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 ABSTRACT
Purpose: Policy analysis is an important tool to ensure that policies are rights-
based and socially inclusive. The aim of this study was to assess the level of 
commitment to core concepts of human rights and the inclusion of vulnerable 
groups in five national mental health policies across low-, middle- and high-
income countries.  

Method: Policy documents were evaluated using EquiFrame, a systematic 
policy content analysis framework. Policies were examined with regard to their 
coverage of 21 core concepts of human rights (Core Concept Coverage), their 
quality of commitment to these core concepts (Core Concept Quality), and their 
inclusion of 12 vulnerable groups (Vulnerable Group Coverage). An Overall 
Summary Ranking was also assigned to each policy with regard to it being 
of ‘high’, ‘moderate’, or ‘low’ quality. 

 Results: Each of the policies scored ‘high’ on Vulnerable Group Coverage and 
Core Concept Coverage, although there were notable omissions. All policies, 
with the exception of Ireland, scored below EquiFrame’s criteria for Core 
Concept Quality. The Irish policy produced a ‘high’ Overall Summary Ranking; 
while the Liberian, Kenyan, South African, and Indian policies each received 
a ‘moderate’ Overall Summary Ranking.  

Conclusion: All policies received their lowest scores for Core Concept Quality, 
signifying a need for policymakers to ensure specific policy actions and monitoring 
mechanisms to address human rights in mental health policies. EquiFrame offers 
a constructive tool for mental health policy analysis in relation to core concepts 
of human rights and inclusion of vulnerable groups, which are considered key 
in successfully realising the Sustainable Development Goals.  

* Corresponding author: Emily Birdy, Department of Psychology, Maynooth University, Ireland. email: emily.birdy.2019@
mumail.ie 
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INTRODUCTION 
The Constitution of the World Health Organisation (2022a) defines mental health 
as a state of mental wellbeing that results in the ability to cope with normal life 
stressors, while realising one’s potential, being able to work and learn well, and 
being able to fruitfully contribute to the community. However, due to the lack 
of consensus on a mental health definition, the integration of mental health into 
global healthcare services is often challenging (Whiteford et al, 2013). According 
to the 2022 World Mental Health Report (WHO, 2022b), approximately one in 
eight people live with a mental disorder globally.

Despite the prevalence of mental health problems, in low- and middle-income 
countries (LMICs) approximately 90% of those with mental disorders, such 
as depression or schizophrenia, do not have access to appropriate healthcare 
(Carter et al, 2021), despite the availability of effective and low-cost interventions 
(Patel et al, 2016). Mental health disorders receive as little as 1.05% of government 
expenditure in low-income countries and 3.8% in high-income countries (WHO, 
2021). Mental health problems therefore often remain untreated (Subramaniam et 
al, 2022). The treatment gap has been used to emphasise the need for governments 
in LMICs to take action with regard to the provision of mental health services 
and the social inclusion of such services (Jansen et al, 2015). In response to this 
treatment gap, the Lancet Commission on Global Mental Health and Sustainable 
Development has emphasised the need for increased resources to address the 
mental health of the global population (Patel et al, 2018). 

Importantly, a UN report (2017) has argued that “the crisis in mental health 
should be managed not as a crisis of individual conditions, but as a crisis of 
social obstacles which hinders individual rights. Mental health policies should 
address the ‘power imbalance’ rather than ‘chemical imbalance’ ”. The promotion 
and protection of human rights in mental health are therefore reliant upon a 
redistribution of power in the clinical, research and public policy settings (United 
Nations, 2017). As proposed by Kinderman (2021), a shift from the ‘disease model’ 
of mental health to a social and psychological approach will require psychological 
wellbeing to be addressed in the context of human rights, policy, equity, and 
social justice. The relationship between mental health and social exclusion is 
complex, with social exclusion being both a consequential and causal factor of 
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mental health problems (Nasser et al, 2016). Exclusion of disadvantaged groups 
can be costly at both an individual and societal level (Boardman et al, 2022).

In recent years, there has been an increased focus on mental health and wellbeing, 
as illustrated by the inclusion of mental health in the Sustainable Development 
Goals (SDGs) (WHO, 2015). The SDGs emphasise social inclusion and equity 
by declaring mental health a priority for global human development (United 
Nations, 2015), underpinned by the ethos of “leaving no one behind”. Goal 3 
directly focuses on the need for mental healthcare to be included in global health 
coverage, recognising that investment in mental health globally has the potential 
to significantly increase the prospects and productivity of persons with mental 
health problems (Lund et al, 2018). Crucially, the SDGs therefore rely on inclusive 
and rights-based policy content and policy processes to achieve these goals.

Mental Health Policies
A mental health policy may be defined as an official statement produced by 
government that describes a vision, with principles, ethics and objectives, and an 
inclusive action plan to attain this vision and improve the population’s overall 
mental health (WHO, 2021).The WHO has developed a comprehensive Mental 
Health Action Plan for governments to improve population mental health. This 
plan identifies active governance and robust leadership as central factors for 
creating policies and plans to support mental healthcare and services (Thomas, 
2013). 

However, as outlined in the WHO’s 2020 Mental Health Atlas, a total of 146 
out of 171countries reported the presence of stand-alone policies/plans (86% 
of responding countries) for mental health (WHO, 2021). The South-East Asian 
Region reported the highest percentage, with 100% (n=8) of responding countries 
having a mental health policy, in comparison to the African region which reported 
the lowest percentage at 76% (n=29) of responding countries (WHO, 2021). The 
number of countries that reported having a stand-alone mental health policy or 
plan has increased in all regions since the 2014 and 2017 Mental Health Atlas 
(WHO, 2014, 2017). 

