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Abstract: Background: Adolescence is defined by key transitional elements which are con-
sidered within a cross-cultural context. The importance of building mental health capacity for 
adolescents in low- and middle-income countries (LMICs) as well as high-income countries 
(HICs) is reviewed. 

Objectives: To review the developmental period of adolescence, global needs for mental 
health promotion, the needs of LMICs while emphasizing building adolescent mental health 
capacity, and the importance of efforts to promote mental health literacy.  

Methods: Mental health literacy (MHL) is presented as a strategy that can increase public 
awareness regarding mental health issues among adolescents. Increased awareness through 
an MHL framework is discussed as a way to build adolescent mental health capacity; with 
this work ideally occurring through global communities of practice (COP), dialogue, collabo-
ration, and mutual support that aim to build innovation in systems of mental health promo-
tion. 

Results: The authors review structural components in research, practice, and policy that seek 
to build global adolescent mental health capacity, nested within COPs involving HICs and 
LMICs working together to advance mental health promotion for children, adolescents, and 
young people. 

Conclusion: The article concludes with a discussion of how the three structural components 
(i.e., research, practice, and policy) can address gaps in the provision of global mental health 
services for adolescents to meet adolescent mental health needs in LMICs and HICs. A 
multi-sectoral approach emphasizing a global COP is presented as a way to scale up capacity 
and maximize outcomes. �

Keywords: Adolescent mental health, adolescence, international mental health, building capacity. 

1. INTRODUCTION: DEFINING ADOLES-
CENCE 

Adolescence has been defined as “the period in 
human growth and development that occurs after 
childhood and before adulthood, from ages 10 to 
19 years” (Ramadass, Gupta, & Nongkynrih, 
20017, p. 468; World Health Organization 
[WHO], n.d.). WHO defines young people as en-
compassing ages 10 to 24 and youth as those in the  
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15 to 24 age range (WHO, n.d.). With the excep-
tion of infancy, adolescence is one of the most in-
tense developmental times of change. These 
changes encompass all areas of an adolescent’s life 
-- biological, social, educational, psychological, 
and developmental. They occur within the adoles-
cent’s cultural context that may lend itself to vari-
ous transitions during adolescence.  

Definitions of adolescence can vary across na-
tional contexts. For instance, while some cultures 
may view adolescence as a time of forging auton-
omy and independence, others might not view 
leaving the family as a critical task of adolescence. 
Further, while adolescence has been viewed by 
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some as a time of “storm and strife”, more recent 
research has examined the brain changes that oc-
cur during this period of development (e.g., matu-
ration in reward, relationship, and regulatory neu-
ronal systems) and documented the lack of con-
cordance between the reward/limbic system and 
the regulatory/pre-frontal cortex system that de-
velops later (Curtis, 2015; Steinberg, 2014). Brain 
research has helped us understand that the brain 
continues to develop into the 20s, thus presenting 
implications for the length of adolescence (e.g., at 
what age does it end?), as well as understanding 
that brain connections linked to reasoning, emo-
tion, and impulse control continue to develop and 
mature throughout this time (Giedd, 2015).  

Cultural contexts can lend themselves to transi-
tional shifts throughout adolescence. Such transi-
tions are broad and simultaneously experienced by 
the adolescent. These include: academic level of 
study (e.g., middle school to high school; high 
school to university); from living at home to living 
in a boarding school, university setting, or one’s 
own home, etc. For adolescents living with their 
family of origin, such shifts might include in-
creased responsibility for taking care of and con-
tributing to the family’s needs; transitions from 
one’s family of origin to developing one’s own 
family; transitions to greater financial responsibil-
ity for one’s self and/or family of origin or new 
family; and transitions from being a student to be-
ing employed. The vast amount and array of po-
tential transitions for adolescents highlight some 
of the key challenges that emerge during this time 
of life.  

