social determinants that precede mental

health challenges. Outside of research participation, the health

and safety of Black males who elect to participate in studies

focused on their mental wellbeing is of paramount importance.

In considering this population and the frequent racialized threats

that encompass their lived experiences, the nature of mental

health crisis support itself must be re-examined to provide

inclusive safety considerations for Black males at high risk

of suicide. Indeed for Black males, the intersection of the

criminal justice system and police involvement has resulted

in a disproportionate amount of state-sanctioned violence and

racialized trauma (26–29). These experiences have a direct

influence on the mental wellbeing of communities where Black

males reside (18, 26).

Recommendations to support equity
in Black male suicide prevention

The current landscape of suicide prevention research is primed

for novel approaches to ensure that Black males live to their fullest

potential. Accordingly, by noting evidentiary gaps, we can prioritize

areas of targeted opportunity for future initiatives to support Black

males in crisis. Although the need for innovative solutions to

curtail Black male suicide is clear (3, 4, 30), systematic efforts

are lacking that address the challenges researchers experience in

achieving equitable solutions to reduce suicide outcomes. Our

recommendations below serve as a pioneering effort to highlight

the future needs of the field to address the rising rates of suicide

among Black males.
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Recommendation #1: Prioritize funding
and strategic frameworks centered on
Black male suicide prevention

The current shortage of scholars in the field focused on Black

male suicide may also yield limited research on the topic itself.

Notably, Black researchers who may be more inclined to address

such topics are less likely to receive funding from federally funded

organizations (31, 32). A recent strategic framework to address

youth mental health disparities was recently launched by the

National Institute on Mental Health (NIMH), in coordination with

other NIH institutes, with the goal of advancing evidence that can

inform the reduction of mental health disparities among youth

(ages 24 and younger) in the next decade (33). A promise of this

emerging initiative is embedded in its goals of addressing known

knowledge gaps, expanding research opportunities, extending and

supporting stakeholder engagement, and the growth of future

scholars in the youth mental health disparities workforce. In

concert with these recent funding initiatives, additional examples

of priority setting and sponsorship attributed to enhancing research

on Black male suicide from both advocacy and government

stakeholders are warranted.

The paucity of available literature on Black male suicide

prevention also demonstrates the need for more research to

establish conclusive linkages that catalyze suicidal thoughts and

behaviors in this vulnerable population. As evidenced by the

Congressional Black Caucus’ recent Emergency Task Force Report

(4), there are additional protective factors that could be explored

in future research, including familial support, religious and

spiritual engagement, community and social support, personal,

and structural factors (e.g., stable family housing, income and

employment). Emphasizing the role of these factors for Black

males should be specifically prioritized in future research initiatives.

By clarifying risk and protective factors for suicide among Black

males, researchers, policy makers, and other key stakeholders

will have key evidence to develop more culturally informed

preventive approaches.

Recommendation #2: Address innovative
solutions to maintain continuity of care for
Black males in the healthcare sector

The healthcare sector is a vital institution for characterizing

and treating emerging psychiatric distress and subsequent suicidal

thoughts and behaviors. Yet, Black males often lose contact with

health care services following the utilization of emergency services

for suicide (34, 35). Thus, the need for equitable continuity of

care following discharge from the hospital for a mental health

crisis is critical. Advances in smartphone-based technologies

may provide one such opportunity to enhance continuity of

services and therapeutic support, post-discharge with the use

of experience sampling assessments (e.g., ecological momentary

assessments, EMA) (36, 37). These approaches can be culturally

tailored and targeted tp Black males to enhance real-time pathways

of identifying acute crisis and delivering brief interventions in

the community setting (38). To date, the development and

implementation of such approaches among Black males at high

risk of suicide is limited and necessitates directed funding in the

development of such smartphone-based adaptive interventions to

support this population in times of crisis.

Enhancing brief interventions that leverage smartphones to

support Black males in real-time may also support the therapeutic

alliance with the healthcare setting. Research suggests that Black

Americans are the most active mobile phone users in the

United States, adopting and using smartphones at much higher

rates than other racial and ethnic groups. Additionally, 67% of

Black Americans have used their phone in the past year to seek

health information, compared to 58% of White respondents (39,

40). Future studies should investigate the suitability of smartphones

and other mobile devices (e.g., smartwatches, activity trackers)

to deliver supportive messages and support continuity of care

following a suicide attempt.

Recommendation #3: Enhance research
approaches to better capture the
heterogeneity of Black males in suicide
research

A critical extension of current literature requires a within-

group focus on the unique risk factors that influence suicide risk

among Black males (41). To investigate unique risk and protective

factors for Black males further, inclusion of validated measures

of racism at the structural and interpersonal level in future data

collection efforts is needed (17). Indeed, although measurement

of structural racism is still rapidly developing, researchers should

consider the inclusion of such measures as well as other macro-

level indicators of structural disadvantage, such as racial residential

segregation, criminal justice involvement, and access to quality

health services.

Our recent data on suicide increases among Black Americans

have largely positioned Black males as a homogenous group.

This sampling decision across studies has the potential to omit

the diverse African diasporic communities that are present in

the United States. By expanding study samples to account for

heterogeneity in the Black male suicide experience (42), researchers

have the potential to translate evidence-based research to support

populations most at risk of experiencing mental health crises,

including but not limited to nativity, ethnicity, sexual orientation,

and gender identity.

Recommendation #4: Leverage
advancements in crisis support hotlines and
safety planning to better serve Black males

With the recent national implementation of the 988 Suicide and

Crisis Lifeline, there are more opportunities to reach Black males

in crisis and connect them to timely care. Thus, it is imperative

that these initiatives also prioritize enhancing the diversity of the
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counseling workforce to better serve the emergent needs of Black

males that may rely on this resource. Moreover, the occupational

composition of such crisis teams should be carefully considered to

ensure that resulting responses do not further place Black males at

risk of criminal justice involvement or state-sanctioned violence by

police officers.

In many instances of mental health crises there is an emergent,

but ultimately unmet, need that occurs when armed police

encounter Black males. The potential harm of such interactions

outweighs the benefit when considering mental health crisis

support care for Black males. Safety planning interventions offer

a promising approach to identify resources for psychiatric crisis

before it occurs (43, 44). Future work in refining safety planning

interventions should incorporate resources that include trained

mental health counselors and avert police or criminal justice

involvement in the immediate outreach for mental health support

in times of crisis (45).

Recommendation #5: Place community
stakeholders at the forefront of
solution-driven suicide prevention research

Finally, community stakeholders are critical in ensuring the

mental wellbeing of Black males at risk of suicide. To this end,

placing community leaders in the driver’s seat of suicide prevention

efforts is a natural next step in enhancing trust in prevention

efforts and reducing cultural stigma related to mental health help-

seeking for Black males. These engaged efforts will center the

needs of Black males and move beyond comparative models in the

development of future suicide prevention interventions. Guided

by participatory practices that ensure a co-learning structure

between researchers and community, these partnerships will have

a more sustainable approach for identifying and dismantling

pathways in which structural racism limits opportunities for

Black males to thrive. Targeting areas where Black males

live, work, and play, such as gyms, churches, barbershops,

and outdoor activity spaces may bolster trust to participate

in suicide prevention efforts. Consequentially, eliciting the

direct perspectives of Black males at risk for suicide using

qualitative and engaged approaches may be critical early step

in understanding targeted areas of improvement and reducing

mistrust in research participation.

Community-based involvement would require an intentional

approach to maintain successful partnerships over time and

maintain contact with research participants beyond the duration

of the study. In previous studies, these approaches have included

directed follow-up communication via calls or email, home visits,

or holiday or birthday notes (46). For Black males at risk of suicide,

these outreach efforts may also include caring and supportive

communication to maintain a supportive relationship with the

research participant over time. Indeed, research has identified

brief caring contacts as an understudied but effective approach

in maintaining social connectedness with individuals at high risk

for suicide (47). This approach is especially critical in longitudinal

studies, where maintained connection between researchers and

participants becomes a measurable goal.

Conclusion

Our perspective highlights key gaps in our understanding

of Black male suicide and offers preliminary recommendations

to engage stakeholders in action-oriented advancement in the

field of suicide prevention. Consistent with ongoing efforts that

highlight the alarming rates of suicide in the Black community

(4, 8, 48), we offer innovative and evidence-based approaches to

progress equitable suicide prevention efforts. Formal integration

of structural racism within the suicide prevention framework is

crucial and will bring much needed clarity to bolster public health

efforts that comprehensively assesses the etiology of suicide. Our

recommendations also support a more nuanced understanding of

the guiding forces that contribute to suicide among Black males

and may ultimately provide insight on targetable areas of future

intervention. By providing a unified, multi-sector approach to

addressing these complex social challenges, future scholars in the

field will the ability to further cultivate and sustain the mental

wellbeing of Black males.
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Background: Hispanic adults with mental health conditions in the United States 
experience disproportionate access to and utilization of professional mental 
health treatment. This is believed to be  in part due to systemic barriers and 
challenges, difficulty accessing care, cultural factors, and stigma. Studies to date 
have failed to examine these specific factors within the unique context of the 
Paso del Norte U.S.-Mexico border region.

Methods: For this study, 25 Hispanic adults identifying primarily of Mexican 
descent participated in four focus groups exploring these topics. Three groups 
were facilitated in Spanish and one group in both English and Spanish. Focus 
groups followed a semi-structured format eliciting perspectives on mental 
health and mental illness, help-seeking, barriers and facilitators of help-seeking 
and treatment access, and recommendations for mental health agencies and 
providers.

Results: Qualitative data analysis yielded the following themes: understanding 
of mental health and help-seeking; barriers to accessing care; mental health 
treatment facilitators; and recommendations for agencies, providers, and 
researchers.

Conclusion: Findings from this study support the need for innovative mental 
health engagement strategies to reduce stigma, increase understanding of mental 
health, foster support systems, reduce individual and systemic barriers to seeking 
and accessing care, and to continue to engage communities in mental health 
outreach and research.

KEYWORDS

Hispanic, Latino, mental health, help-seeking, barriers, stigma, U.S.-Mexico border 
region
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1. Introduction

In 2020, only 35.1% of Hispanic1 adults with mental health 
conditions in the United  States received professional treatment, 
compared to 51.8% of non-Hispanic white adults (1). Less frequent 
treatment utilization, shorter episodes of care, inadequate care, and 
fewer referrals to psychotherapy characterize Hispanic adults’ 
experience with mental health services (2). Less frequent service 
utilization is associated with a range of deleterious outcomes, 
including poorer physical health (3), co-occurring substance use (4), 
higher rates of unemployment (1), homelessness (5), and incarceration 
(6). Given the disproportionate prevalence of unresolved mental 
health conditions for Hispanic adults in the United States and the 
associated adverse outcomes, it is critical that researchers study 
pathways to care that potentially reduce barriers and increase access 
to services.

A growing body of literature provides broad insights into mental 
health treatment barriers. Poverty and lack of insurance (7), linguistic 
and transportation barriers (8), and disproportional access to care (9) 
are some well documented systemic barriers. Stigma-related factors 
like cultural beliefs around mental illness and help-seeking further 
reduce the likelihood of Hispanic adults seeking and engaging in 
professional mental health treatment (10–12). For Hispanic adults, 
lower socioeconomic status, and an inability to meet basic needs are 
associated with less frequent patterns of help-seeking and lower rates 
of mental health treatment utilization (13, 14). Food insecurity is 
associated with poorer mental health outcomes, including increased 
rates of depression and stress (15), impaired mental health status (16), 
and increased mental health diagnoses (17).