Despite progress in the development of policies, plans and laws – including 
advances in the capacity to record mental health data based on a fixed set of 
mental health indicators across time-periods – the Mental Health Atlas 2020 
reveals significant inequalities in the accessibility of mental health resources and 
their distribution between high-, middle- and low-income countries. The Mental 



33

https://dcidj.uog.edu.et

Health Atlas also continues to show substantial gaps universally between the 
existence of policies, plans and laws, and their implementation and monitoring 
(WHO, 2021). 

Policy Analysis
Policy analysis is a powerful tool to address gaps in public policy outcomes and 
to provide an understanding for how and why governments formulate certain 
policies (Browne et al, 2018). Policy analysis identifies problems within existing 
policies and offers practical solutions for policymakers (Cairney, 2021). It typically 
analyses costs/benefits of public policies using a quantitative, rational approach 
(Hogan & Murphy, 2021). 

However, there has been a recent shift in this approach, urging policymakers 
to integrate international human rights law for marginalised or disadvantaged 
groups in accessing healthcare (MacLachlan et al, 2012). Evaluating the extent 
to which policy content is equitable enables an assessment of vulnerable groups 
that are not prioritised in comparison with other groups (Amin et al, 2022). 
Inequitable policy content results in vulnerable groups being socially excluded, 
living in poverty, suffering from restricted access to resources and employment, 
and lack of social participation (Tangcharoensathien et al, 2018).

Mental health concerns are more prevalent in some social cohorts and often 
intersect with other vulnerability factors that can result in double discrimination 
and multiple disadvantage, such as people living with limited resources (Mannan 
et al, 2013), with mental health problems compounding poverty for example 
(Knapp et al, 2006). As proposed by Mannan et al (2013): “Formal recognition and 
incorporation in…mental health policies of specific mechanisms of exclusion and 
detailed needs of these populations is required to ensure their equitable access 
to healthcare”. While all-inclusive terminology may be used in policies such as 
‘all people’ or ‘all citizens’, this fails to recognise the specific needs, barriers to 
services, opportunities, and aspirations of particular vulnerable groups. Policies 
that are developed for the general population therefore often fail to support and 
include the most vulnerable groups (Ivanova et al, 2015). It is therefore critical for 
policymakers to formulate targeted strategies for all vulnerable groups using a 
rights-based approach (Eide et al, 2013). 

Participation by marginalised groups at each stage of policy and decision-
making processes is also crucial, including policy development, implementation, 
monitoring and appraisal (Kabakian-Khasholian et al, 2020; McVeigh et al, 2021), 
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captured in the slogan of “Nothing About Us Without Us”. However, an inclusive 
policy process does not always produce an inclusive outcome, and it is therefore 
important for researchers to analyse the actual content of policies (Chinyama 
et al, 2018). The content of a policy defines the aims, anticipated beneficiaries, 
and potential government actions to achieve the goals of the policy (Huss & 
MacLachlan, 2017).

Objective
EquiFrame is a structured policy content analysis tool, designed to assess the 
inclusiveness of policy content by evaluating a policy’s level of commitment to 
12 vulnerable groups and 21 core concepts of human rights (Disability Action 
Council Cambodia, 2017).Using EquiFrame, the aim of the present study was 
to assess the level of commitment to core concepts of human rights and the 
inclusion of vulnerable groups in the national mental health policies of Ireland, 
Kenya, South Africa, India, and Liberia. This study is relevant to a wide range of 
stakeholders, including policymakers, service-users, service-providers, and civil 
society including organisations of persons with disabilities. The overall goal of 
the study was to identify best-practice mental health policies that support the 
efforts of the SDGs in promoting right-based and equitable mental health policies 
and to identify policies that may require urgent revision.

METHOD

Development of EquiFrame
EquiFrame is a validated analytical tool to evaluate the extent to which social 
inclusion and human rights are prioritised in public policies and policy-related 
documents (Mannan et al, 2011).EquiFrame measures the inclusiveness of a given 
policy to 12 specified vulnerable groups (see Appendix 1) and its commitment 
to 21 core concepts of human rights (see Appendix 2) (Disability Action Council 
Cambodia, 2017). EquiFrame is a flexible framework, which allows for the selection 
and/or addition of vulnerable groups (MacLachlan et al, 2016). However, each of 
the core concepts and vulnerable groups listed in EquiFrame are supported by a 
significant evidence-base, and therefore any modifications to the framework must 
be justified by human rights literature and documents (MacLachlan et al, 2016).

EquiFrame was established as part of a work package led by Ahfad University for 
Women in Sudan, as part of the multi-country EU FP7-funded project EquitAble 
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(Mannan & MacLachlan, 2012). The framework was created at consultation 
workshops in LMICs, with over 100 participants from various sectors and 
organisations (Amin et al, 2011). Since the development of EquiFrame, it has been 
used to analyse a range of different policies, including but not limited to health-
related policies such as national HIV/AIDS, tuberculosis, and malaria policies 
(MacLachlan et al, 2016; Chinyama et al, 2018; Amin et al, 2022), national health 
policies and drug policies (Amin et al, 2011), disability and rehabilitation policies 
and plans (Mannan et al, 2012; O’Dowd et al, 2014; Disability Action Council 
Cambodia, 2017), management of childhood illness policy (MacLachlan et al, 
2012), and orthopaedic technical services policy (VanRooy et al, 2012), in a broad 
range of different countries including South Africa, Namibia, Sudan, Scotland, 
Ireland, Spain, Malawi, India, Cambodia and Ireland. 

The Framework
EquiFrame assesses a policy’s commitment to 21 core concepts of human rights 
and inclusion of 12 vulnerable groups, with a particular focus on persons with 
disabilities. EquiFrame focuses on equitable access to healthcare for persons 
who may be deemed vulnerable (Mannan et al, 2011). It is based on the ethos of 
accessible, universal, and equitable health service provision. The framework has 
been developed with a focus on policy content and design, with the intention of 
producing a systematic, evaluative and comparative analysis of policy content.