Ideally, these myriad changes experienced by 
adolescents are met with support from family, 
community, school, peer group, and the broader 
cultural context. The idea here is that support from 
the ecological community surrounding the adoles-
cent can encourage positive developmental 
changes and mental health promotion (Clauss-
Ehlers, Chiriboga, Hunter, Roysircar, & Tummala-
Narra, 2019), while at the same time being sensi-
tive to the needs of people involved in promoting 
adolescent mental health, and in some cases pro-
viding care for adolescents with more severe chal-
lenges (Dice & Zoena, 2017). At the same time, a 
lack of such support may lead to a rupture in 
achieving developmental milestones and transi-
tions. Clearly, many challenges faced by adoles-

cents indicate a need for global, targeted mental 
health promotion for this group.  

2. PREVALENCE OF ADOLESCENT MEN-
TAL HEALTH ISSUES GLOBALLY 

Using a more narrow definition of ages 10-19, 
globally there are around 1.2 billion adolescents 
that make up 16 percent of the world’s population 
(UNICEF, 2016). Data indicate that 80% of ado-
lescents live in resource-constrained low- and 
lower-middle income countries (LMIC; Fisher & 
Cabral de Mello, 2011; Juengsiragulwit, 2015). 
While the WHO has long recommended mental 
health promotion for children and adolescents 
(Juengsiragulwit, 2015), LMIC countries that tend 
to have proportionally higher adolescent popula-
tions do not necessarily have policies that reflect 
child and adolescent mental health services 
(CAMHS) in place.  

A dearth of policies is further exacerbated by 
the fact that LMICs often lack a mental health 
treatment infrastructure. For instance, LMICs have 
fewer pediatricians trained in mental health as well 
as fewer CAMH professionals and less commu-
nity-based mental health care (WHO, 2005). In a 
literature review that sought to identify obstacles 
and opportunities for CAMHS in LMICs, Jueng-
siragulwit (2015) concluded that “A surprising 
finding from the review is that the current situation 
of CAMHS in LMICs is quite similar to that of 40 
years ago. Evidence is scarce, and much of the 
evidence base comes from reviews of limited data 
or expert opinions rather than objective measures 
of interventions” (p. 120).  

Building capacity for CAMHS in LMICs, as 
well as high resource settings, is critical. These 
efforts seem particularly relevant, given that many 
mental health issues experienced by adults have 
onset during adolescence. The data indicate, for 
instance, that the average age of onset (AAO) for 
50% of mental health issues is during the mid-teen 
years and 75% by the mid-20s (Kessler, et al., 
2007). Even in high-income countries (HICs) such 
as the United States (U.S.), in 2016, only 41% of 
3.1 million adolescents who experienced depres-
sion received mental health treatment (U.S. De-
partment of Health and Human Services, Sub-
stance Abuse and Mental Health Administration 
[USDHHS], 2017). Further, while more than 15 
million U.S. adolescents needed psychiatric inter-
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vention, only approximately 8,300 U.S. psychia-
trists were specifically trained in child and adoles-
cent psychiatry (USDHHS, n.d.). 

Stigma and cultural attitudes regarding mental 
health issues remain an additional core factor that 
can interfere with access and utilization of mental 
health services among adolescents (USDHHS, 
n.d., Clauss-Ehlers, et al., 2019). As described by 
Pescosolido, Olafsdottir, Martin, and Long (2008), 
stigma “marks a person as tainted, calls their iden-
tity into question, and allows them to be deval-
ued…[it] deprives people of their dignity, chal-
lenges their humanity, and interferes with their full 
participation in society” (p. 21). Dynamics associ-
ated with mental health stigma have shown mixed 
results across nations. In the 1950s, for instance, 
studies focused on mental health stigma found that 
people had a limited understanding of mental ill-
ness (Pescosolido, et al., 2008). In their review of 
studies conducted in the 1990s, Pescosolido et al. 
(2008) found that the U.S., Canada, Ireland, and 
Britain supported “a high level of acceptance of 
scientific advances marking biological and genetic 
causes of mental health problems; an acknowl-
edgment of, and differential response to types of 
mental health and substance abuse problems (e.g., 
depression, schizophrenia, addictions); and a rec-
ognition of the existence of (and support for) ef-
fective treatments” (p. 22).  