One shortcoming of existing research on help-seeking and 
treatment engagement for Hispanic adults is that studies frequently 
collapse groups from various backgrounds and nationalities together, 
or exclude Spanish-speaking clients altogether (13). In order for 
intervention efforts to more effectively reduce disparities for Hispanic 
populations, research is needed that illuminates the unique 
experiences and perspectives of subgroups within Hispanic 
communities. While valuable research is emerging on mental health 
care for Hispanic adults of Mexican descent on the U.S.-Mexico 
border (18, 19), the border itself reflects a vast range of diversity along 
its 1,954 miles. As such, interventions that are tailored to regional 
perspectives and needs may be more effective at reducing mental 
health disparities at the community level. This study aims to fill the 
identified gaps by eliciting the perspectives of Hispanic adults 
primarily of Mexican descent located in the Paso del Norte region of 
the U.S.-Mexico border through community-engaged, culturally 
responsive, and linguistically appropriate qualitative research.

Recognizing the association between the inability to meet basic 
needs and less frequent mental health help-seeking, as well as the 
relationship between food insecurity and poorer mental health 
outcomes, this study recruited participants from one of the largest 

1  The term Hispanic as an ethnonym was chosen by the research team to 

encompass anyone of Latin American descent who may be living in the border 

region and participating in this research. The research team recognizes the 

limitation of using this as an umbrella term and therefore asked participants 

to provide further information about their ethnicity in an open-ended question.

food pantries in the Paso del Norte region. The specific aims of this 
study were to: (1) better understand regional perspectives on mental 
health and mental illness, (2) identify regional and cultural barriers to 
mental health help-seeking and treatment engagement from the 
perspective of community members who may be  experiencing 
unresolved mental health conditions, and (3) to elicit community 
member recommendations for mental health agencies and providers. 
This study is situated within a larger research program aimed at 
reducing mental health disparities for Hispanic adults living in the 
Paso del Norte U.S.-Mexico border region. Findings from this study 
will inform the development of a community-grounded mental health 
engagement program, which will next be pilot tested for acceptability, 
feasibility, and preliminary efficacy.

2. Materials and methods

For this qualitative exploratory study, data were collected from 
four focus groups conducted during April 2022 with 25 participants. 
Researchers aimed for focus groups consisting of five to eight 
participants each (20), although remained flexible. The focus groups 
consisted consecutively of nine participants, eight participants, five 
participants, and three participants. The first three focus groups were 
conducted entirely in Spanish, and the final focus group was 
conducted in both Spanish and English simultaneously. The primary 
moderator for this group was able to present questions in both English 
and Spanish and translate participant contributions in real time given 
the small size of the focus group. All screening interviews and focus 
groups were conducted by trained graduate research assistants under 
the guidance of the lead investigator, a doctoral prepared licensed 
clinical social worker with expertise in clinical interviewing 
and interventions.

Participants were recruited through convenience sampling at one 
of the region’s largest food pantries. Agency staff assisted in 
recruitment efforts by distributing a paper flyer in both English and 
Spanish with the study information to individuals receiving services 
at the food pantry. To be eligible to participate in this study, individuals 
had to be 18 years or older, identify as Hispanic, and live in El Paso 
County, Texas. Those who were interested in participating were 
tracked using a participant interest log that was provided to the 
research team. Research team members and agency staff contacted 
interested participants by phone or in person to schedule the screening 
interviews and focus groups. Focus groups for participants who met 
selection criteria and provided informed consent were conducted 
directly after their screening interviews. All individuals who expressed 
an interest in participating in the focus groups met the inclusion 
criteria detailed above; therefore, no individuals were excluded based 
on not meeting study eligibility criteria.

For the first focus group, three scheduled participants arrived at 
the scheduled time, with one bringing an additional person interested 
in participating. As this focus group took place during busy hours at 
the agency, five additional participants expressed interest that day, and 
after screening all of these potential participants for eligibility, all nine 
were included in the focus group. For the second group, eight of the 
nine scheduled participants arrived at the scheduled time, screened 
eligible to participate, and were included in the focus group. For the 
third focus group, five of the seven scheduled participants arrived at 
the scheduled time, screened eligible to participate, and were included 
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in the focus group. For the fourth focus group, four of the eight 
scheduled participants arrived at the scheduled time and screened 
eligible to participate. One of these participants decided not to 
participate, so three were included in this focus group. Research team 
members reached out to all who were not present at the scheduled 
time of their screening interview and focus group to attempt to 
reschedule, but all were either no longer interested or not reachable 
by phone.

Once a participant was screened eligible to participate and 
provided informed consent, sociodemographic data and 
information related to mental health treatment history were 
collected through a self-administered paper survey. Upon all focus 
group members’ completion of this survey, focus groups were 
facilitated by a primary moderator while a secondary moderator 
took notes. All focus groups were recorded using two audio 
recording devices in case one device malfunctioned. Focus groups 
were conducted using a semi-structured focus group guide 
developed by the research team in collaboration with agency staff 
and in consultation with cultural content experts. Question 
domains included (1) perceptions of mental health and mental 
illness, (2) help-seeking behaviors, (3) barriers and facilitators of 
help-seeking and treatment access, and (4) recommendations for 
mental health agencies and providers. Questions were structured in 
the focus group guide to move from general to specific (20), with 
optional follow-up prompts the moderator could use to help guide 
the conversation. Snacks, beverages, and a notepad with pen were 
provided to all focus group participants. Focus groups began with 
introductions and establishment of community agreements prior to 
engaging in dialogue around study subject matter. Focus groups 
ranged from 62 to 89 min in duration.

The Institutional Review Board at The University of Texas at El 
Paso approved the research protocol. All participants provided their 
written informed consent to participate in this study.

2.1. Data analysis

Descriptive statistics were utilized to present study sample 
characteristics and previous experience with mental health help-
seeking and treatment utilization. Qualitative data analysis reflected 
Marshall and Rossman’s (21) seven-step process, including (1) 
organization of the data, (2) immersion in the data, (3) generation of 
themes and subthemes, (4) coding of the data, (5) interpretation of 
data through analytic memos, (6) consideration of alternate 
understandings, and (7) dissemination of study findings. Data from 
focus groups were transcribed and translated into English prior to 
analysis. Focus group data were then placed into a Word document 
with minor revisions to correct spelling and other typos. Transcripts 
were organized both by focus group and by the following question 
clusters: (1) perceptions of mental health and mental illness, (2) help-
seeking behaviors, (3) barriers and facilitators of help-seeking and 
treatment access, and (4) recommendations for mental health agencies 
and providers. Although organizing the data conceptually by question 
cluster can be viewed as a form of deductive coding (22), researchers 
were encouraged to explore and examine the raw data more 
naturalistically utilizing an inductive process to determine actual 
themes and subthemes. Given some overlap between question cluster 
organization and overarching themes in this study’s findings, the data 

analysis process reflects more of a mixed deductive-inductive 
approach, which is common in thematic analysis (22). A secondary 
content analysis was conducted to determine the number of 
participants speaking to each theme and subtheme (23).

In order to identify salient themes and subthemes, two researchers 
independently read and reread the transcripts as organized by focus 
group. They then read and reread the transcripts organized by 
question cluster, using open coding to identify patterns and themes 
throughout the transcripts (24). This resulted in each researcher 
independently developing a set of themes and subthemes. These two 
researchers negotiated a coding framework utilizing Padgett’s (23) 
process of “consensual validation” (p. 250), an iterative and flexible 
process where researchers present, compare, and collaboratively revise 
the coding framework to reach consensus, all while grounding the 
process in the data. One researcher coded the transcripts using this 
agreed upon coding framework. To triangulate the data and minimize 
researcher bias, two additional researchers – one an expert in the 
content area and the other a community provider – reviewed the raw 
data and coding and suggested additional considerations and 
revisions. All four researchers participated in the writing and 
interpretation of findings. All analysis was conducted in Microsoft 
Word and Excel. As part of participant checking, findings were 
reviewed with agency leadership where participants were recruited 
from. Feedback was provided throughout the analysis, and a member 
of agency leadership collaborated on study design, data analysis, and 
drafting of this manuscript.

2.2. Participant characteristics

All participants identified as Hispanic and were provided with 
an option to elaborate on their ethnicity and heritage. Most 
participants indicated they were of Mexican descent (68%), with two 
participants (8%) indicating a mixed ethnicity – one as Mexican 
American/American Indian and the second as Mexican/Irish. One 
participant (4%) identified as “Chicano.” Seven participants (28%) 
chose not to expand on their ethnicity and heritage. Roughly 
two-thirds (64%) of participants identified as female, with the 
remaining identifying as male (32%) or preferred not to answer 
(4%). Participants ranged from 32 to 75 years of age, with a mean age 
of 40.04 (SD = 11.17 years). Forty percent were married, and the 
remainder were either single (28%), separated or divorced (20%), 
widowed (4%), or declined to answer (8%). Participants reflected a 
range of education levels, with the last schooling completed as 
elementary school (12%), middle school (12%), high school (32%), 
general educational development (GED) (16%), some college (4%), 
a bachelor’s degree (4%), and a master’s degree (8%). Three 
participants (12%) declined to provide information on their 
educational background. Household annual income ranged from $0 
(20%), $1–$9,999 (20%), $10,000–$24,999 (20%), $25,000–$49,999 
(8%), and $50,000–$74,999 (8%). Six participants (24%) declined to 
provide information related to family income. Roughly half (48%) 
reported needing mental/behavioral health services in the past; 10 
participants (40%) reported utilizing services, including counseling 
for mental health, depression, and anxiety, while two (8%) reported 
using psychiatric medication services. Seven of the 10 participants 
who had previously utilized services were satisfied with the quality 
of services they received.
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3. Results

The specific aims of this study were to: (1) better understand 
regional perspectives on mental health and mental illness, (2) identify 
regional and cultural barriers to mental health help-seeking and 
treatment engagement from the perspective of community members 
who may be experiencing unresolved mental health conditions, and 
(3) to elicit community member recommendations for mental health 
agencies and providers. Qualitative data analysis yielded the following 
themes and subthemes as they relate to these aims: (1) understanding 
of mental health and help-seeking (n = 16) with subthemes of beliefs 
and viewpoints (n = 13), lived experience (n = 7), and helping yourself 
and others (n = 10) (aim 1); (2) barriers to accessing care (n = 19) with 
subthemes of stigma (n = 12), individual factors (n = 10), and systemic 
challenges (n = 12) (aim 2); (3) mental health treatment facilitators 
(n = 7) with subthemes of motivation (n = 3) and natural supports 
(n = 4) (aim 2); and (4) recommendations for agencies, providers, and 
researchers (n = 16) with subthemes of outreach and education (n = 5), 
improving mental health services (n = 13), and community 
engagement and research (n = 7) (aim 3). Please see Figure 1 below for 
a visualization of these themes and subthemes. Figure 2 provides some 
representative quotes for each theme and accompanying subthemes.

