Comment

Considerable progress has been made over the past
decade in epidemiological and intervention research,
service delivery, and increasing awareness of and
appreciation for the importance of mental health in lowincome and middle-income countries (LMICs). A key
example of this progress is the WHO’s Comprehensive
Mental Health Action Plan 2013–2020.1 As global mental
health moves forward into areas of implementation
science, health systems strengthening, and policy
making, we believe it is necessary to highlight what,
in our opinion, is a major gap in the field: the lack of
information on the prevalence and treatment of cooccurring mental health, substance use, and other
psychosocial problems.
In high-income countries (HICs), published literature
shows that comorbidity of common mental health
problems is the rule, not the exception. Depression,
anxiety, and post-traumatic stress disorder frequently
occur together,2 and mental health problems are common
among people with alcohol and other substance use
disorders, and those individuals who have or perpetrate
interpersonal violence.3 On the basis of data from our
studies, including an ongoing one in Zambia (Kane JC,
Murray, LK, unpublished), we suspect co-occurrence
of mental health, substance use, and psychosocial
problems is similarly prevalent in LMICs, albeit not well
documented. Not surprisingly, our data also suggest that,
similar to HICs,4 comorbidity of mental health problems is
common among people with physical health issues, such
as HIV and disabilities (Kane JC, Murray, LK, unpublished).
The lack of information and attention on comorbidity
in LMICs results from multiple issues. First, many studies
focus on a single disorder of interest (eg, depression
alone) and are not designed to assess co-occurring
symptoms or conditions. This narrow focus impedes
our understanding of comorbidity and undermines
our ability to improve the understanding of the cause.
Second, treatment for mental health in LMICs has
also been primarily focused on a single problem. As
suggested elsewhere,5 such siloed treatment models are
not only inefficient, given the need for extensive and
complex referrals, but also greatly inhibit scale-up and
sustainability. Third, studies or programmes that have

an interest in assessing comorbidity often lack both
validated assessment tools that cut across disorder types
and the time needed to collect the data. Finally, studies
that do measure multiple outcomes tend not to report
how often these conditions co-occur and interact, or
how interventions affect multiple conditions among
people with comorbidities.6
We propose three approaches to improve our
understanding of comorbidity in LMICs. First, more
explicit attention in this area is warranted. This approach
includes publication of existing data on comorbidity,
building the measurement of comorbidity into
study designs a priori (including accounting for this
measurement in sample size calculations), and crucially,
increasing financial support from key stakeholders and
funders to assess and treat comorbidity. Second, brief,
pragmatic tools are needed to measure symptoms and
problems across a range of conditions to help us improve
the understanding of who has these problems, how they
change and influence each other, and how treatment
might affect their course. An example of this second
approach in HICs is the measurement of patient-reported
outcomes (PROs) within Center for AIDS Research
Network of Integrated Clinical Systems, a collaboration
of eight clinics that have already treated more than
30 000 patients with HIV in the USA. Every 4–6 months,
while queuing for clinical care, patients complete PRO
assessments that include validated measurement tools
for depression, anxiety, and substance use. Data are
used for clinical care and research.7 In LMIC settings, our
team and our partners are using item response theory
to help refine and improve practical tools that improve
the assessment of comorbidity. For example, in Ukraine,
we used item response theory to reduce successfully an
83-item questionnaire covering depression, anxiety, and
post-traumatic stress, to 20 items.8
Finally, a fundamental shift in treatment approach
is needed. LMIC health systems are increasingly being
modelled after those in HICs, in which treatment of
specific disorders is done by a specialist in a single
problem area (eg, specific provider or clinic for anxiety
distinct from a provider or clinic for substance use).
Mimicking this approach in LMICs seems both misguided,
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given the likelihood of comorbidity and limited
availability of professionals with specialised training,
and unfeasible, given the dearth of infrastructure and
resources. Therefore, we reiterate the call for a shift to
multiproblem, modular transdiagnostic approaches
that offer a single provider the tools to address
comorbidities in a flexible manner,9 rather than single
disorder treatments. Treatments should be integrated
within existing primary care settings (WHO’s mhGAP
intervention guide represents a current effort)10 and other
front line community-based settings from diverse sectors
(eg, education, cultural and religious),11 when possible.
This approach could increase efficiency, and ensure
appropriate identification and treatment of comorbid
physical health conditions (eg, diabetes, HIV, and
disabilities), which frequently co-occur with each other
and with common mental health problems.4