A ‘core concept’ (CC) may be characterised as a “central, often foundational 
policy component generalised from particular instances (namely, literature 
reviews, analyses of statutes and judicial opinions, and data from focus groups 
and interviews)” (Umbarger et al, 2005). EquiFrame’s 21 CCs encompass a range 
of salient concerns in human rights in the context of equity in healthcare access 
(Oliver et al, 2002; Braveman & Gruskin, 2003), enabling health services to 
be delivered as a basic human right (Gilson et al, 2008). Appendix 1 presents 
EquiFrame’s core concepts, with key questions and key language on which the 
concepts are based.

Vulnerable groups (VGs) may be classified as “social groups who experience 
limited resources and consequent high relative risk for morbidity and premature 
mortality” (Flaskerud & Winslow, 1998). Definitions for EquiFrame’s VGs 
are presented in Appendix 2. For further details specific to the formulation of 
EquiFrame and the process of identifying core concepts and vulnerable groups, 
please see the EquiFrame manual (Mannan et al, 2011)
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Selection of Policies
This study utilised a policy content analysis design. As the study was conducted 
on freely accessible national policies, there were no direct ethical considerations. 
Each of the five country’s policies that are the focus of this analysis – Liberia, 
South Africa, India, Kenya, and Ireland – represent distinct challenges with regard 
to equitable service provision. These five countries show how equitable access 
to mental health services may be most effectively supported in contexts where 
more than half of the population lives below the poverty line, particularly in 
rural areas (Liberia); where irrespective of relative wealth, equitable access to 
health services has not yet been realised (South Africa); where despite a rapidly 
growing economy, significant health inequities persist (India); where high 
rates of poverty exist amidst a high burden of infectious disease (Kenya); and 
where universal coverage for primary healthcare has not yet been attained, as the 
only Western European country without a universal healthcare system (Ireland).  

Mental health policies were included if they met the following criteria: (1) Mental 
health policy documents produced by the Ministry of Health; (2) A translated 
copy of the policy was available; and (3) Strategies that address mental health 
policies. A search was conducted to find mental health policies on the countries’ 
national government websites. The selected policies contribute to the current 
body of knowledge on the extent to which national mental health policies are 
rights-based, equitable and socially inclusive. Each of these policies is briefly 
described in more detail below.

South African Mental Health Policy 
The purpose of the South African 2013–2020 policy is to provide guidance to 
provinces for the prevention, promotion, treatment and recovery of mental health. 
The policy aims to address an inclusive scope of all mental disorders across all age 
ranges. It encompasses the human rights of people with mental health disorders 
and includes other stakeholders who can influence the improvement of South 
Africans’ mental health status. The reformed Act that informed this policy aims 
to advance access to mental health services by ensuring the first contact of mental 
healthcare is through the primary healthcare system, followed by the integration 
of mental healthcare into general and community health services. 

Kenyan Mental Health Policy
The Kenyan Mental Health Policy 2015–2030 was developed by public, private 
and non-State members through a consultative process, supervised by the 
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Ministry of Health. The policy is focused on achieving optimal health status and 
capacity-building of all citizens. The policy’s goal is to attain the highest standard 
of mental health throughout the country, emphasising that all individuals in 
both the private and public sector are responsible for the fulfilment of this goal. 
Current mental health interventions in Kenya are wide-ranging and overlap with 
other sectors, showing the critical need for this policy to have an intersectoral and 
multidisciplinary approach. 

India’s Mental Health Policy
This policy was created in 2014 after a Policy Group, constituted by the Government 
of India in 2011, recommended the need for a national mental health policy. 
The goal of this policy is to promote inclusivity and de-stigmatisation of mental 
health, while ensuring that those affected by mental disorders have access to 
affordable and high-quality social care and healthcare across all age ranges. The 
Indian government emphasises the importance of having good mental health in 
order to achieve overall health. Thus, this policy aims to promote mental health 
awareness and to prevent mental disorders and suicide. 

Liberia’s Mental Health Policy and Strategic Plan
The reformed Mental Health Policy and Strategic Plan for Liberia (2016–2021) 
was created based on evidence regarding the need for mental health investments 
and the profound burden of disease in the country. The policy and strategic plan 
were published as one document. The strategy and policy aim to expand the 
accessibility of all mental health clinicians by developing new wellness units in 
each county and rehabilitation services in all regions. The policy also emphasises 
the need for regulation in order to supply psychotropic drugs in an effective 
way. The policy aims to improve Liberia’s primary care services to achieve high 
standards across all mental healthcare services. 

Ireland’s Mental Health Policy 
Ireland’s most recent national mental health policy, ‘Sharing the Vision’ (2020–
2030), encompasses several aspects of the original policy ‘A Vision for Change’ 
(2006), including guidance on the effective delivery of mental healthcare services. 
The policy promotes a holistic view of mental health, while acknowledging the 
multifaceted interplay of factors that may influence mental health. The policy 
adopts a person-centred approach, emphasising personal decision-making within 
recovery, supported by best clinical practice and lived mental health experiences. 
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The goal of this reformed policy is to develop a mental health system that focuses 
on the specific requirements of individuals and the needs of the population. The 
national Irish mental health policy aims to ensure that this system can deliver 
inclusive services (to service users and their families) to promote positive mental 
health within communities, prevent mental disorders and ensure appropriate 
and effective treatment.