At the same time, however, studies from the 
U.S. and Canada also indicated a public unwill-
ingness to work with someone who had a mental 
illness. Views of those with mental illnesses as 
being violent, dangerous, and unpredictable were 
also reflected in these research findings (see Link, 
Phelan, Bresnahan, Stueve, & Pescosolido, 1999). 
Research in Hong Kong demonstrated a similar 
dynamic whereby the public indicated greater un-
derstanding and awareness of mental health issues 
alongside a somewhat increased negativity to-
wards those who had received mental health serv-
ices (Chou & Mak, 1998). Mental health related 
stigma has influenced access and utilization of 
services in Ghana, Uganda, South Africa, and 
Zambia (Kleintjes, Lund, & Flisher, 2010). Re-
search has also demonstrated that mental health 
related stigma interferes with people accessing 
services in many Latin American countries (Cal-
das de Almeida & Horvitz-Lennon, 2010).  

Mental health related stigma as it plays out for 
adolescents introduces some specific considera-
tions. Because adolescence is a time of identity 
development and transition, the risk of internaliz-
ing others’ stigmatizing attitudes may have a det-
rimental effect on adolescents and developmental 
processes experienced by them. Further, adoles-
cents may internalize stigma related to their defini-
tion of self not being accepted by others (Clauss-
Ehlers et al., 2019). For instance, Bostwick et al. 
(2014) found a diverse group of sexual minority 
youth experiencing stigma related to their identifi-
cation as lesbian, gay, bisexual, and transgender 
(LGBT). Sexual minority youth are twice as likely 
as heterosexual youth to consider suicide (Bost-
wick et al., 2014). Hence, identification and the 
intersectionality of such identifications that char-
acterize adolescence may be met with stigmatizing 
attitudes that put adolescents in jeopardy of inter-
nalizing such attitudes or not seeking treatment.  

Parental/caregiver attitudes may also contribute 
to the experience of mental health related stigma 
among adolescents. The literature indicates that 
parents report more stigma related to seeking men-
tal health services for their children in comparison 
to getting medical care (Young & Rabiner, 2015). 
Parents may struggle with accepting that their ado-
lescent has a mental health issue that warrants 
treatment. Family support programs that provide 
multiple levels of support for adolescents and their 
families have been shown to be effective in work-
ing with adolescents struggling with a mental 
health issue as well as their families (Kuhn & 
Laird, 2016). Related interventions from various 
countries that have demonstrated efficacy in men-
tal health promotion among adolescents are pre-
sented below.  

3. GLOBAL MENTAL HEALTH LITERACY 
TO PROMOTE ADOLESCENT MENTAL 
HEALTH 

One effective way to promote mental health is 
to increase public knowledge via Mental Health 
Literacy (MHL). The United Kingdom’s (U.K.) 
Mental Health Foundation defines MHL in terms 
of knowledge and beliefs regarding mental disor-
ders that help promote their recogni-
tion/identification, management, and/or prevention 
(Mental Health Foundation, n.d.). MHL has also 
been thought to further spread awareness of mental 
health disorders and different treatment possibili-
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ties (Melas, Tartani, Forsner, Edhborg, & Forsell, 
2013). Due to the treatment gap (defined here as 
onset or continuation of a mental health issue and 
no access to mental health care and support), and 
lack of MHL, it is often the case that individuals 
who develop a mental disorder will receive de-
layed or no professional help (Kohn, Saxena, Le-
vav, & Saraceno, 2004).  