3.1. Theme: understanding of mental 
health and help-seeking (n = 16)

Participant responses reflected a broad range of views on mental 
health and help-seeking, with cultural attitudes, values, and stigma 
around mental health influencing perceptions of mental health and 
treatment as a common thread across groups. Many participants 

shared strategies for dealing with mental health conditions rooted in 
their own experiences and observations. Others shared their evolution 
in thinking around mental health and their distrust of mental health 
service delivery systems. These perspectives are reflected in the 
following subthemes.

3.1.1. Subtheme: beliefs and viewpoints (n = 13)
Cultural beliefs were prominent throughout the focus group 

discussions. One participant spoke directly of gender role expectations 
in Mexican culture, describing needing mental health treatment as 
“something very taboo, something that is not needed if you are a man. 
You are a man and you do not need help so they can control your 
mind.” This participant elaborated that as men age, they begin to see 
mental health as “something that is required because we are not always 
strong.” Others spoke more broadly about cultural stigma, with one 
participant sharing:

My experience was that I was in Mexico and never heard the word 
psychologist and then I come to the United States and… this one 
goes to the psychologist, and what is that and why do they go then, 
because they are crazy and I’m not crazy… [in] the Latino 
community, everyone refuses to see a psychologist because they 
are not crazy… I have to admit I went once and I’m embarrassed 
to tell my friends for the same reason the community is closed 
to that.

Stigma, fear of being negatively perceived by others, and judgment 
permeated participants’ conceptualization of mental health, mental 
illness, and substance use. One participant shared, “the culture of 
Mexico and the one here is very different… I’m telling you about 
values… if they teach you good values, you are not going to grasp that 

FIGURE 1

Themes and subthemes.
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[drugs].” Another participant shared, “When they hear mental illness, 
they already think they have a bad brain. So mental health is crazy. 
Already because one has nerves it is already mental. No… no… no… 
that’s why I do not say anything to doctors.” One participant described 
mental illness as “something is not right inside you,” while 
another observed:

Back then it was mental retardation, so that is politically incorrect 
now… the whole mental health was, you know, you are a retard. 
In my family it was really a no-no, you really didn’t suffer from 
that kind of stuff. If you did, go figure it out… Nowadays, people 
are starting to understand that it’s a broad range of things… there’s 
a lot of things we suffer from.

Some participants viewed mental health conditions as something 
they have observed happen to other people. In reflecting on knowing 
people with depression, Alzheimer’s, and schizophrenia, one 

participant stated, “what comes to mind is someone who needs help.” 
Another participant shared, “these people need a lot of help… because 
many times we judge people, this person is sick in his mind… they are 
not bad because they are people who are in a bad mind.” This 
participant continued, “we should not be afraid because we should 
help our neighbor because the biggest thing can be for that person and 
tomorrow it can be us.”

Several participants compared mental health conditions with 
physical health. One participant shared, “When you  are very 
depressed, they say that if you do not talk to someone or a psychologist 
to help you understand what is happening, that’s when illnesses come 
out, you start to get sick, with this or that.” Another participant shared, 
“Depression is like cancer that eats away little by little.” This participant 
stressed the importance of treating mental health problems, “if 
you have mental problems, do not be embarrassed, it’s a disease that 
you should seek treatment for.” Another participant similarly shared 
the importance of seeking help early, “before the problem gets longer 

FIGURE 2

Representative quotes.

73

https://doi.org/10.3389/fpubh.2023.1134076
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Mallonee et al.� 10.3389/fpubh.2023.1134076

Frontiers in Public Health 06 frontiersin.org

or complicated… I think there are consequences if they do not go, 
well, they will struggle more.” One participant shared:

I think of [mental health treatment] as a great wasted tool… 
you have a fever, you go to the doctor, and you go to a normal 
doctor, but if you  have a [mental health] problem, there are 
doctors who can help you or specialized people like psychologists 
or psychiatrists… most of the people I’ve dealt with do think that 
it’s useless and I came to think that too until I  found out that 
it’s not.

3.1.2. Subtheme: lived experience (n = 7)
In addition to a broader understanding of mental health and 

mental illness, several participants shared their personal experiences 
with mental health. One participant shared:

Depression is very ugly, only those who have been through it 
know this and sometimes one doesn’t talk about it either. High 
blood pressure, multiple illnesses, it brought asthma to me… 
You feel you are inside a glass and here you stay there and there is 
no way to let go, there is no way to say that you feel bad… nothing 
matters… does not matter your life, you do not care about the 
lives of others.

Another participant validated the potential severity of mental 
health challenges, “It makes me very sad to know when someone 
commits suicide and… there was no one to help him, because that’s 
what depression will lead to, suicide… he/she did not find 
someone quickly.”

Some participants shared the impact of their own traumatic 
experiences, with one sharing, “I suffer from past experiences, whether 
it be doping up or getting beat up by my parents. It’s the trauma that 
I went through.” This participant shared frustration with professional 
treatment responses, “It is what it is nowadays, they can give you a tic 
tac for anything, that is all they want to do is keep you on some meds.” 
He continued, “I myself for a long time did not want to admit that 
I suffered from mental health because obviously the stigma behind it, 
but now it is a little more accepted… I do take part in my therapy.” 
This participant also shared about his recovery journey, “I’ve been 
suffering from mental health for obviously quite some time… I started 
self-medicating, so I have been in active addiction… for like 30 some 
odd years. I am in recovery now.”

Other participants shared fears about talking about their 
experience with mental health. One stated, “I did not tell my friends 
because they thought I was crazy.” Another shared, “Before people 
would not talk about it, your dad drinks, okay shut up, do not say 
nothing, leave it, go to sleep, tomorrow is another day.” This 
participant continued:

That is where the abuse is at, and the whole family just want to 
wait, don’t say nothing… no one taught us to reach out… I still 
feel like I am not healed yet. I do not think I will ever be healed. 
I feel like with my past trauma, and my trauma bag is so full, that 
sometimes I just break down, it’s too much.

Another participant shared, “My daughter has also seen me very 
bad when we have video calls, sometimes I am so very sad and I cry.” 

This participant shared her own challenges with accessing services, “… 
my daughter tells me she’s going to Juárez, mom, if they cannot get 
help there, go to Juárez, look for a psychologist… but I’m afraid to go 
to Juárez.”

For some, the conversation about mental health elicited 
experiences observed in friends and family. One participant described, 
“I also know another person who was in the army when he was very 
young and everything that happened to him… he  has problems 
because he remembers everything he lived through.” Another shared, 
“I learned a lot with my daughter… she went to therapy and recovered 
a lot, to the psychiatrist and she is very well… but she was not out of 
her mind.” These personal and shared experiences reflected a shift in 
thinking about mental health for focus group participants, which was 
also reflected in their discussion on how they might help themselves 
or someone else who may be suffering from a mental health condition.

3.1.3. Subtheme: helping yourself and others 
(n = 10)

Several participants shared strategies for helping others address 
their mental health. One shared, “I would try to sit down and talk with 
him and listen to him. What is his problem? What does he feel? … and 
maybe with that talk, he can release a little bit of the pressure he feels.” 
Another participant responded:

It is about helping to provide them with a tool, to give them a little 
punch so that they go to help their family member or themselves 
if they are going through that situation… that they do not let these 
things pass lightly because over time everything gets worse. 
I would suggest that you seek help, because it is very sad to see 
them lock themselves in their world of… not asking a friend for 
advice… or seeking help for the simple fact of fear that they will 
be judged.

One participant described a nuanced approach to helping others:

I have helped people by guiding them to therapy, but what I have 
seen is that you  cannot arrive and say you  don’t know what 
you need is therapy, listening to see how his point of view is going 
and at some point, looking for a way to guide him.

Another participant shared, “I would suggest you seek help… also 
help you find help, a center or find a place where you can,” continuing, 
“there are many now 1–800 [numbers] that you can call and talk to 
someone or you can go to a closer clinic, to a hospital.”

Several participants described the importance of having support 
of family, friends, and a spiritual connection. One shared, “I think that 
first of all, one should put God in the first place and then… counseling 
that person, talk to them, give him love, give him support.” 
He continued, “… you have to have a good friend or a good person… 
with whom to talk.” Another shared, “There are many people who call 
mental problems that the only thing they need is affection, attention 
from relatives.” One participant shared the challenges with trying to 
help others:

I realize that you can’t make someone do something you do not 
want to do… I suggest it to my friends but I can’t force them to, 
I want them to but I can’t force them to do something… That is 
the choice they have to make.
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One participant shared the power of being a living example, “… 
with my own family and relatives… whoever knows my story, I tell 
them, if I can do it, you can do it, I am living proof right here, okay 
I am not perfect, but I did it.” This sense of a collectivist orientation 
toward helping yourself and others was clearly reflected in the 
personal stories that participants shared.

3.2. Theme: barriers to accessing care 
(n = 19)

Although some of the barriers to accessing care experienced by 
focus group participants were alluded to when describing their 
understandings of mental health and help-seeking, including stigma 
and difficulty accessing care, these were elaborated upon during 
directed dialogue around barriers to help-seeking and accessing care.

3.2.1. Subtheme: stigma (n = 12)
Stigma, shame, and fear of how they might be perceived were 

prominent themes in discussions of barriers to accessing care. In one 
focus group, multiple participants spoke collectively about this 
barrier, “Shame, fear, rejection or that people will say or speak ill of 
me, people in the community, everyone in general.” This reflection 
came up at the individual level in all focus groups. One participant 
shared, “…the other [barrier] is shame… they feel like they are going 
to be told they are crazy.” Another added, “We ourselves judge what 
we hear in the community… she may be mentally ill, we do not 
know… when you say she is crazy… that is why they are afraid to… 
ask for help.” This participant later clarified, “It is not that fear is so 
much, his brain at that moment is blocked, that is, he is not thinking, 
that is why we need the help of the other friends and relatives.” One 
participant shared, “They say the man is crazy. He went to ask for 
help, and there are about 27 places where they can help him, but it 
is the pride and shame that one does not want.” Another 
participant shared:

We know where they can help you and we keep quiet, for the 
simple fact that no, they will say that I am nosy or maybe they will 
judge me badly… it is the fear of being judged or fear of the family 
itself that is the first to judge, without knowing the reasons why… 
because the family is the first to judge.

Another described this as “the fear, the rejection of the family that 
he is crazy, mentally ill and oh, we have to separate from him.” One 
participant shared a similar sentiment:

The ego is also a very strong barrier… because of the way we are, 
how we developed in Mexico, that way, yes, what will they say and 
what is the neighbor going to say, what is he going to say? … what 
do you think, that her son went to a psychologist or I knew that 
so and so’s girlfriend brings problems and there is a lot of talk 
in society.

A different participant concurred:

I think the number one [barrier] would be bullying. He’s going to 
that; it means he’s crazy and the community is already starting to 
make fun of him. To the person who needs help and goes to a 

mental health center, the other people later describe him as crazy 
and that is why he is going there, and they bully him.

Although shame and stigma were prominent themes in the 
discussion of barriers, one participant offered a glimmer of hope in 
how people think of those with mental health conditions:

There was something obviously wrong, you  are not all there, 
you are not playing with the full deck, right, so that is the stigma. 
Nowadays, obviously people become more educated about and 
know that… you suffer from a lot of illnesses, anxiety being one 
of the main ones.