Within the policy, various additional vulnerable groups are discussed, including 
the Traveller community and LGBTQ+ community. In the present study, the 
Traveller community was recorded as an ethnic minority due to the structural 
disadvantage and social stigma experienced by this group, whereby they are 
named as a protected group within Irish legislation (Haynes et al, 2021).Similarly, 
while social attitudes towards LGBTQ+ people have significantly improved 
in Ireland, such individuals continue to experience discrimination and social 
exclusion (Irish College of General Practitioners, 2020). Thus, for the present 
study LGBTQ+ individuals were included as a vulnerable group within the Irish 
population. These additional VGs were factored into the overall scoring of the 
policy, and the Irish national mental health policy was therefore scored on 14 
VGs, rather than the original 12 VGs included in EquiFrame. 

Summary Indices of EquiFrame
The four summary indices of EquiFrame are defined below (Mannan et al, 2011):
(1)Core Concept Coverage: The policy was inspected with respect to the quantity 
of Core Concepts mentioned out of the 21 Core Concepts identified. This ratio 
was then expressed as a rounded-up percentage. 

(2) Vulnerable Group Coverage: The policy was examined with respect to the 
number of Vulnerable Groups mentioned of the 12 Vulnerable Groups identified. 
This ratio was then expressed as a rounded-up percentage. 

(3) Core Concept Quality: The policy was examined with respect to the number 
of Core Concepts within it that were rated as 3 or 4 (as either stating a specific 
policy action to address a Concept or an intention to monitor a Concept) out of 
the 21 Core Concepts identified; and this ratio was expressed as a rounded-up 
percentage. When several references to a Core Concept were found to be present, 
the top-quality score received was recorded as the final quality scoring for the 
respective Concept. 

(4) Each document was given an Overall Summary Ranking in terms of it being 
of High, Moderate or Low ranking according to the following criteria: 
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(i) High = if the policy achieved ≥50% on all of the three scores above. 

(ii) Moderate = if the policy achieved ≥50% on two of the three scores above. 

(iii) Low = if the policy achieved <50% on two or three of the indices above. 

Scoring
Each Core Concept obtained a score on a scale from 1 to 4. This was a ranking of 
the quality of commitment to the Core Concept within the policy document: 
1 = Concept only mentioned. 
2 = Concept mentioned and explained. 
3 = Specific policy actions identified to address the Concept. 
4 = Intention to monitor Concept was expressed. 

For each policy, the presence of Core Concepts was assessed for each Vulnerable 
Group that was identified in the policy. If no Vulnerable Group was mentioned 
but a Core Concept was addressed, the Core Concept was still recorded

As this study comprised a policy document content analysis, there were no direct 
ethical considerations.

RESULTS
Table 1 presents the results of the policy content analyses of the mental health 
policies using EquiFrame’s summary indices. The Irish policy produced a High 
Overall Summary Ranking; while Liberia, Kenya, South Africa, and India each 
received a Moderate Overall Summary Ranking. Each of the policies exceeded 
EquiFrame’s criterion of 50% for both Vulnerable Group Coverage and Core 
Concept Coverage.

All Vulnerable Groups were mentioned at least once across all of the mental 
health policies. However, the Vulnerable Groups of Ethnic Minorities and 
Displaced Populations were only mentioned in two of the five policy documents 
(see Figure 1). This finding supports the construct validity of the categories 
used in EquiFrame, as they appear relevant within the policy domain, at least 
within the policies analysed. Notably, at least 8 out of 12 Vulnerable Groups 
were mentioned in each policy, i.e., Limited Resources, Women- headed Household, 
Children with Special Needs, Aged, Youth, Living Away from Services, Suffering from 
Chronic Illness, and Disability. 
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In total, 11 of the 21 Core Concepts were mentioned in all five policy documents 
(see Figure 2). The Core Concept of Entitlement was only mentioned in the Liberian 
Mental Health Policy. It was the only Core Concept not mentioned in the Irish 
policy. Particularly noteworthy was the Mental Health Policy of Ireland, which 
mentioned all Vulnerable Groups and only excluded 1 Core Concept. Having 
reflected on the more general findings from the application of the framework to 
each of the five policies, findings are presented below in more detail with respect 
to individual policy documents. 

Table 1: EquiFrame Summary Indices Scorings across Policies
Mental Health 

Policy
Vulnerable Group 

Coverage
Core Concept 

Coverage
Core Concept 

Quality
Overall Summary 

Ranking
India 67% 81% 43% Moderate
Ireland 100% 96% 53% High 
Kenya 84% 77% 48% Moderate
Liberia 92% 77% 43% Moderate
South Africa 92% 81% 38% Moderate

Figure 1: Vulnerable Groups mentioned in each Policy
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WHH = Women Headed Household; MCM = Mother Child Mortality; Increased 
RR of Morbidity = Increased Relative Risk of Morbidity 

Figure 2: Core Concepts mentioned in each Policy
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South Africa’s Mental Health Policy
Vulnerable Group Coverage for this policy was 92%. The VG of Suffering from 
Chronic Illness was most frequently mentioned (37 times), followed by Disabled 
(23 times),Youth (22 times), Increased Relative Risk for Morbidity (16 times),and 
Women-Headed Household and Limited Resources (both mentioned 14 times). The 
remaining VGs were all mentioned under 10 times, while the VG of Displaced 
Populations was not mentioned in the policy (see Figure 3). 

Core Concept Coverage for this policy was 81%. A total of four Core Concepts 
were not mentioned explicitly in the policy, namely Family Resources, Entitlement, 
Individualised Services and Quality. The most frequently mentioned Core Concept 
was Co-ordination of Services (32 times), followed by Capacity Building and 
Prevention (both mentioned 22 times), Integration (21 times), and Capability Based 
Services (20 times). The remaining Core Concepts were each mentioned less than 
10 times. 