While most studies have focused on MHL 
among adults, some research has explored this 
concept among adolescents (Melas et al., 2013). A 
study conducted in Sweden examined how much 
Swedish adolescents were aware of symptoms re-
lated to depression and schizophrenia. The 426 
adolescents who participated in the study were 
given two vignettes and asked to identify the ex-
tent to which they reflected symptoms of depres-
sion and schizophrenia. Results indicated that 
42.7% and 34.7% of respondents identified de-
pression and schizophrenia. Only 22.5% of re-
search participants suggested professional help to 
be needed for the depression vignette and 32.6 % 
for the vignette reflecting schizophrenia. Further, 
while openness to helping someone experiencing a 
mental health issue was indicated by 58.2% of the 
sample (mostly female respondents), 11.5% indi-
cated stigmatizing attitudes in response to the vi-
gnette that depicted an experience of schizophre-
nia. The researchers concluded that there are rela-
tively low levels of MHL among teenagers in 
Sweden and that action is required to promote 
mental health. The recommendation was made to 
implement awareness campaigns as well as psy-
choeducation as part of the school curriculum 
(Melas et al., 2013).  

In a study of MHL among secondary teachers 
(i.e., teachers who are primarily in the classroom 
with adolescents), Kutcher et al. (2016) applied an 
MHL curriculum in schools in Tanzania. Teachers 
received MHL-focused interventions as a way to 
support positive mental health promotion among 
secondary school students (Kutcher et al., 2016). 
Secondary school teachers in Tanzania learned 
about the African Guide (AG)--a resource adapted 
from a Canadian version of an MHL guide--and 
participated in training workshops.  

Study results were overwhelmingly positive. 
Through workshops and AG interventions, secon-
dary teachers reported a significant increase in 
both mental health and curricular knowledge. At 

the same time, teachers reported a significant de-
crease in stigmatized attitudes about mental health 
issues. Interestingly, after participating in the in-
terventions, the study found that the teachers re-
ported greater efficacy with regard to seeking help 
for themselves and others (Kutcher et al., 2016). 
The researchers stated positive study outcomes 
indicated “ the use of a classroom-based resource 
(the AG) that integrates MHL into existing school 
curriculum through training teachers may be an 
effective and sustainable way to increase the MHL 
(improved knowledge, decreased stigma and posi-
tive help-seeking efficacy) of teachers in Tanza-
nia” (Kutcher et al., 2016, online source). Further, 
because this study was a replication of previous 
research conducted in Malawi (Kutcher et al., 
2015), the researchers suggested study interven-
tions to be further implemented in Malawi and 
Tanzania as well as other Eastern African coun-
tries.  

These studies point to the potentially important 
role that MHL can play for adolescents globally. 
As the studies indicate, community support and 
MHL have the potential to promote mental health 
and wellness among adolescents. In Promoting 
Mental Health: Concepts, Emerging Evidence, and 
Practice--Summary Report, the WHO Department 
of Mental Health and Substance Abuse, in collabo-
ration with the Victorian Health Promotion Foun-
dation and the University of Melbourne, seek to 
define characteristics of mental health promotion 
from a cross-cultural perspective (WHO, 2004). 
Mental health promotion is viewed as being linked 
to health promotion and a public health approach. 
It is defined as “actions that support people to 
adopt and maintain healthy lifestyles and which 
create supportive living conditions or environ-
ments for health” (WHO, 2004, p. 6).  

The 2004 WHO report specifically identifies 
what they call life skills education as a model of 
mental health promotion among adolescents. The 
life skills education model works with adolescents 
to support them in responding to day-to-day life 
challenges. It teaches skills that include “decision-
making, problem-solving, creative and critical 
thinking, effective communication and interper-
sonal skills, self-awareness, and coping with emo-
tions and stress. Life skills are distinct from other 
important skills that young people acquire as they 
grow up, such as numeracy, reading, and practical 
livelihood skills” (WHO, 2004, p. 44). At the time 
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the WHO report was written, it was reported that 
the life skills education model had shown evidence 
of being effective in “the prevention of substance 
abuse, adolescent pregnancy, and bullying; im-
proved academic performance and school atten-
dance; and the promotion of mental well-being and 
health behaviours” (WHO, 2004, p. 44).  