3.2.2. Subtheme: individual factors (n = 10)
Participants identified various individual factors that shape help-

seeking or the ability to access mental health services. Some of these 
were related to the individual’s circumstances. One participant 
identified poverty as “the number one reason” for their inability to 
access services. Another added, “[a] lack of time, single mothers 
cannot go because they have to work. That is also lack of time… 
work schedules… well-being, living in poverty.” Another 
similarly shared:

They make the excuse of time. It’s just that I don’t have time, it’s 
that right now I have another more important appointment and 
I’ll attend to that later. Time is its worst enemy… it is the most 
common excuse, that there is no time.

Other participants shared about low motivation, acceptance of 
having a mental health condition, and lack of progress as barriers. One 
shared, “… if you do not continue the treatment, it’s because it’s not 
helping you.” Another stated:

He went two or three times due to pressure from his family, due 
to pressure from his wife and he  went, but he  never had the 
intention of… never accepted that he had a problem. The internal 
reasons such as fear, especially fear of facing their 
own responsibility.

One participant identified “lack of support” as a barrier, while 
another shared, “sometimes they do not have the support of their 
families… family members are often a stumbling block.”

A lack of awareness of mental health conditions was also 
understood as a significant barrier for many participants. One 
described this as “the lack of education… if we were well educated like 
the American culture, for example, that it is very normal that you pick 
up the child from school and take him to the psychologist.” One 
participant described:

What happens is there is a lack of information… people need to 
have help with a little information and a lot of it confuses their 
mind, that is why they do not seek help… there are many people 
who need help, and more so with this that COVID has just passed. 
A lot of stress, confusion, many attacks of hysteria, and it was all 
for the same reason that there is no information and that is why 
many people shut down and do not want to receive help, even if 
they need it.
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Another participant shared:

If he were educated by now, it would be another decision that it is 
for his own good and that they can help him… the person does 
not go because of fear, because [he] is not informed… the 
information is not made known to many people who do not have 
access to information like this, but the help does exist.

Some participants also identified their fear of treatments and 
providers as barriers. One described, “they do not feel good with the 
medicine… instead of helping, [they] make them feel worse. They do 
not want to follow treatment.” Lastly, a participant described:

Even if I felt half crazy, I still don’t go to a psychiatrist. I don’t go 
to a psychiatrist because I’m afraid of them… I just tell them that 
I was sad, that if I wanted to die, they already wanted to send me 
to the asylum, well forget it, no… I no longer tell them.

3.2.3. Subtheme: systemic challenges (n = 12)
Participants identified barriers related to mental health service 

delivery systems, including financial and insurance-related challenges, 
provider shortage and turnover, system failures, and provider 
characteristics. One participant identified language as a 
potential barrier.

Insurance-related challenges and an inability to pay for services 
were cited as barriers in all focus groups. One described the primary 
barrier to treatment as “Economics, first for some… they do not help 
themselves because they do not have the financial means to do so.” 
Another participant stated:

Many do not have medical insurance or some help they do not 
accept; they cannot get a doctor for treatment because they do not 
have medical insurance or they cannot pay even half or according 
to their resources they would have to pay this and if they cannot 
pay even that, they can’t help you.

One participant shared, “… those that do ask for insurance, if they 
do not have insurance, they do not take it now, anywhere, if you do 
not have insurance, you do not get it.” Another identified as a barrier, 
“Money… Money and lack for those who have insurance there are no 
psychiatrists… they do not get this insurance or they do not get the 
other one and it’s impossible.” In reflecting upon why someone would 
not seek services, one participant shared:

In our Latino community, the big barrier right now is money… 
That is very expensive, one has the mentality that it is going to 
be very expensive and yes, it’s expensive, but that’s one of the 
reasons, paying for the treatment.

Another described a friend who “came to therapy and got his 
whole family involved and started spending a lot of money, got 
excited… then the time came when he said ‘I cannot anymore, it’s too 
much money.’”

Provider shortage, turnover, and waiting times were frequent 
points of discussion. One participant shared, “There aren’t that many 
therapists, there aren’t that many people…” Another shared:

There are not enough doctors for the people who need help and 
the doctors that there are… are overbooked or they do not take 
this insurance, we do not take the other one, they only send it to 
[clinic name omitted] … if you  go over there, they lock 
you up there.

In reflecting upon turnover, one participant shared, “It’s very 
difficult mentally because you  have already opened up with one 
person, they leave in 2 years, and then you have to start over and then 
with another.” One participant in the same focus group responded, 
“And then with another person it is to explain everything again, right? 
That’s how it is at [clinic name omitted], they put you with one person 
for 6 or 8 months and then they change him with another.” Another 
described it as:

Or they have a lot of people, they say… I didn’t get the insurance 
anymore, okay, they give me a referral to [clinic name omitted] for 
2 years to go to this place to see a psychiatrist… the problem of 
when there are people with fewer resources who send us to places 
like this… it is very difficult to find help because not everyone can 
help us.

Focus group participants shared additional observations about 
broken referral systems and processes. One participant described, 
“They gave me three numbers here and then I tried and they did 
not answer me at all, if not, they came back about 2 months later… 
it’s that they have not answered me in these numbers.” 
Another stated,

They gave them a number here for different doctors, and she calls 
and nobody answers, so why give her number if no one is going 
to answer. I could give you 100 numbers and nobody answers so 
what is the purpose?

A handful of participants mentioned provider characteristics as 
barriers. One participant described discrimination as a potential 
barrier with providers paying “attention more in the Americans, in the 
white male,” causing a person to withdraw from treatment. 
Someone rebutted:

I think it’s not because of color, or how to say a religion or 
nationality, a doctor doesn’t see that, he sees the patient and what 
the patient is suffering and I personally have been treated the 
same. I consider myself Mexican, but all the time they have treated 
me the same as other people.

It was clear that participants were also considering goodness of fit 
between themselves and mental health providers. One participant 
described a therapist not meeting her where she was at, “I do not 
understand why they have to corner you when I go to therapy, it’s 
because I want to, so I go and drop everything, everything I bring to 
receive help, but that person saw it [a different] way.” Another stated,

I felt like pressure and she wanted me to. I felt like she was pushing 
me a little too much… she is not seeing, or she is not listening 
where am  I  at that she is pushing me to get the goal… 
I felt pressure.
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Whether systemic, individual-level, or stigma-related, the barriers 
participants shared provide insight into the challenges Hispanic adults 
in the U.S.-Mexico border region experience when seeking and 
accessing mental health services.

3.3. Theme: mental health treatment 
facilitators (n = 7)

Some participants identified factors that promote help-seeking 
and retention in mental health services. These primarily encompassed 
motivation and utilization of natural supports. Other treatment 
facilitators can be implied through previous sections on understanding 
mental health and barriers to seeking and receiving services.

3.3.1. Subtheme: motivation (n = 3)
Three participants described motivation as a facilitator of mental 

health treatment utilization and retention, reflecting the importance 
of intrinsic motivation and self-determination. One participant 
shared, “The person who wants to regenerate, regenerates… the 
consistency of the person who wants to improve himself, who wants 
to get out of what he brings, of his problems.” Another stated that 
people are more likely to stay in treatment if they “see improvement, 
[have an] attitude change.” Lastly, a participant described “motivation 
towards something that works, to continue using it… use what works 
for you, if you already know what works for you, use it.”

3.3.2. Subtheme: natural supports (n = 4)
The importance of family support was similarly cited as a 

facilitator of treatment. One participant described “family support, 
more than anything” as critical to supporting someone’s mental health 
recovery. Another participant shared,

The support of the family is very helpful, because they see that the 
family is with them and the more the family is united, the faster 
they come out of what they go through because they see the family 
unit there is. On the other hand, if they leave them, then I won’t 
go with you or I’ll take you later. It helps a lot that the family is 
supporting them.

One participant shared, “The family too… if they are in treatment, 
and they think of their family, that is why they continue with 
treatment, to return to their family, to recover their family.” In addition 
to family, another participant shared, “I go to support groups… there 
are a lot of support groups all around.”

The mental health facilitators described by participants reflect 
intrinsic and extrinsic sources of motivation, and the cultural 
importance of family.

3.4. Theme: recommendations for 
agencies, providers, and researchers (n = 16)

Participants made several recommendations to promote help-
seeking and improve access to mental health services. These included 
increasing outreach, providing more direct education, engaging the 
community in awareness building and research, and improving 
aspects of mental health service delivery systems.

3.4.1. Subtheme: outreach and education (n = 5)
Many participants stressed the importance of public awareness 

and educational campaigns to increase community knowledge of 
mental health and available resources. One participant suggested that 
providers “make more brochures, put up brochures, and go out into 
the community to make them understand that there are places… 
[that] can help them.” Another participant agreed, “it is good that they 
put up little signs like that… do you need help? You can talk to this 
person.” This participant continued:

Let’s go out like as a community that we are interested in the other 
neighbors so we are going to give a little pamphlet… it would 
be  very interesting for people to see information about this 
wherever they go, so that they have knowledge that there are 
agencies that can help them.

Others similarly emphasized the importance of spreading the 
word about mental health conditions and potential treatment options. 
One stated:

When you go to the hospitals or enter the bathrooms and they tell 
you, “do you feel safe at home?” And if you don’t, you get an 800 
number and call, right? Then why not put, “you feel drowned with 
your thoughts?” … you can call someone too.

Another participant shared about attending educational classes in 
Mexico for physical health conditions where “they also put a class, 
they did not say it at first. They said it was more for… those three 
[physical] problems… but they also included a psychologist and then 
they created a space without openly saying it.”

One participant recommended more explicitly that mental health 
providers offer more education about mental health conditions, 
sharing, “I’d like to be more educated as far as what it is that I suffer 
from or what is it that I can do…” He continued:

It needs to start earlier so that way obviously kids know [what] the 
symptoms are… show what exactly symptoms of the common 
anxiety, depression, PTSD… the ones a lot of people are dealing 
with. I would say educate them as far as what are these symptoms, 
what is it that you are feeling, so people can recognize it.

3.4.2. Subtheme: improving mental health 
services (n = 13)

While participants emphasized providing more education, several 
participants also suggested specific improvements to mental health 
service delivery systems, including increasing resources and funding, 
integrating mental health services in other settings, providing more 
client-driven care, utilizing existing resources, and creating new 
treatment opportunities.

Given that financial and insurance-related challenges were 
prominent barriers identified by focus group members, it is 
understandable that participants had recommendations related to 
overcoming this challenge. One participant recommended ensuring 
“that insurance is not a problem to reach that [mental health] 
resource.” Another identified a need for “more resources for 
low-income people, those who do not have insurance and do not have 
money…. And the government should provide money for these things 
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that are very important… instead of going to build a better wall.” This 
participant similarly noted the importance of increasing access 
through reducing extensive waitlist times. Another participant 
similarly recommended “being flexible in the schedule… their 
appointments are very full, then it is very difficult [to access services].” 
One participant suggested “free counseling services to those in need.” 
A participant from a separate focus group similarly suggested, “Since 
this is something that concerns the entire country, I think it would 
be a good idea for the country to invest funds to make the visit to the 
therapist more accessible.”