With regard to Core Concept Quality, the document received a score of 38%. 
Eight of the Core Concepts mentioned were scored as ‘3’ or ‘4’, signifying that the 
policy either indicated actions to address the concept or expressed an intention to 
monitor the concept. The Core Concepts of Integration, Capacity Building and Non-
discrimination were each mentioned with an expressed intention to monitor the 
Core Concept. The Core Concepts of Cultural Responsiveness, Autonomy, Protection 
from Harm, Co-ordination of Services and Capability Based Services were mentioned 
in relation to particular policy actions to address the Core Concept. 

Accordingly, the South African National Mental Health Policy scored above 50% 
for Core Concept Coverage and Vulnerable Group Coverage, and below 50% for 
Core Concept Quality. The policy therefore scored above 50% on two of three of 
EquiFrame’s summary indices and was given an Overall Summary Ranking of 
‘Moderate’. 

Figure 3: Core Concepts and Vulnerable Groups identified in the South African 
Mental Health Policy
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Kenyan Mental Health Policy
Vulnerable Group Coverage for this policy was 84%. The document failed to 
mention two VGs, namely Displaced Populations and Ethnic Minorities. While 
Suffering from Chronic Illness was the most frequently mentioned Vulnerable 
Group (18 times), all other Vulnerable Groups were mentioned less than 10 times 
throughout the document. The VGs of Living Away from Services and Women-
Headed Household were only mentioned once in the policy (see Figure 4). 

Core Concept Coverage for this policy was 77%. Co-ordination of Services was 
explicitly mentioned 35 times, followed by Capacity Building (18 times), Integration, 
Prevention, and Capability-Based Services (13 times each). All other Core Concepts 
were mentioned less than 10 times. The policy failed to mention five Core 
Concepts - Autonomy, Privacy, Liberty, Entitlement, and Individualised Services.

Ten of these Core Concepts were scored as ‘3’ or ‘4’, meaning that the policy 
either indicated actions to address the concept or expressed intention to monitor 
the concept. These Core Concepts were Participation, Co-ordination of Services, 
Efficiency, Accountability, Capacity Building, Quality, Integration, Prevention, Family 
Support, and Contribution. Due to the policy scoring above 50% for two of three of 
EquiFrame’s summary indices, the policy received a ‘Moderate’ Overall Summary 
Ranking. 
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Figure 4: Core Concepts and Vulnerable Groups identified in the Kenyan 
National Mental Health Policy 

India’s Mental Health Policy
Vulnerable Group Coverage for this policy was 67%. Increased Relative Risk for 
Morbidity, Mother Child Mortality, Ethnic Minorities, and Displaced Populations were 
not mentioned throughout the policy. Youth was the most frequently mentioned 
Vulnerable Group (12 times), while all other Vulnerable Groups mentioned were 
cited less than 10 times. 

Core Concept Coverage was 81%.The Core Concepts of Privacy, Entitlement, and 
Individualised Services were not mentioned in the policy. Co-ordination of Services 
was the most commonly mentioned Core Concept (13 times), followed by Access 
(11 times), and Capacity Building (10 times). The remaining Core Concepts were 
mentioned less than 10 times throughout the document (see Figure 5). 

Core Concept Quality was 43%, with eight Core Concepts being expressed with 
regard to specific policy actions to address the CC (no CCs were expressed 
with the intention to monitor). These CCs were Participation, Co-ordination of 
Services, Family Resources, Access, Capability-Based Services, Capacity Building, Non-
discrimination, Family Support, and Integration. The policy scored above 50% for 
two of EquiFrame’s summary indices and below 50% for Core Concept Quality. 
The document therefore received a ‘Moderate’ Overall Summary Ranking.
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Figure 5: CCs and VGs identified in the Indian National Mental Health Policy

Liberian National Mental Health Policy and Strategic Plan
Vulnerable Group Coverage for the Liberian National Mental Health Policy 
and Strategic Plan was 92%.The policy mentioned all VGs, with the exception 
of Ethnic Minorities. The most commonly mentioned VG throughout the policy 
was Suffering from Chronic Illness (25 times), followed by Youth (16 times). All 
remaining VGs were cited less than 10 times in the document (see Figure 6). 

The policy’s Core Concept Coverage was 77%. The Core Concept of Capacity 
Building was referred to in the document most frequently (30 times), followed 
by Prevention (27 times), Co-ordination of Services (17 times), Integration (15 times) 
and Capability-Based Services (13 times). The remaining Core Concepts mentioned 
were cited less than 10 times. The document did not explicitly mention Autonomy, 
Privacy, Liberty, Contribution, or Accountability. 

With regard to Core Concept Quality, the following Core Concepts received a 
score of ‘3’: Participation, Prevention, Capacity Building, Quality, Co-ordination of 
Services, Integration, Family Support, Individualised Services, and Capability- Based 
Services. The document’s overall Core Concept Quality was 43%. The Liberian 
National Mental Health Policy scored above 50% for two of EquiFrame’s summary 
indices and below 50% for Core Concept Quality. The policy therefore received a 
‘Moderate’ Overall Summary Ranking.
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Figure 6: CCs and VGs identified in the Liberian National Mental Health 
Policy and Strategic Plan

Ireland’s National Mental Health Policy 
Vulnerable Group Coverage for the Irish National Mental Health Policy was 100%. 
The VGs of Increased Relative Risk for Morbidity and Women-Headed Household were 
only mentioned once in the document. Youth was the most frequently mentioned 
VG (21 times), followed by Disability (20 times), and Suffering from Chronic Illness 
(13 times). The remaining VGs were all cited 10 times or less throughout the 
policy (see Figure 7). Notably, the policy also included additional VGs in the Irish 
population, including LBGTQ+ people (4 times) and the Traveller Community (2 
times). Thus, this policy mentioned 14 VGs in total. 