The important role of prevention is another 
foundation for adolescent mental health promo-
tion. Primary prevention efforts “are designed to 
prevent the development of issues such as school 
violence, anxiety disorders, and internaliz-
ing/externalizing mental health problems in re-
sponse to various content areas” (Clauss-Ehlers et 
al., 2019, p. 239). Baker-Henningham (2014) fo-
cused on the role of early childhood education 
programs in the promotion of child and adolescent 
mental health in LMICs. The study appraised peer-
reviewed journal articles, describing controlled 
evaluations of early childhood education interven-
tions and their outcomes. Three elements were 
identified as increasing the probability of benefit-
ing a child’s future mental health: activities to in-
crease child development skills (e.g., cognition, 
language, emotional competence), training care-
givers, and increasing attention to caregivers’ 
mental health. The study concluded that it is likely 
that high-quality programs, their length, and inten-
sity play a relevant, beneficial role in promoting 
children’s future mental health (Baker-
Henningham, 2014).  

The fact that caregivers’ mental health has been 
found to influence child and adolescent mental 
health has important implications for MHL at the 
community level. Studies indicate that parents 
have the opportunity to be crucial mediators of 
adolescent distress and can play a key role in help-
ing adolescents seek mental health treatment 
(Clauss-Ehlers, 2017; Clauss-Ehlers, Austin, Ahto, 
Samperi, Zhao, & Su, 2017; Ruiz-Casares, Kolyn, 
Sullivan, & Rousseau, 2015). Ruiz-Casares et al. 
(2015) conducted a study to describe current pro-
grams across Canada that aim to support parents in 
mental health promotion efforts for their adoles-
cents. While the researchers found that 47 pro-
grams met their criteria and provided a range of 
supports, they also noted that programs were pri-
marily located in certain Canadian provinces and 
not geographically distributed (Ruiz-Casares et al., 
2015). This point raises the question of access to 

mental health services as an issue in adolescent 
mental health literacy and promotion.  

Relatedly, creating an evidence base for effec-
tive suicide prevention and mental health promo-
tion efforts is critical, given that suicide is the third 
leading cause of death among 15 to 19 year-olds 
globally (WHO, 2018). In a cross-national model 
of suicide prevention among adolescents, the 
European Union (EU), under the Seventh Frame-
work Health Program, funded the Saving and Em-
powering Young Lives in Europe (SEYLE) pro-
gram (Wasserman et al., 2010). This cross-nation 
effort specifically aimed to promote suicide pre-
vention intervention efforts among adolescents in 
12 countries: Austria, Estonia, France, Germany, 
Hungary, Ireland, Israel, Italy, Romania, Slovenia, 
Spain, and Sweden (coordinating center).  

The SEYLE sample included 11,110 adoles-
cents with an average age of 15. Interventions en-
compassed MHL efforts such as a Youth Aware of 
Mental Health Programme (YAM) specifically for 
adolescents involved in the study, and the Ques-
tion, Persuade and Refer (QPR) training module 
for teachers and screening by professionals with 
referrals for those students deemed at-risk (Was-
serman et al., 2015). While there was no differ-
ence between intervention and control groups at 
the 3-month follow up interval, the 12-month fol-
low up interval demonstrated that YAM was re-
lated to a significant decrease in “incident suicide 
attempts” (Wasserman et al., 2015). This youth 
awareness intervention further intensifies the im-
portant role of MHL among adolescents.  

4. MOVING FORWARD: IMPLICATIONS 
FOR RESEARCH AND POLICY 

As documented in this review, one in six people 
is between the ages of 10 to 19 years of age, which 
is the WHO’s definition of adolescence (WHO, 
2018). Further, mental health problems make up 
16% of the global burden of disease for this age 
group (WHO, 2018). While approximately 50% of 
all mental health issues start by the age of 14, 
many are not identified, nor are they treated 
(WHO, 2018). Clearly, adolescent mental health is 
a global public health issue.  