One participant recognized this as a need for more agencies, 
“more rehabilitation centers have to be opened so that all people with 
needs have access.” Another participant shared, “… we need more of 
these community services so that in case they cannot afford one, or 
the insurance does not catch you here, then there should be extra 
help.” One participant described this as, “help without so many 
requirements, because sometimes they ask for so many requirements 
that for this reason, many people cannot.”

Other participants provided additional recommendations for 
improving mental health service delivery systems, with a handful 
touching on integrating mental health services in other settings. One 
participant shared, “My advice would be that those people who want 
to start doing this help… that they be integrated right now in clinics 
that are for the community.” Another participant shared:

Take advantage of the possible groups that already exist with other 
reasons that have to do not with mental health, that have to do 
with perhaps physical health. I think that already there are those 
groups and… focus on those groups that already exist and add 
that part to them.

Across focus groups, participants discussed rethinking how 
we  engage people in mental health services. One participant 
recognized that individuals with mental health issues are “not going 
to approach you  [providers],” making a case for more active 
engagement and outreach. This participant shared the importance of 
personally inviting people into services, “we can invite someone else 
and here it says here, we have this if you have any problem, you can 
call and it’s something important.” Another participant shared:

…an agency or social worker… when they know of a person who 
has problems… call them or visit their home to find out how they 
are, or a simple greeting… are you okay, or what do you think if 
I give a little visit to see how you are doing? How does he feel?

Meeting clients where they are at, and treating them as individual 
human beings, was a common theme. One participant suggested, “not 
[seeing people] with dollar signs.” Another responded, “that they see 
people as people, not as a patient… they have the heart of compassion 
for people.” One participant reflected on negative interactions with 
providers, “many times when something is already negative, and 
you listen to something you do not like, you say it’s over. But as long 
as it’s being positive, that’s what’s going to continue.” One participant 
shared frustration with providers prioritizing medication as the 
treatment option:

…they just want to give you  medication… how about I  try 
something else before we resort to that, why don’t you educate me 

about it, and figure out what we can do, so that way I learn other 
things to do.

One participant shared the importance of obtaining community 
endorsement for services, “look for people who were leaders in 
communities and neighborhoods” to bring more people into mental 
health services.

3.4.3. Subtheme: community engagement and 
research (n = 7)

Participants shared openly about their experiences participating 
in studies like this and the importance of engaging communities in 
research to improve the community and individual access to mental 
health services. One participant shared, “The community really needs 
help, and thanks to you for these studies that you are doing… because 
we can focus on something that is going to change, that is going to 
come.” Another participant observed through participating in this 
study, “that the people be concerned, what they are doing is very good, 
that they are worrying about us for everything, for the community, 
that is very good.” Another shared:

You don’t just come to come, you come because you want to learn 
from us. And we don’t know anything about you … we are going 
to need people like you to come here to open our eyes to continue 
moving forward, better than worse.

Another participant suggested involving others in this line 
of research:

… look for information on whether there is someone else 
interested in the same topic so that it is… stronger on the 
subject… it would be  better because the system was more 
complete and it would be of more help both for the person who is 
going to do it and for those who are going to receive the help.

Others similarly suggested expanding the scope of research and 
fostering dialogue between communities and researchers. One 
suggested that researchers “should try to do this, but with the same 
people who need the help, to see what their opinion is too.” 
Another suggested:

Why not do it with a wider community? If you speak with more 
groups, you share [with us] and so we know what is happening… 
if you do not share anything with us, then you will only know the 
theory of us.

4. Discussion

Research explicitly focusing on the unmet mental health needs 
and mental health experiences of Hispanic populations is limited. The 
present study explored the unique and personal experiences of 
Hispanic adults, primarily of Mexican descent, living in the Paso del 
Norte U.S.-Mexico border region. A significant finding in this study 
is the relationship between cultural beliefs and values and mental 
health stigma as a barrier to talking about mental health and seeking 
mental health services. For some participants, seeking mental health 
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treatment was seen as a weakness. These findings are consistent with 
previous literature on factors that broadly impact help-seeking 
behaviors in Hispanic populations (12, 25).

Participants shared specific nuances around how their perspectives 
and viewpoints evolved though living in a binational bicultural 
community. Many of our participants have lived experiences on both 
sides of the border, a unique contribution of this study. For some, the 
experience of crossing the U.S.-Mexico border provided exposure to 
different ways of thinking about mental health that then impacted 
their own thinking. Several participants shared their perspectives of 
mental health becoming less stigmatizing on the U.S. side of the 
border, carrying potential implications for an association between 
length of time in the U.S. and mental health stigma.

Our findings also align with previous research on general mental 
health treatment experiences and utilization for Hispanic populations. 
Language barriers, unfamiliarity with cultural beliefs, and an inability 
to obtain insurance or afford treatment were all cited as barriers for 
our study population, consistent with previous findings on mental 
health treatment utilization for Hispanic populations (26). Other 
barriers included a lack of time, competing priorities, and a lack of 
awareness and education. Throughout our conversations on barriers, 
prominent underlying factors included poverty, stigma, and shame. 
These frequently stem from systemic racism, sexism, and colonization 
(27), often resulting in collective oppression-based traumas that 
disproportionately impact communities of color (28) and shape how 
they view and seek professionalized services.

Participants expressed a wide range of views of mental health 
service systems and treatment providers, often reflecting a distrust of 
the system. The present thematic findings suggest mostly negative 
perceptions related to (1) feeling judged or pressured by providers, (2) 
being routed to restrictive services like involuntary commitments, (3) 
feeling that systems are focused more on money than helping, (4) 
working with providers who are quick to jump to medication when 
less restrictive options are preferred, (5) service delivery systems that 
are difficult to navigate, (6) long wait times to be seen, and (7) frequent 
provider turnover. Addressing these systemic barriers will be critical 
as we seek to improve service delivery systems for all populations.

Participants also identified factors that help people seek and stay 
in treatment. Experiencing a perceived positive benefit of treatment 
was cited by multiple participants in promoting treatment adherence 
and success. Natural supports, including the encouragement and 
assistance of friends, family, and support groups were also seen as 
critical to finding the motivation to seek treatment and being 
successful in treatment, consistent with existing literature (29). 
Participants shared many recommendations for encouraging help-
seeking and improving mental health services, which are 
highlighted below.

4.1. Practice and policy recommendations

In addition to learning about participants’ understanding and 
experiences with mental health and treatment, our next step is to use 
these findings to develop an innovative, culturally responsive mental 
health engagement program. Recognizing that evidence-based 
practices are often inadequate in meeting the needs of communities 
of color, we  have adopted a “bottom-up” approach to program 
development and implementation (30). We know that no culture is 

homogenous, and treatment providers and program developers 
should engage potential recipients of services, as we did in this study, 
to better understand how program components may or may not align 
with cultural beliefs, values, and practices.

The cultural responsiveness of any intervention is critical to its 
success. Barrio (31) recommends that eliciting family support and 
providing group modalities may be  most effective for cultures 
reflective of socio-centric thinking. In our study, this concept was 
evident in the sense of community belonging developed amongst 
focus group members, in the identification of family support as so 
critical to treatment success, and in the value gained through helping 
those in their lives with mental health challenges. A collectivist 
orientation was prominent throughout the conversations on help-
seeking and should be emphasized in treatment approaches.

In honoring historical and present cultural trauma, program 
development and implementation should recognize the impacts of 
racism, sexism, and colonization on Hispanic adults’ perceptions of 
professional help systems. This approach will better equip the mental 
health treatment community to incorporate culturally responsive 
practices into their treatment. Some practical strategies for achieving 
this include fostering interpersonal relationships, promoting a 
collaborative model of care, providing education on mental health and 
stigma, utilizing natural supports, including religion and spirituality, 
and ensuring culturally responsive providers (29). These strategies are 
all consistent with recommendations made by our focus 
group participants.

Above ensuring the cultural responsiveness of mental health 
programs, systemic barriers need to be addressed through policy and 
practice. While not unique to any one population, communities of 
color and those with lower socioeconomic statuses tend to 
be disproportionately affected by these barriers, as evidenced by less 
frequent help-seeking and treatment utilization (1). Focus group 
participants recommended the following strategies to improve mental 
health service delivery systems: addressing financial and insurance 
barriers, providing more client-centered care, growing mental health 
treatment resources, providing mental health care integrated within 
other settings, and providing more community engagement and 
outreach. These are all tangible improvements that can be made if 
supported by funding, policy, and practice guidelines.

4.2. Strengths and limitations

The methodological approaches taken in this study add to its 
overall strengths in three major ways. First, the involvement of a 
community agency in study development and research design 
increased the likelihood of methods and content being responsive to 
community needs. Second, help-seeking behaviors and treatment 
engagement often exclude Spanish-speaking participants altogether 
(13). All research was conducted in Spanish, English, or a mix of 
English and Spanish to honor participants’ preferred language. Last, 
the research team shared similar ethnic characteristics and spoken 
language to the study population. Graduate research assistants who 
collected data were fully bilingual and from the same region as the 
participants. This approach helped foster trust and connection 
between researchers and participants throughout the study.

Despite these strengths, our study findings have limitations. 
Since all participants were recruited from a local food pantry, their 
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perspectives may reflect only some of the larger community’s 
perspectives on mental health and barriers to seeking and accessing 
care. Participants were also asked to share their views and predict 
the views of families, friends, and other community members. As 
such, some of the qualitative content may not reflect the 
participants’ personal beliefs. Nevertheless, by requesting multiple 
perspectives and points of view, researchers collected rich data to 
reflect patterns and trends beyond just the focus group 
member experiences.

5. Conclusion

In this study, we strived to engage community providers and 
community members as active participants in this research, 
promoting a co-learning process and facilitating dialogue around the 
role that research can play in improving individual and community 
wellness (32). The rich conversations from these focus groups can 
be  attributed mainly to the cultural congruence of focus group 
facilitators, meeting participants in a community-based agency, and 
providing the groups in participants’ preferred language. Participants 
regularly shared gratitude for the research being conducted, sharing 
so openly about challenges they have experienced and providing 
strategies they believe will improve mental health help-seeking and 
treatment access for Hispanic adults in the Paso del Norte U.S.-
Mexico border region. While there are several barriers to seeking 
help and accessing treatment, there is also a strong commitment to 
engaging in the work necessary to reduce stigma, improve access, 
and eliminate the mental health treatment disparities experienced 
by Hispanic populations.
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Background: About 80% of the nearly 2 billion people experiencing psychiatric 
conditions worldwide do not have access to quality, affordable mental health 
care. In Africa, there are 0.004 psychiatrists per 10,000 people, with the shortage 
exacerbated by a limited number of postgraduate psychiatry training opportunities. 
As of 2018, there were only two psychiatrists in Liberia.

Methods: This paper aims to offer a framework for developing postgraduate (i.e., 
residency) psychiatry training in resource-constrained settings to disseminate best 
practices and lessons learned. This article describes the approach to developing 
the formal global academic partnership that supported the initiation of Liberia’s 
first postgraduate psychiatry training program in July 2019.