We declare no competing interests.
The unpublished data from Zambia mentioned in this Comment are from a
study that is supported by the UK Department for International Development
and the South Africa Medical Research Council, as part of the What Works to
Prevent Violence against Women and Girls Programme. Results were presented
to the Ministry of Health, in Lusaka, Zambia, in May 2018. The data cited from
Ukraine are from a study supported by United States Agency for International
Development (USAID) Victims of Torture Fund (VTF).

*Jeremy C Kane, Michael J Vinikoor, Emily E Haroz,
Maytham Al-Yasiri, Sergiy Bogdanov, John Mayeya,
Francis Simenda, Laura K Murray

7

Department of Mental Health, Johns Hopkins Bloomberg School
of Public Health, Baltimore, MD 21205, USA (JCK, EEH, LKM);
University of Alabama at Birmingham School of Medicine,
Birmingham, AL 35294, USA (MJV); Babylon University College of
Medicine, Al–illah, Babylon, Iraq (MA-Y); Centre for Mental Health
and Psychosocial Support, National University of Kyiv-Mohyla
Academy, Kyiv, Ukraine (SB); Ministry of Health, Lusaka, Zambia
(JM); and Chainama Hospital, Great East Road, Lusaka, Zambia (FS)
jkane29@jhu.edu

2

1
2
3
4
5
6

8
9
10
11

Saxena S, Funk M, Chisholm D. World Health Assembly adopts
comprehensive mental health action plan 2013–2020. Lancet 2013;
381: 1970–71.
Demyttenaere K, Bruffaerts R, Posada-Villa J, et al. Prevalence, severity, and
unmet need for treatment of mental disorders in the World Health
Organization World Mental Health Surveys. JAMA 2004; 291: 2581.
Straus H, Cerulli C, McNutt LA, et al. Intimate partner violence and functional
health status: associations with severity, danger, and self-advocacy behaviors.
J Womens Health 2009; 18: 625–31.
Salisbury C, Man M-S, Bower P, et al. Management of multimorbidity using
a patient-centred care model: a pragmatic cluster-randomised trial of the
3D approach. Lancet 2018; 392: 41–50.
Murray LK, Jordans MJD. Rethinking the service delivery system of
psychological interventions in low and middle income countries.
BMC Psychiatry 2016; 16: 234.
van Ginneken N, Tharyan P, Lewin S, et al. Non-specialist health worker
interventions for the care of mental, neurological and substance-abuse
disorders in low- and middle-income countries.
Cochrane Database Syst Rev 2013; 11: CD009149.
Kozak MS, Mugavero MJ, Ye J, et al. Patient reported outcomes in routine
care: advancing data capture for HIV cohort research. Clin Infect Dis 2012;
54: 141–47.
Doty BS, Haroz EE, Singh NS, et al. Adaptation and testing of an
assessment for mental health and alcohol use problems among
conflict-affected adults in Ukraine. Confl Health (in press).
Murray LK, Dorsey S, Haroz E, et al. A common elements treatment approach
for adult mental health problems in low- and middle-income countries.
Cogn Behav Pract 2014; 21: 111–23.
WHO. mhGAP intervention guide — Version 2.0. World Health Organization:
Geneva, 2016. http://www.who.int/mental_health/mhgap/mhGAP_
intervention_guide_02/en/ (accessed August 15, 2018).
Kohrt B, Asher L, Bhardwaj A, et al. The role of communities in mental health
care in low- and middle-income countries: a meta-review of components
and competencies. Int J Environ Res Public Health 2018; 15: 1279.

www.thelancet.com/psychiatry Published online August 30, 2018 http://dx.doi.org/10.1016/S2215-0366(18)30301-8