Core Concept Coverage for this policy was 96%. The policy mentioned all Core 
Concepts, with the exception of Entitlement. The most commonly mentioned CC 
was Access (84 times), followed by Co-ordination of Services (51 times), Integration 
(35 times),Capability-Based Services (30 times), Prevention (27 times), Capacity 
Building (18 times), and Participation (12 times). The remaining Core Concepts 
were mentioned less than 10 times throughout the policy (see Figure 7). This 
policy produced the highest frequency counts for the number of times that a Core 
Concept was mentioned. 

The policy’s Core Concept Quality was 53%. The CCs of Integration, Participation, 
Access, and Non-Discrimination were all expressed with an intention to monitor; 
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while Contribution, Capability-Based Services, Family Resources, Co-ordination of 
Services, Prevention, Capacity Building, and Family Support were mentioned with 
specific policy actions to address the CC. The Irish National Mental Health policy 
scored above 50% on all three of EquiFrame’s summary indices and was therefore 
given an Overall Summary Ranking of ‘High’. 

Figure 7: Core Concepts and Vulnerable Groups identified in the Irish National 
Mental Health Policy

DISCUSSION
The aim of the present study was to assess the level of commitment to Core 
Concepts of human rights and the inclusion of Vulnerable Groups in the national 
mental health policies of Ireland, Kenya, South Africa, India, and Liberia. The 
overall goal of the study was to identify best-practice mental health policies that 
support the efforts of the SDGs in promoting right-based and equitable mental 
health policies and to identify policies that may require urgent revision.

Significant variability was found for EquiFrame’s summary indices across the 
national mental health policies analysed. Particularly noteworthy was the Irish 
Mental Health policy as the only policy to receive a ‘High’ Overall Summary 
Ranking. This policy explicitly mentioned all Vulnerable Groups and mentioned 
20 out of 21 Core Concepts. Although all other policies received a ‘Moderate’ 
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Overall Summary Ranking, significant differences were nonetheless found 
between policies regarding Vulnerable Group Coverage and Core Concept 
Coverage, as reflected in Table 1. All policies received their lowest scores for Core 
Concept Quality, signifying a need for policymakers to ensure specific policy 
actions and monitoring mechanisms to address human rights in mental health 
policies. This finding aligns with the 2020 Mental Health Atlas, which reported 
substantial gaps between the existence of policies, plans and laws, and their 
implementation and monitoring (WHO, 2021). Similarly, in a previous EquiFrame 
analysis of the mental health policies of Malawi, Namibia, and Sudan, Mannan et 
al (2013) reported that Core Concept Quality was below EquiFrame’s criterion of 
50% for the Sudanese and Malawian mental health policies. 

Vulnerable Group Coverage
Each of the policy documents exceeded EquiFrame’s criterion of 50% for 
Vulnerable Group Coverage. Despite all policies scoring above 50%, there was a 
stark contrast for Vulnerable Group Coverage across policies. For example, the 
Indian mental health policy scored the lowest for Vulnerable Group Coverage at 
67%, and the Irish mental health policy scored the highest at 100%. The Indian, 
Kenyan, and Liberian mental health policies failed to explicitly mention the VG of 
Ethnic Minorities. Ethnic minorities are common across all countries and cultures, 
despite the variation of particular ethnic minorities within countries. The Irish 
mental health policy mentioned the Traveller community, which was recorded as 
an ethnic minority group in this study. Irish Travellers constitute an indigenous 
minority, with distinctive cultural values, history, language, traditions, and 
customs (https://itmtrav.ie/what-is-itm/irish-travellers/), of which nomadism is 
a key component (McElwee et al, 2003). Importantly, ethnic minorities are more 
vulnerable to mental health issues, discrimination, and greater disadvantage 
(Elliott & Masters, 2009).Ethnic minority groups, who may already face prejudice 
and discrimination with regard to their group affiliation, may confront double 
stigma when faced with mental health problems (Gary, 2005).

Notably, the Irish mental health policy also included other Vulnerable Groups, 
such as the LGBTQ+ community. Being a part of the LGBTQ+ community is 
correlated with an increased risk for mental health issues and stigma (Wishart et 
al, 2019) and the LGBTQ+ community is a group that should be acknowledged 
globally (Connell et al, 2017). Recognising particular mechanisms of exclusion 
and the detailed barriers and needs of specific Vulnerable Groups in policies is 



49

https://dcidj.uog.edu.et

critical to ensuring equitable healthcare access.  

Although all Vulnerable Groups were mentioned in at least one of the analysed 
policies, it is important to examine if all vulnerable groups are equally salient 
across different types of policies (MacLachlan et al, 2012). When analysing policies, 
certain assumptions may lead to conceptual foreclosure. For example, it may be 
argued that mental health policies already address the Increased Relative Risk for 
Morbidity group, therefore negating the need to evaluate the policy’s inclusion 
of this group. However, the high comorbidity of mental health disorders (Roca 
et al, 2009) demonstrates the critical need to include this Vulnerable Group in 
mental health policies. It is important to be able to compare policies regarding 
the inclusion of vulnerable groups and to then study the contextual relevance of 
such groups (MacLachlan et al, 2012). 

Core Concept Coverage and Core Concept Quality
While each of the policies exceeded EquiFrame’s criterion of 50% on Core Concept 
Coverage, the Liberian, Indian and Kenyan mental health policies failed to include 
the Core Concept of Privacy; and the Liberian and Kenyan policies did not mention 
the Core Concepts of Autonomy and Liberty. Each of these Core Concepts plays a 
vital role in the protection of people with mental health problems. It is crucial that 
the right to privacy is protected for those with mental health concerns (United 
Nations, 2015). With regard to autonomy, informed consent is a key component 
in receiving appropriate care and treatment for mental health disorders (WHO, 
2008). Correspondingly, the right to liberty ensures the protection of Vulnerable 
Groups from unwarranted confinement when in the custody of a mental health 
system or service provider (Mannan et al, 2011). The right to liberty is also crucial 
to ensuring that individuals have the right to make informed decisions regarding 
their personal mental health (Cairney, 2019).