Results: Authors describe strengths, challenges, and opportunities for 
improvement in the planning and initiation stages of the postgraduate program. 
Key strengths of the program planning process include: (1) collaboration with a 
coalition of local and national stakeholders committed to improving mental health 
care in Liberia; (2) early procurement of quality video conferencing equipment 
and internet service to facilitate remote learning and broaden access to digital 
materials; and (3) leveraging of intra-continental partnerships for subspecialty 
training. Challenges experienced include: (1) navigating the intricacies of local 
political and administrative processes; (2) recruiting candidates to a medical 
specialty with historically lower salaries; and (3) the added burden placed on 
the limited number of local specialists. Identified opportunities include building 
a monitoring, evaluation, and learning (MEL) framework, further diversifying 
subspecialty areas of psychiatric and neurological training, and obtaining full 
accreditation of the postgraduate psychiatry program through the West African 
College of Physicians (WACP).

Conclusion: The successful launch of the postgraduate psychiatry training 
program in Liberia is attributed to several factors, including a long-standing 
academic collaboration of over 10  years and support for mental health capacity-
building efforts at national and local levels.
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1. Introduction

The World Health Organization (WHO) estimates that one in 
four people will be affected by neuropsychiatric disorders, such as 
anxiety, depression, addiction, etc., at some point in their lives (1, 2). 
Though neuropsychiatric disorders are the leading contributor to 
years lived with disability, 40% of all countries lack a mental health 
policy, and over 30% have no mental health program (1). Of the 
nearly 2 billion people experiencing mental health conditions 
worldwide, such as neuropsychiatric and substance use disorders, 
more than 80% are without any form of quality, affordable mental 
health care (3). Despite the WHO’s recommendation of a minimum 
of one psychiatrist per 10,000 people, almost half of the world’s 
population resides in a country with an average of only one 
psychiatrist serving 200,000+ people (4). In Africa, the distribution of 
psychiatrists is estimated to be  0.004 per 10,000 people (5). The 
shortage of psychiatrists is further stressed by a limited number of 
postgraduate psychiatry training opportunities; only 47% of African 
countries have postgraduate psychiatry programs compared to 94% 
of European countries (5). While many African countries have a 
mental health workforce consisting of psychiatric nurses, midwives, 
social workers, etc., there remains a distinct need for licensed 
psychiatrists with expertise who can provide adequate and 
quality supervision.

In the West African nation of Liberia, there has long been only 
one psychiatrist for a population of nearly 5 million. Though the 
country once had a healthcare system that was the envy of its 
neighbors, Liberia’s devastating 14 years civil conflict buckled the 
entire healthcare system by its end in 2003. The country suffered mass 
destruction to its infrastructure, including its businesses, schools, 
health facilities, and government. Thousands faced extreme brutality, 
including shootings, beatings, or rape by soldiers. During the conflict, 
most perpetrators of gender-based sexual violence were fighting 
forces; however, after the conflict, perpetrators were ex-combatants, 
community or family members, teachers, and male partners (6). In 
2007, 46% of reported rape cases to the Liberia National Police 
involved children under the age of 18 years (6). Since the war, 
substance use and risky sexual behaviors have become increasingly 
prevalent among young people (7, 8). It is also estimated that 40% of 
Liberian civilians experienced symptoms of major depression, and 
44% noted symptoms of post-traumatic stress disorder (PTSD) 
post-war (9).

During the conflict, Liberia experienced a massive brain drain of 
health professionals, university faculty, and hospital and medical 
school administrators who fled the country (10). By 2014, 200 
Liberian medical doctors were in the country, and only 12 of these 
physicians (6%) possessed specialty expertise beyond general adult 
medicine. The Ebola outbreak in 2014–2016 further debilitated a 
fragile health system, leaving Liberians with limited support services 
to cope with high levels of mental health issues. Although the Ebola 
epidemic significantly improved emergency response and 
preparedness in the region, support efforts did not work to sustain 
medical capacity in West Africa, resulting in continued health 
resource shortages (11). Moreover, initial evidence of the impacts of 
2020’s COVID-19 pandemic and physical isolation on individual 
mental health (12) stresses the urgent need to build the mental 
healthcare workforce capacity. Since 2010, The Carter Center, a 
non-governmental organization (NGO), has trained mental health 

clinicians and counselors to increase mental health services in Liberia. 
However, the training of physicians in psychiatry was non-existent.

A proven approach to building capacity for specialized mental 
health care in global settings involves partnerships between academic 
and/or health institutions in high-income countries (HICs) and 
similar organizations in low-and middle-income countries (LMICs), 
known as “twinning” relationships (13). In training and education, 
twinning partnerships accelerate the development of new psychiatric 
training programs by leveraging existing curricula and resources from 
HICs and adapting them to local sociocultural contexts in LMICs 
(14). In addition, HICs can often redistribute human resources to 
address personnel shortages in LMICs. These efforts mutually benefit 
HICs as they offer opportunities for system evaluation, development, 
and innovation (13), and improve understanding of cultural 
differences when caring for psychiatric patients in local contexts (15). 
For example, the Toronto Addis Ababa Psychiatry Program (TAAPP), 
jointly established by the University of Toronto and the University of 
Addis Ababa in 2003, utilizes bidirectional exchanges to build the 
capacity for indigenous health professionals sustainably (16). Between 
2003 and 2019, TAAPP trained 80 new psychiatrists in Ethiopia, 
facilitating the integration of mental health services into all levels of 
care nationwide. Similarly, the University of Toronto psychiatry 
residents participate in TAAPP as an elective, providing unique 
opportunities for acquiring clinical, teaching, collaborative, leadership, 
and advocacy skills (17). In Liberia, LMIC and HIC collaborations 
have historically used task-shifting approaches to build capacity for 
mental health care among nurses, midwives, physician assistants, and 
other members of the mental health workforce (18, 19). However, 
there remains a dearth of indigenous physicians with highly 
specialized psychiatric expertise to provide care and supervision to 
local mental health clinicians with lower levels of training. While 
twinning partnerships have traditionally relied on the LMIC and HIC 
collaboration model to redistribute resources from Western settings, 
organizations such as the Africa Global Mental Health Institute 
(AGMHI) recommend leveraging intra-continental partnerships to 
build capacity for mental health care (14).

The Liberia Psychiatry Residency Program builds on the existing 
progress of the Government of Liberia in developing medical 
specialty training programs. In 2013, the national government 
coordinated efforts with the Ministry of Health to establish 
postgraduate medical training programs that aligned with the 
National Health Policy and Plan. The Liberia College of Physicians 
and Surgeons (LCPS) was thus created to train qualified physicians 
as specialists to improve and strengthen the health care delivery 
system across the country. In 2016, faculty from the LCPS and the 
Boston Medical Center (BMC)/Boston University School of Medicine 
(BUSM) Department of Psychiatry began a twinning partnership 
with the shared goal of expanding Liberia’s capacity to provide 
specialized psychiatric and neurological care. Seven full-time medical 
specialties, including internal medicine, pediatrics, surgery, OB/
GYN, ophthalmology, family medicine, and psychiatry, most of 
which are supported by donor programs, currently oversee 
postgraduate training at six teaching hospitals throughout Liberia. 
Since 2013, the LCPS has enrolled an average of 19 residents per year 
into their medical specialty programs, except for 2014 when 
enrollment was halted during the Ebola epidemic. There are currently 
62 total residents enrolled in the LCPS’ training programs. The first 
class of 13 residents graduated in June 2017. To date, 110 doctors have 
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completed postgraduate training through the LCPS and become 
certified specialists in various disciplines.

This article describes the approach to developing the formal global 
academic partnership that supported the initiation of Liberia’s first 
postgraduate psychiatry training program in 2019. In addition, 
we describe strengths, challenges, and opportunities for improvement 
in the planning and initiation stages of the postgraduate program 
(Table 1).

2. Program description

2.1. Establishing the collaboration

Faculty from the LCPS and the BMC/BUSM Department of 
Psychiatry have a long history of working together to build capacity 
for quality mental health care in Liberia. In 2009, the Government of 
Liberia’s Ministry of Health & Social Welfare invited Dr. David 
C. Henderson and his Boston-based research team to consult on the 
country’s first comprehensive national mental health policy, which 
aimed to address the unique needs of the people of Liberia due to the 
social disruptions, societal disorganization, and varied war-related 
traumatic experiences (20) commonly rooted in a history of 
colonialism. Together, these partners assessed the public’s mental 
health needs and observed that post-conflict conditions had eroded 
the positive and nurturing parent-child, family-community, and 
community-society relationships that contribute to positive youth 
development (21, 22). Combined with a lack of infrastructure and 
high levels of unemployment and poverty, behaviors such as 
adultification, substance use, and perpetration of violence developed 
as survival mechanisms among youth (21, 23, 24).

Members of the Liberia-Boston collaboration applied findings 
from the needs assessment to develop the Liberia Mental Health 
Policy in 2009 (20) and played a significant role in advocacy efforts for 

the subsequent passage of the Mental Health Act in 2017. Furthermore, 
in 2016, the BMC/BUSM Department of Psychiatry provided funding 
for a second psychiatrist from Nigeria to relocate to Liberia to provide 
psychiatric care and teach the local medical community. Through the 
support of the Government of Liberia, the LCPS began funding this 
position in 2019, promoting the long-term sustainability of the role. 
The partnering institutions continue to work together to contribute to 
the evidence base of mental health research highlighting the country’s 
urgent need for psychiatric services (7, 8, 21–26). The effectiveness of 
the Liberia-Boston collaboration is a testament to the strong 
foundation of mutual understanding, accountability, and respect 
shared between the two partners, values central to the ethos of global 
mental health given the harm of historical power differentials between 
LMICs and HICs (15, 27).

2.2. Situation analysis

In September 2018, members of the Boston-based research team 
visited partners in Monrovia, Liberia to conduct a situation analysis 
following significant changes in leadership in the country’s 
government. The site visit consisted of meetings with a wide range of 
local stakeholders: the Ministries of Health and Education; leaders of 
the University of Liberia (UL) and the UL A.M. Dogliotti (AMD) 
College of Medicine; staff at E.S. Grant Mental Health Hospital, 
Liberia’s only tertiary psychiatric hospital; and staff at Saint Benedict 
Menni Health Centre (commonly referred to as the Step Down Unit). 
Each meeting focused on understanding stakeholder practices, 
priorities, and commitment to mental health services. These 
discussions and tours of local resource-constrained mental health 
facilities led to a deeper understanding of the need for specialist 
mental health services, the availability of medications, the prevalence 
of mental health conditions, and potential challenges that would 
inform the development of Liberia’s first postgraduate psychiatry 
training program.

2.3. Planning the postgraduate psychiatry 
training curriculum

After completing the initial site visit and identifying collaborative 
goals between each institution, members of the Liberia-Boston 
collaboration set up a memorandum of understanding (MOU) in 
February 2019 that described the purpose and scope of the global 
partnership. The MOU delineated clear roles and responsibilities for 
each partner with specific short, medium, and long-term goals. Short-
term goals for the first year of the program included: (1) development 
and approval of a postgraduate psychiatry program curriculum from 
the West African College of Physicians (WACP) (28); (2) program 
promotion, targeted recruitment of strong candidates, administration 
of entry exams, and interviews in accordance with the LCPS’ 
postgraduate enrollment procedures; (3) facilitation of teaching, 
training, consultation, and case conferences both in-person, remotely 
via video conferencing, and through international site rotations; and 
(4) assessment of psychiatry residents and evaluation of teaching 
faculty for program improvement purposes. Mid-term goals for years 
1–3 of the program included earning accreditation for the 
postgraduate program and involving additional international 

TABLE 1  Strengths, challenges, and opportunities of the Liberia College 
of Physicians and Surgeons (LCPS) Psychiatry Residency Program.