WHO published the Global Accelerated Action 
for the Health of Adolescents (AA-HA!): Guidance 
to support country implementation to help gov-
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ernments address adolescent health and mental 
health needs. This WHO document discusses the 
critical importance of early detection and treat-
ment: “It is crucial to address the needs of adoles-
cents with defined mental health conditions. 
Avoiding institutionalization and over-
medicalization, prioritizing non-pharmacological 
approaches, and respecting the rights of children in 
line with the United Nations Convention on the 
Rights of the Child and other human rights instru-
ments are key for adolescents” (WHO, n.d.). WHO 
also supports the active involvement and participa-
tion of adolescents in contributing to national pro-
grams and policies.  

The World Health Organization’s 4S-
Framework seeks to provide resource-constrained 
nations with a structure to address adolescent 
health and mental health (Fisher & Cabral de 
Mello, 2011; WHO, 2009). The first “S” of the 4S-
Framework is “strategic information” such as ado-
lescent mental health morbidity/prevalence data in 
a given community. Strategic information also in-
cludes being aware of natural disasters and 
war/conflict situations that may have an impact on 
adolescent mental health morbidity in a given 
community (WHO, 2009). The second “S” refers 
to “supportive evidence informed policies.” Fisher 
and Cabral de Mello (2011) discuss how, while 
countries typically include adolescents in their 
mental health policy plan, specifics regarding how 
to meet the needs of adolescents are rarely spelled 
out. An informed evidence-based policy approach 
involves policies that focus on prevention and 
early intervention (Clauss-Ehlers et al., 2019), un-
derstanding the needs of vulnerable groups of ado-
lescents (Fisher & Cabral de Mello, 2011), and 
workforce development so that countries have a 
professional presence to address adolescent mental 
health considerations.  

The third S is “scaling up the provision of serv-
ices” (WHO, 2009). This process involves build-
ing out a mental health infrastructure that meets 
the needs of a nation’s adolescents, including 
building out small scale programs that have been 
shown to be effective and adapting them as 
needed. Scaling up means supporting a “broad 
public health response” (Fisher & Cabral de 
Mello, 2011, p. 8). The responsiveness of primary 
health care services is suggested as a critical point 
of contact for adolescents (Fisher & Cabral de 
Mello, 2011). As noted in some of the MHL stud-

ies cited above, schools can provide a natural set-
ting where teachers, parents, and students can 
learn about mental health signs and symptoms.  

Finally, the fourth S is “strengthening other sec-
tors” (WHO, 2009). The emphasis here is that 
cross-sectoral collaboration and involvement fa-
cilitates a comprehensive approach to addressing 
adolescent mental health. Fisher and Cabral de 
Mello (2011) state: “The predominant endorsed 
action is not that dedicated mental health services 
for adolescents are required, but that mental health 
care should be integrated using cross-sectoral 
strategies into the communities in which adoles-
cents live, the institutions they attend and the or-
ganisations in which they participate” (p. 1).  

5. NEXT STEPS 
Global responsiveness to adolescent mental 

health is a large, complex task that involves many 
moving parts. While there is no one solution that 
will address the needs faced by a specific nation, 
the following presents some key themes to con-
sider in building CAMHS regional/country capac-
ity. Three areas relevant to building CAMHS ca-
pacity are presented below. These include re-
search, practice, and policy infrastructure (see Ta-
ble 1 that presents key thematic content).  

5.1. Research 

Reviews of research suggest that most existing 
intervention studies reflect the experiences of 
HICs rather than LMICs. The result is a gap in the 
evidence base with significantly fewer existing 
intervention studies focused on the mental health 
experiences and needs of adolescents from LMICs. 
This knowledge gap exists despite the fact that 
LMICs experience mental illnesses at levels that 
are at least comparable to their HIC counterparts 
(Das, Salam, & Arshad, 2016; Das, Salam, & 
Lassi, 2016).  

Beginning steps to address such barriers include 
encouraging researchers to engage in cross-
national collaboration with multidisciplinary re-
search team members. Patton and Temmerman 
(2016) recommend “coordinated multicomponent 
interventions” as an efficacious strategy to address 
mental health and substance abuse concerns. De-
spite this recommendation, however, the authors 
acknowledge that few existing studies take a 
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multi-coordinated approach. Research such as the 
SEYLE project provides a model of how this ap-
proach can work (Wasserman et al., 2010).  