The Irish, Indian and South African mental health policies failed to include the 
Core Concept of Entitlement, indicating the need for policies to demonstrate how 
Vulnerable Groups may qualify for specific benefits that are relevant to them. 
Individuals with mental health disorders are entitled to similar rates of disability 
benefits as those who suffer from a physical disability (WHO, 2008). Specifying 
entitlements and disseminating information on such entitlements amongst 
service-users can aid in treatment-seeking processes and alleviate financial 
concerns. 
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With regard to Core Concept Quality, with the exception of the Irish mental 
health policy, all policies scored below EquiFrame’s criterion of 50%. Importantly, 
the Liberian and Indian policies failed to express any intention to monitor the 
implementation of Core Concepts that were mentioned. Although the Irish policy 
scored above EquiFrame’s criterion of 50%, it only received a score of 53% for Core 
Concept Quality. This finding adds to and supports previous findings from the 
WHO, which highlighted a limited number of countries that have successfully 
developed monitoring mechanisms for mental health resources (WHO, 2021). The 
Core Concept Quality scores in this study illustrate the need for policymakers to 
more effectively ensure specific policy actions and monitoring mechanisms for 
Core Concepts of human rights in mental health policies. 

Study Limitations
This study analysed the South African National Mental Health Policy which was 
in operation from 2013–2020 and is therefore effectively out of date. However, 
at the time of the study, a revised version of this policy had not yet been made 
available. This was also the case for the Liberian Mental Health policy, which 
was dated from 2016–2021. A revised version of this policy had not yet been 
published at the time that this study was conducted, so the analysis dealt with 
the most up-to-date version of the policy that was available in 2021. The Indian 
National Mental Health policy was developed in 2014 and did not have a fixed 
date of termination/revision. Importantly, as the development of the Indian and 
South African mental health policies precedes the adoption of the SDGs by UN 
Member States in 2015, these policies cannot fully support the SDGs. The lack of 
adherence to the SDGs in terms of social inclusion in these policies indicates an 
urgent need for policy revision. 

During the development of EquiFrame, a number of stakeholders argued that 
policies often use the term “all” with regard to “all people” in order to be fully 
inclusive, negating the need to mention particular vulnerable groups (MacLachlan 
et al, 2012). Notably, all the analysed policies used broad terminology at times, 
such as “all people” or “all citizens”. However, such policies still mentioned 
specific Vulnerable Groups while failing to mention others, which may exacerbate 
the social exclusion of these groups. For example, the Indian policy referred to 
persons with disabilities, but failed to consider ethnic minorities. The use of 
broad and all-encompassing terminology fails to address the needs, concerns, 
and barriers to accessing health services of particular vulnerable cohorts (Mannan 
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et al, 2012). Thus, this study did not account for broad terminology such as “all” 
and “all people” in its analyses. 

Although it was not feasible to analyse a broader range of policies in this 
study, future analysis of cognate policies – such as transportation, health, social 
protection, and education policies – may support co-ordination of services and 
integration of mental health across different sectors. If mental health is not 
prioritised across all sectors and national policies, it will not be possible to realise 
the interdependent goals set out in the SDGs (Smith, 2018). 

While EquiFrame focuses on policy content, it is important to also examine policy 
processes in terms of social inclusion and adherence to human rights, such as 
policy development, implementation, monitoring and evaluation. For this 
purpose, EquIPP (Equity and Inclusion in Policy Processes) is a framework for 
the development of equitable and inclusive policy processes and is applicable 
across high-, middle-, and low-income countries (Huss & MacLachlan, 2016; 
MacLachlan et al, 2016; Ebuenyi et al, 2021). Participation in the development of 
policies ensures that the needs of Vulnerable Groups are represented and provides 
an opportunity for such groups to hold their government accountable (Jones, 
2009).For example, Chinyama et al (2018) analysed the content of the Malawian 
HIV and AIDS Policy using EquiFrame, alongside the participation of Vulnerable 
Groups in policy processes using EquiPP. Using EquiFrame and EquIPP in future 
studies will enable an evaluation of the extent to which both mental health policy 
content and policy processes are rights-based, equitable, and socially inclusive. 
As proposed by MacLachlan et al (2019), “policy assessments, through the use 
of methodologies such as EquiFrame and EquIPP, can tell us much about the 
priority accorded to issues of inclusion of vulnerable groups and about prevailing 
negative attitudes and behaviours in society”. 

It is also noteworthy that while EquiFrame produces a list of Vulnerable Groups 
developed through extensive participatory consultations, it is not possible for the 
framework to list all existing vulnerable groups across all contexts. For example, 
many of the social groups recognised by the Global Fund (The Global Fund, 
2020) as most at-risk are not accounted for by EquiFrame, including transgender 
individuals, drug users, sex workers and prisoners. This point emphasises the 
need for researchers to be aware of the flexibility of the EquiFrame framework 
in accordance with context and purpose. If policymakers and stakeholders are 
not aware of the specific Vulnerable Groups within their population, this will 
hinder the analysis of policy content. The objective of EquiFrame is to provide 
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guidance for policy content analysis by providing various summary indices in 
accordance with the Core Concepts of human rights and equity. However, as all 
Core Concepts and Vulnerable Groups included in EquiFrame are supported by 
a substantial evidence base, it is advised that any modifications to the framework 
are well-rooted in human rights documents and literature relative to the particular 
context (MacLachlan et al, 2016).