Strengths Challenges Opportunities

	•	 Full engagement and 

collaboration with 

local and 

national stakeholders

	•	 Early procurement 

of video 

teleconferencing 

equipment and 

stable 

internet package

	•	 Shared 

e-library access

	•	 Intra-continental 

collaborations 

and partnerships

	•	 Community 

ownership and 

engagement

	•	 Frequent changes in 

national government

	•	 Recruitment of 

residents into the 

postgraduate 

psychiatry program

	•	 Administrative 

burden on limited 

local faculty

	•	 Development of 

monitoring, evaluation, 

and learning framework 

to track residents’ 

progress

	•	 Obtain full accreditation 

through West Africa 

College of Psychiatry
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collaborators as the training program continued to develop and 
expand. Long-term goals for years 3–5 included developing a 
mentored fellowship program focused on faculty development and 
research to sustain the LCPS’ postgraduate training programs. The 
first cohort of psychiatry residents matriculated in July 2019 
(Figure 1).

3. Methods

The LCPS Psychiatry Residency Program curriculum was 
modeled after the WACP guidelines for postgraduate psychiatry 
training and is based on the progressive accomplishment of core 
competencies over 36 months. In addition to adult and public health 
psychiatry, the curriculum integrates strong clinical training in child 
and adolescent psychiatry (CAP). CAP skills are argued to be more 
generalizable to all ages compared to those of general psychiatrists 
(29), which is particularly relevant in Liberia where over 60% of the 
population is under the age of 25 years (30). The program includes 
eight clinical rotations through the major subspecialties of psychiatry 
and research methods training in statistical and epidemiological 
principles. Research training enables psychiatrists graduating from the 
program to refine theoretical and empirical models of psychiatric 
knowledge local to Liberia rather than simply adopting Western 
models of care. Psychiatry residents are also trained to liaise with 
other health professionals and provide leadership for multidisciplinary 
mental health care delivery.

Clinical training for the postgraduate psychiatry program takes 
place primarily at the E.S. Grant Mental Health Hospital—an 80-bed 
psychiatric hospital that also provides outpatient services (31)—and 

John F. Kennedy (JFK) Medical Center, both located in the capital city 
of Monrovia. Previously run by a NGO, E.S. Grant Mental Health 
Hospital was absorbed into Liberia’s public health system in 2008 and 
placed under the administrative management of JFK Medical Center 
(31). The JFK Medical Center is a 500-bed health facility constructed 
in the late 1960s and started operations with the support of the U.S. in 
1971 to provide premium tertiary medical and educational services to 
Liberia and other countries in West Africa. Equipped with specialized 
diagnostic equipment and staffed with more than forty specialist 
doctors, the Government of Liberia assumed full responsibility for 
operating the Center in 1972. The Center also includes the Tubman 
National Institute of Medical Arts (TNIMA), which offers medical 
education for paramedical students, and a 250-bed Liberian-Japanese 
Friendship Maternity Hospital constructed in the 1980s to provide 
maternal and child health services. JFK Medical Center serves as the 
teaching hospital for the UL and finances and manages E.S. Grant 
Mental Health Hospital.

The program is also conducted with support from the local Saint 
Benedict Menni Health Centre (i.e., Step Down Unit), which serves as 
a clinical training site specific to women’s mental health to promote 
reintegration into the community post-treatment. Saint Benedict 
Menni Health Centre belongs to the Archdiocese of Monrovia and is 
managed by Sisters Hospitallers, located in Spain. Sisters Hospitallers 
originally arrived in Liberia in 1966 to offer services for orphaned and 
abandoned children, and has since grown to offer 24 h services in 
general outpatient care, maternal and child health, communicable 
diseases, pharmaceuticals, etc. Saint Benedict Menni Health Centre 
also collaborates with other health institutions in Liberia to optimize 
available health resources and reach the greatest number of people 
with mental illness. Among its priority objectives is training students 

FIGURE 1

Timeline of major events and activities leading up to the launch of the Liberia College of Physicians and Surgeons (LCPS) Psychiatry Residency 
Program.
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in managing mental pathologies through pharmacotherapy and 
occupational therapy, respecting each person’s condition, and 
emphasizing the institutional values of Sisters Hospitallers.

Located in Durban, South Africa, the University of KwaZulu-
Natal (UKZN) Nelson R. Mandela School of Clinical Medicine serves 
as an intra-continental partner and clinical rotation site for the 
residents to receive specialty training in child and adolescent and 
community psychiatry. Local Nigerian institutions including the 
University College Hospital (UCH) in Ibadan and the 
Neuropsychiatric Hospital in Aro also serve as intra-continental 
partner sites for specialty training in addiction, child and adolescent, 
forensic, and geriatric psychiatry. Additional partnerships critical to 
the success of the postgraduate program include international faculty 
based in Seattle, United  States, who supplement supervisory and 
teaching responsibilities of the two Liberia-based psychiatry faculty. 
International teaching faculty offer expertise in neurology, child and 
adolescent psychiatry, and medical education, and are actively 
engaged in teaching in-country and remotely via weekly video 
conferencing. International faculty members also collaborate with 
local psychiatrists to supervise residents and provide training 
materials that may be adapted to the Liberian context.

Within the WACP, graduates of the postgraduate psychiatry 
program are required to sit for the LCPS examination to qualify as 
members. They may also choose to sit for the WACP examination at 
this time, though this is not a requirement. Members may subsequently 
complete an additional 24 months of specialized training along with 
the presentation of results from a major research study to qualify as 
fellows. Members demonstrate a high standard of psychiatric 
knowledge, clinical service, and leadership, while fellows have 
additional expertise in supervision, research, and specialist 
consultation capable of providing technical input at national and 
international levels. Completing the fellowship qualifies psychiatry 
residents to become teaching faculty at the UL AMD College of 
Medicine and to obtain subspecialty expertise as desired in child and 
adolescent, addiction, consultation-liaison, geriatric, or forensic 
psychiatry. As previously noted, the Liberia-Boston collaborative aims 
to develop a mentored fellowship program focused on faculty 
development and research to sustain the LCPS’ postgraduate 
training programs.

4. Results

4.1. Strengths

We identified five major strengths of the LCPS Psychiatry 
Residency Program, which was launched in July 2019. First, full 
engagement of and collaboration with local and national stakeholders 
in pursuing a common goal: to improve mental health care in Liberia. 
This engagement required significant time investment and 
relationship-building over 10 years. In order to effectively advocate for 
resources, buy-in from all stakeholders—educational leaders and local 
partners alike—was essential (27). Second, the early procurement of 
quality video conferencing equipment and stable internet for the 
program. This facilitated residents’ access to remote learning, 
including guest lectures, case conferences, and grand rounds. The 
addition of international guest lecturers with advanced expertise in 
the subspecialty areas of psychiatry widened the breadth of exposure 

to different faculty members despite the physical presence of only two 
Liberia-based psychiatry faculty. Graduates of the postgraduate 
psychiatry program will be  the first in-country physicians to gain 
training in subspecialty areas of psychiatry such as neurology, which 
remains critical as the nation’s largest hospital has an average stroke 
admission rate of two to three patients per day. Integrating neurology 
content into the program curriculum will positively impact psychiatry 
residents and the larger medical community (i.e., medical students, 
non-psychiatry residents, faculty members, etc.) who are invited to 
attend guest lectures. Third, the postgraduate program shared 
e-library access with residents to minimize dependence on Western 
partners to disseminate new publications and updates to mental 
health information. Fourth, the program’s inclusion of intra-
continental collaborations promotes partnerships and bi-directional 
learning between African-based medical schools. By doing so, 
we aimed to minimize the costs associated with overseas travel and, 
more importantly, avoid the brain drain that has historically depleted 
the continent’s most skilled medical professionals (14). Fifth, the 
postgraduate psychiatry program is owned and administered entirely 
by the Liberia-based LCPS, consistent with other medical specialty 
training programs in Liberia. This ensures community ownership, 
engagement, and sustainability.

4.2. Challenges

There were several challenges leading up to the launch of the 
LCPS Psychiatry Residency Program. First, stakeholder engagement 
and collaboration was challenging due to frequent changes at different 
levels in the national government. This meant that relationships and 
connections needed to be  rebuilt and trust reestablished before 
planning could continue. This process took 10 years. In addition to the 
frequent changes in national government officials and key 
stakeholders, navigating the intricacies of the local political and 
administrative process was difficult. The process underscored the 
importance of remaining flexible and tolerating ambiguity, which are 
key competencies when working in resource-constrained settings (27).

Second, program faculty faced difficulties in recruiting candidates 
for the postgraduate psychiatry program as university salaries are 
historically lower in the field of psychiatry relative to other medical 
specialties. Program faculty are working to improve the recruitment 
process by increasing early exposure to psychiatry in medical school 
to attract a strong pool of candidates to the postgraduate program.

Third, the program placed an added demand on the two 
in-country psychiatrists to balance providing their psychiatric 
expertise, educational leadership in curriculum development, and the 
administrative and advocacy work required to secure resources for the 
postgraduate program. Members of the Liberia-Boston collaboration 
continue to meet regularly to strategically maximize existing resources 
and reduce the administrative burden for the in-country 
teaching faculty.

4.3. Opportunities

As the LCPS Psychiatry Residency Program grows, we  have 
identified short-and long-term opportunities for improvement and 
expansion. Short-term opportunities include the development of a 
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monitoring, evaluation, and learning (MEL) framework with 
measurable indicators to track resident progress and ensure residents 
receive timely and valuable feedback regarding their clinical skills and 
knowledge. This aligns with the LCPS’ historical culture of learning 
and adaptation of existing medical specialty training programs. The 
MEL framework will also include a program evaluation component 
that will evaluate resident experiences with didactics, clinics, and 
wards, as well as feedback from program faculty, staff, and other 
stakeholders. This evaluation will be  used to assess and improve 
curricular offerings, supervision, working environments, and future 
program planning. Another short-term opportunity identified is 
diversifying subspecialty areas of psychiatric and neurological training 
by expanding international faculty collaborations and integrating 
research mentorship throughout the program.

In the long term, the Liberia-Boston collaboration aims to access 
the necessary equipment and resources to obtain full accreditation of 
the postgraduate psychiatry program through the WACP. As 
psychiatrists complete the postgraduate program and enter the 
workforce, we also aim to expand available clinical services to include 
psychotherapy and school-based interventions to improve access to 
and utilization of mental health care services.

5. Discussion

5.1. Key results

This paper outlined the strengths, challenges, and opportunities 
for improvement in developing and initiating Liberia’s first 
postgraduate psychiatry program (Table 1). In doing so, we aimed to 
offer a framework for developing postgraduate psychiatry training in 
analogous settings where one does not exist and where there are 
limited mental health personnel and resources.