Related barriers concern research publication 
processes such as the language in which journals 
are published, with most prominent journals in 
English and presenting challenges for researchers 
from non-English speaking countries and LMICs 
(Juengsiragulwit, 2015). Here researchers whose 
first language is not English may be penalized and 
have their work rejected for publication in Eng-
lish-language peer-reviewed journals. If the rejec-
tion is from a journal with high impact, the 
authors’ work is, in effect, prevented from being 
shared across a larger market.  

There are additional barriers such as Institu-
tional Review Boards (IRBs) which are formal 
structures in HICs. The IRB process can introduce 
other issues based upon U.S. research norms. The 
norm for U.S. peer-reviewed journals and for those 
from other HICs is that studies with human sub-
jects must undergo an IRB review process. The 

reality is, however, many countries, especially 
LMICs, do not have IRB processes in place and 
are thus unable to meet publication requirements 
in this domain. The international scholarship may 
be rejected because, what is known as the IRB 
process in the U.S., differs in the author’s country 
of origin.  

When the first author was editor of the Journal 
of Multicultural Counseling and Development 
(JMCD), this issue was addressed via efforts to 
launch a global perspectives journal section. The 
editorial team made changes to the review process 
so that, rather than being penalized and rejected 
for not having an IRB process, international 
authors were given alternative ways to demon-
strate compliance with the ethical and safe treat-
ment of human subjects. The solution reached in 
this instance stated: “As JMCD increasingly re-
ceives international manuscripts, it is important to 
emphasize the requirement for ethical treatment of 
human and animal subjects regardless of possible 
country/institutional requirements to do so and 
given that some countries and respective institu-

Table 1.  Structural Components to Building Global Adolescent Mental Health Capacity 

Structure Gaps  Meeting the Need  Application of a Multi-sectoral Approach 

Research  1. Research disproportionately 
reflective of HICs 
2. Much fewer intervention 
studies that reflect LMICs 
3. Language barriers 
4. Research processes that are 
not inclusive across coun-
tries/regions 

1. Commitment to funding CAMHS 
intervention studies in LMICs 
2. Support to publish in a range of 
peer-reviewed journals 
3. Re-thinking Western IRB proc-
esses that are not inclusive of the 
research processes in other coun-
tries/regions 

1. Engaging multiple systems, levels, and 
services in international intervention studies  
2. Recruit a multidisciplinary research team 
that includes a range of actors who have 
familiarity with the issue, including young 
people 
3. Journal editors and publishers can design 
creative strategies so that their publications 
are more inclusive of global CAMHS re-
search  

Practice 1. Gaps in capacity to scale up 
small scale interventions to 
large scale projects/access  
2. Gaps in ability to move 
away from a one size fits all 
model to adapt interventions 
accordingly 

1. Scale up interventions from 
smaller scale practices so that more 
adolescents have access to services 
2. Adapt interventions so that they 
reflect the cultural and linguistic 
context of the community they are 
designed to serve 
3. MHL as one approach to pro-
mote adolescent mental health 

1. Engage various actors to cultivate a large 
scale program of intervention 
2. Collaborate across national regions and 
internationally to share resources and best 
practices 
3. Engaging youth at all points of the process 
incorporates the youth voice and contributes 
to the pipeline of future mental health profes-
sional capacity 

Policy Infra-
structure  

1. Potential lack of awareness 
and education regarding  ado-
lescent mental health issues 
2. Stigma as a contributor to a 
lack of awareness of the need 
for services 