The successful launch of the postgraduate psychiatry training 
program in Liberia is attributed to several factors, including a long-
standing partnership of over 10 years between faculty at the LCPS in 
Monrovia, Liberia and at BMC/BUSM in Boston, United States. In 
addition, mental health capacity-building efforts were supported on a 
national level and well underway before the postgraduate psychiatry 
training program launched. This is best demonstrated by the 
development of Liberia’s first national mental health policy in 2009 
and the ensuing 5 years Mental Health Policy and Strategic Plan for 
Liberia (2016–2021) by the Government of Liberia’s Ministry of 
Health (20). This foundation laid the groundwork for collaboration 
and trust building between national leaders, the local medical school, 
and hospitals, which facilitated the following: (1) establishment of the 
Liberia-Boston collaboration; (2) conduct of a situational analysis of 
mental health stakeholder priorities, commitments, and needs; (3) 
development of a postgraduate psychiatry training curriculum that 
aligned with regional governing bodies and practices; (4) 
establishment of a core teaching faculty with specialized expertise in 
a broad range of areas within psychiatry; and (5) promotion and 
recruitment of strong candidates to the postgraduate psychiatry 
training program.

These steps culminated in successfully launching Liberia’s first 
psychiatry postgraduate training program in July 2019, which enrolled 
three psychiatry residents. Authors continue to document the 
implementation and adaptation of the postgraduate psychiatry 

training program to disseminate best practices and lessons learned in 
a resource-constrained setting. Launching and sustaining the first 
postgraduate psychiatry training program Liberia has the potential to 
increase mental health care capacity exponentially over the next 
5 years.

5.2. Strengths and limitations

One limitation of this paper is the lack of data on the situation 
analysis and needs assessment of the planning and implementation 
phase of the LCPS Psychiatry Residency Program. This is primarily 
due to the multipurpose nature of the Liberia-Boston collaboration, 
one of which was developing the country’s national mental health 
policy and the mental health policy and strategic plan (2016–2021), 
where these data have been presented (20, 32). This paper aims to 
describe the process and offer a framework for partnership and 
collaboration that led to establishing a postgraduate training program 
in a resource-constrained setting. Subsequent publications will include 
data on the evaluation of the program, including process evaluation 
and outcome measures such as faculty evaluations, assessment of 
resident competencies in clinical skills, and standardized tests.

One major strength of the LCPS Psychiatry Residency Program is 
the curriculum development adapted from the WACP. This makes it 
possible for the postgraduate training program to seek accreditation 
from the regional accreditation body. An advantage of this is that 
graduates from the program may become involved in the WACP to 
improve postgraduate psychiatry training in the West African region 
and strengthen intra-continental collaboration and partnerships. The 
WACP curriculum is developed by a committee of specialists from all 
member countries to reflect the knowledge and competencies required 
of trainees to become effective mental health specialists with the 
capacity to work in any of its member countries. One of the core 
faculty of the LCPS Psychiatry Residency Program was trained in 
Nigeria and completed a fellowship in the WACP Faculty of Psychiatry. 
By leveraging these intra-continental partnerships, capacity building 
and knowledge sharing can be more effective and accessible.

5.3. Comparison with the literature

Academic medical centers in LMICs and HICs often form 
educational collaborations to improve healthcare delivery and health 
outcomes in resource-constrained settings (16). These partnerships 
accelerate capacity building through education, training, and 
distribution of resources that facilitate the exchange of knowledge, 
expertise, and best practices (16, 33). This is particularly important in 
African countries striving to overcome the effects of poverty and 
colonization, where resources are limited, infrastructure is often 
inadequate, and qualified faculty are in short supply (16). There have 
been several models of LMIC and HIC collaboration, including 
project-based, time-limited grant-funded collaborations; others have 
involved public sector funding, while others have involved the private 
sector, faith-based organizations, and NGOs (15, 16, 18, 34–37).

The Liberia-Boston collaboration is based on a relational model 
with funding from the Liberian government, similar to TAAPP and 
the Toronto Addis Ababa Academic Collaboration (TAAAC) (16, 34). 
Essential elements to successful collaboration include understanding 
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contextual factors and clarity about funding, ownership, expertise, and 
control (16). From the onset of the LCPS Psychiatry Residency 
Program, the collaboration established clear roles of the partnering 
institutions and defined ownership and control of the program. 
Similar to TAAPP and TAAAC, the LCPS Psychiatry Residency 
Program’s curriculum was collectively designed by faculty from the 
LCPS and the BMC/BUSM Department of Psychiatry. The curriculum 
was adapted from the WACP as the program aims to eventually gain 
accreditation through the regional accrediting body. An advantage of 
accrediting the program is the promotion of intra-continental 
partnerships with other psychiatry residency training programs in the 
West African region and beyond.

Similar to the challenges faced by the Liberia-Boston collaboration 
in launching the LCPS Psychiatry Residency Program, TAAAC 
reported administrative and bureaucratic challenges with local 
partners, making coordinating joint efforts taxing (16). Local TAAAC 
faculty also reported increased administrative burden despite high 
levels of motivation, similar to the challenges faced by the LCPS 
Psychiatry Residency Program faculty.

Finally, the allure of the West poses a challenge for the LCPS 
Psychiatry Residency Program that is well documented throughout 
the literature (16, 37). In its first year, one of the three matriculated 
psychiatry residents left Liberia for the United States. Consistent with 
progress made in Ethiopia, the LCPS hopes that the growing 
availability of quality in-country postgraduate training and 
mentorship in Liberia will retain ambitious trainees and graduates (16).

5.4. Implications of the findings for future 
practice and research

This paper presents the process leading up to the establishment of 
the first postgraduate psychiatry training program in Liberia. By 
outlining the strengths, challenges, and opportunities for 
improvement, we hope to provide a framework for other academic 
medical centers seeking to pursue similar LMIC and HIC 
collaborations to improve the capacity for mental health care in 
resource-constrained settings.

There are several aspirations for future collaborations and 
associated constraints to sustained implementation (Table 2). First, 
there is a need to continue to attract strong candidates to apply to 
psychiatry. Psychiatry as a specialty is not a top choice for many 
medical school graduates in African countries because of high levels 
of stigma associated with mental illness and low wages (15, 34). One 
possible solution is focusing more heavily on the undergraduate 
psychiatry curriculum (34). Other public health approaches such as 
developing strategies to change norms and beliefs about mental illness 
to reduce stigma may also be effective. This approach has proven to 
be  impactful in reducing the stigma around HIV/AIDS in Africa 
(38–40). However, such an approach would require involvement of 
multiple partners, which may be  viewed as beyond the scope of 
educational partnerships.

Second, reducing administrative burdens of local faculty must 
be  considered. As part of program development, it is essential to 
include the role of program coordinators to manage the administrative 
tasks of running a psychiatry residency program. In fundraising for 
global mental health programs, donors and stakeholders have 
traditionally considered “overhead” or indirect costs to be wasteful. 

However, programs with robust infrastructure including strong 
leadership, essential administrative support, technology, fundraising 
processes, financial management, and skills training are more likely to 
succeed (41). Identifying these costs early on during the planning 
phase and stakeholder meetings and incorporating these costs into 
budget planning contributes to the success of postgraduate 
training programs.

Third, as residents graduate from training programs, efforts need 
to be  made to absorb them into the academic medical centers to 
increase the capacity of local faculty (15, 34). This includes dedicating 
resources to early career faculty development. In addition, non-faculty 
and community-based graduates of the program will be invited to 
provide lectures and supervision for residents in the program (34). 
Continuing education should also be  a vital component of the 
residency training program, offering both faculty and graduates the 
opportunity to maintain and improve their medical skills and 
competencies (15, 34).

Fourth, subspecialty fellowship programs, particularly in child 
and adolescent and addiction psychiatry, are greatly needed. Like 
many African countries, Liberia consists predominantly of people 
under the age of 25 years, which makes training child and 
adolescent psychiatrists a desirable goal. There are only two 
countries in Africa with formal postgraduate training in child and 
adolescent psychiatry, which presents great potential for future 
collaborations and expansion of existing postgraduate psychiatry 
training programs (15, 42). Furthermore, the burden of substance 
use in Africa is enormous and projected to increase by 130% by 
2050 (43, 44). Subspecialty training is essential for service 
provision and research, and it helps bolster evidence-based 
treatment (45, 46). A recent study found only six master’s level 
programs offering courses in addiction studies, and only one was 
in addiction psychiatry (47). There is no formal subspecialty 
training in addiction psychiatry available in Africa, with general 
psychiatrists working in this area and acquiring competence 
through research and experience (45). A short-term solution to 
training subspecialists in these areas will be to create pathways for 
graduates of residency programs in LMICs to pursue fellowship 
training in HICs where these partnerships exist. These trained 
subspecialists would be expected to return to their home countries 
and, leveraging on existing relationships, build capacity in these 
subspecialty areas. Alternatively, current structures may 
be expanded to create a hybrid model of fellowship training. In 
this model, one fellow is admitted per year. The fellow would 
spend half the fellowship at their local site with weekly supervision 
and didactics from international faculty with subspecialty 

TABLE 2  Implications for future practice and research.

Implications for future practice and research

	•	 Implementing and engaging multiple partners to attract strong candidates

	•	 Creating a funding mechanism to hire program coordinator to reduce 

administrative burden on local faculty

	•	 Dedicating resources to early career faculty development to absorb resident 

graduates of the program

	•	 Developing postgraduate subspecialty fellowship programs especially child and 

adolescent, and addiction psychiatry

	•	 Strengthening research capacity

88

https://doi.org/10.3389/fpubh.2023.1020723
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Ghebrehiwet et al.� 10.3389/fpubh.2023.1020723

Frontiers in Public Health 08 frontiersin.org

expertise, and the other half of the fellowship at the international 
training site. The fellowship would also involve the completion of 
a research project relevant to the subspecialty. Once the fellowship 
is complete, the fellow would become faculty and provide onsite 
supervision for the next generation of fellows.

Fifth, there is a dire need to strengthen research capacity in 
resource-constrained settings. For decades, increasing research 
capacity has been a global health priority as it helps to strengthen 
health systems (48, 49). Despite this, LMICs continue to 
experience inadequate funding, exclusion of local researchers in 
clinical trials carried out in their own countries, structural power 
imbalances, and a lack of training in research methods, amongst 
others (49, 50). In 2019, only 2% of publications in high-impact 
journals featured articles exclusively authored by researchers from 
LMICs, and about 8% featured collaborations between authors 
from LMICs and HICs (49). Publications led by local African 
authors were less than 2% of global research publications in 2014 
(51). To address this, the WACP integrates training in research 
methods into the curriculum for psychiatry residents. In addition, 
the WACP requires completion and successful defense of 
independent research as a pre-requisite for conferment of 
fellowship status. The goal is to train clinician-scientists who are 
competent in conducting research to generate local data that 
informs both evidence-based treatments in the local population 
and mental health policies. The LCPS Psychiatry Residency 
Program offers didactics in research methods and monthly journal 
clubs to provide exposure to research methods, develop critical 
appraisal skills, and stimulate interest in mental health research. 
In the future, we hope to expand the curriculum to include the 
conduct of independent research through collaborations with 
regional and international partners. Most postgraduate training 
programs in Africa focus on producing clinicians with 
competencies in delivering effective and evidence-based 
treatment; however, it is crucial to incorporate research training 
and skills acquisition as these programs expand. New programs 
should consider incorporating research training and capacity 
building early on in postgraduate training. In addition, local 
faculty should be  provided with opportunities for training in 
research methods, and partnerships with international academic 
medical centers may provide an avenue for securing grant funding 
to carry out local research in the partnering countries (52).
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