1. Taking a contemporary public 
health approach  

1. Incorporating a systems-wide, comprehen-
sive public health approach to building a 
policy structure 
2. Including multiple systems, levels, con-
stituencies, and youth in policy development 
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tions may not require a formal IRB as in the 
United States. In a country/institution where  
there is no IRB process in place, it is the  
author(s) responsibility to comply with the ACA 
Code of Ethics in terms of how their sample  
was treated (American Counseling Association,  
2014a; American Counseling Association, 2014b; 
http://www.counseling.org/resources/aca-code-of-
ethics.pdf). The authors should also clearly specify 
in the Methods section the procedures they used to 
comply with these standards. In addition, author(s) 
are required to state how they responded to their 
respective countries/institutions’ requirements  
(if applicable) regarding the ethical treatment  
of human subjects and animals” (see http: 
//jmcdonline.org/guidelines/, JMCD website, re-
trieved 2019). 

5.2. Practice 

In response to the 4S of “scaling up,” commu-
nity practice efforts suggest that cultivating large 
scale programs from smaller, successful adoles-
cent mental health promotion projects may be a 
powerful way to contribute to building a larger in-
frastructure (Kleintjes et al., 2010). At the same 
time, it is important that those who implement the 
evidence-base in large scale settings are aware of 
and sensitive to the importance of adapting inter-
ventions so that they reflect the cultural contexts 
of the communities they are designed to serve 
(Clauss-Ehlers et al., 2019). The WHO’s focus on 
cross-sectoral strategies to bring resources together 
and build upon them, suggests a creative platform 
from which to collaborate.  

MHL is one such cross-sectoral practice strat-
egy that can support adolescent mental health 
promotion. As noted in the studies cited, MHL can 
occur in schools through teacher and school per-
sonnel training, and in collaboration with primary 
care professionals and community-based mental 
health workers (Kutcher et al., 2015; Kutcher et 
al., 2016). Finally, youth are powerful actors who 
can and should influence the provision of adoles-
cent mental health promotion as indicated in the 
SEYLE study (Wasserman et al., 2010; Wasser-
man et al., 2015). Awareness and having a voice 
support the development of infrastructure and may 
also lead to a growing pipeline of future genera-
tions of mental health professionals.  

 

5.3. Policy infrastructure 

Research and practice contribute to educating 
communities and policy makers about public poli-
cies to address a country’s respective adolescent 
mental health issues. One approach to creating a 
CAMHS policy infrastructure is to consider ado-
lescent mental health as a public health issue. The 
publication of the World health report 2000: 
Health systems, improving performance (WHO, 
2000) contributed to a paradigm shift that encour-
aged public health reform through the intersection 
of health system functions, varying levels, and 
services (Martin-Moreno, Harris, Jakubowski, & 
Kluge, 2016). Just as a range of countries/regions 
have adapted a “system-wide approach to defining 
and assessing public health,” (Martin-Moreno et 
al., 2016), CAMHS mental health policy structure 
and reform can occur through an intersectoral ap-
proach.  

6. LIMITATIONS AND ADDITIONAL NEXT 
STEPS 

We acknowledge that this review includes re-
search and literature primarily from North Ameri-
can and European nations. While we emphasize 
the importance of attending to the needs of lower 
and middle-income countries (LMICs), there is a 
need to better capture the experiences of these na-
tions. In particular, documenting national mental 
health strategies taken by these nations, and focus-
ing on other critical themes (e.g., mental health in 
schools, systems to address addiction, assisting 
people in addressing major traumas such as war; 
addressing basic needs such as food and shelter) 
should be prioritized in future scholarship (see 
Betancourt, Agnew-Blais, Gillman, Williams, & 
Ellis, 2010; Clauss-Ehlers & Akinsulure-Smith, 
2013; Pollack, 2004; Rowling & Weist, 2004). 
Ideally, this work should be occurring within a 
global community of practice (see Cashman et al., 
2014; Wenger, McDermott, & Snyder, 2002) in 
which stakeholders (especially youth and families) 
are working with scholars, and practitioners and 
policymakers are working together to build inno-
vative systems for mental health promotion for 
children, adolescents, and young people. Lessons 
learned can be shared across these constituencies 
and mutual support can be provided to make col-
lective advancements in research, practice, and 
policy.  
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