CONCLUSION
Policymakers recognise the value of policy analysis, as it enables them to show 
a commitment to endorsing social inclusion and human rights in their policies 
(MacLachlan et al, 2016). While EquiFrame was developed for content analysis of 
policy documents, the framework may also be advantageous to other guidance 
and planning documents where human rights coverage and social inclusion are 
relevant. The use by researchers and policymakers of these freely accessible policy 
analysis tools, namely EquiFrame and EquIPP, can support social inclusion and 
human rights in mental health service provision. Greater understanding of the 
content of such documents can be gained by assessing the context in which the 
document was developed. 

The critical need for mental health policy reform is extensively acknowledged 
by policymakers, mental health professionals and scholars (WHO, 2018). 
Policymakers have emphasised the need for a collaborative approach with 
regard to mental health policies that avails of knowledge from decision-makers, 
service-providers, and service-users (Mechanic et al, 2014). In order to achieve 
this collaborative approach, there must be active and meaningful participation of 
marginalised groups in the development of policies to support successful policy 
implementation (MacLachlan et al, 2014). Importantly, communicating policy 
analysis findings with communities and policy beneficiaries is also critical to 
attaining the desired outcomes of policies.

Inclusive and equitable public policies are a key component in attaining the 
SDGs. As proposed by Huss and MacLachlan (2017), “policies must confer 
entitlements, protect the human rights of vulnerable groups, whilst aligning 
actions and objectives with the global vision of sustainable development”. In 
comparison to 2014 and 2017 data, the WHO 2020 Mental Health Atlas indicated 
that a greater number of countries reported that their policies encouraged a 
shift towards respecting the human rights of individuals with a mental health 
condition and psychosocial disabilities, an increase in mental health resources 
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within the community, and the promotion of independence and inclusion 
of these individuals (WHO, 2021). Despite this, the number of countries that 
reported adopting a recovery approach to mental healthcare and the inclusion of 
vulnerable groups in the decision-making processes of policies decreased slightly 
from 2017 (WHO, 2021). 

Although each of the policies in this study demonstrated moderate to high levels 
of commitment to Core Concepts of human rights and inclusion of Vulnerable 
Groups, there is a need for revision of all policies to address the low scores received 
for Core Concept Quality. There is an urgent need for updated Indian and South 
African National Mental Health policies due to the date of their development. 
As these policies were created in 2014 and 2013, respectively, they cannot fully 
support the SDGs, which were adopted by India and South Africa in 2015. It is 
evident that each of the policies analysed in this study requires urgent revision 
with regard to the development of monitoring mechanisms and specific policy 
actions addressing Core Concepts of human rights. EquiFrame offers a valuable 
tool for evaluating Core Concepts of human rights and inclusion of Vulnerable 
Groups in national policies, which are considered key in successfully realising 
the SDGs.

REFERENCES
Active Assistance (2012). Understanding Inclusive Education Models of disability, adjustment, 
inclusion and circles of support. Inclusive Education Toolkit.

Retrieved from http://www.backuptrust.org.uk/documentdownload.axd?documentresour- 
ceid=244

Amin M, MacLachlan M, Mannan H, El Tayeb S, El Khatim A, Swartz L, Munthali A, Van 
Rooy G, McVeigh J, Eide A, Schneider M (2011).EquiFrame: A framework for analysis of 
the inclusion of human rights and vulnerable groups in health policies. Health and Human 
Rights: An International Journal 13(2).

Amin M, MacLachlan M, Mannan H, El Hussein D M, El Samani E, Swartz L,McVeigh J 
(2022). Human rights and social inclusion in health policies: HIV/AIDS, tuberculosis and 
malaria policies across Namibia, Malawi, South Africa, and Sudan. In F. Larkan, F. Vallières, 
H. Mannan, & N. Kodate, (Eds.), Systems thinking for global health. Oxford, UK: Oxford 
University Press. https://doi.org/10.1093/oso/9780198799498.003.0026

Boardman J, Killaspy H, Mezey G (2022). Social Inclusion and Mental Health: 
Understanding Poverty, Inequality and Social Exclusion. RCPsych Publications. https://doi.
org/10.1017/9781911623601

Braveman P, Gruskin S (2003). Poverty, equity, human rights and health. Bulletin of the 
World Health Organisation, 81, 539-545.



54

https://dcidj.uog.edu.et

Bredewold F, Hermus M, Trappenburg M (2018). ‘Living in the community’ the pros and 
cons: A systematic literature review of the impact of deinstitutionalisation on people with 
intellectual and psychiatric disabilities. Journal Of Social Work, 20(1), 83-116. https://doi.
org/10.1177/1468017318793620

Browne J, Coffey B, Cook K, Meiklejohn S, Palermo C (2018). A guide to policy analysis as 
a research method. Health Promotion International, 34(5), 1032-1044. doi: 10.1093/heapro/
day052. https://doi.org/10.1093/heapro/day052

Cairney P (2019). Understanding public policy: theories and issues. Bloomsbury Publishing.

Cairney P (2021). The politics of policy analysis. Springer Nature. https://doi.org/10.1007/978-
3-030-66122-9

Carter H, Araya R, Anjur K, Deng D, Naslund J A (2021). The emergence of digital mental 
health in low-income and middle-income countries: A review of recent advances and 
implications for the treatment and prevention of mental disorders. Journal of Psychiatric 
Research, 133, 223-246. https://doi.org/10.1016/j.jpsychires.2020.12.016

Chinyama M, MacLachlan M, McVeigh J, Huss T, Gawamadzi S (2018). An Analysis of the 
Extent of Social Inclusion and Equity Consideration in Malawi’s National HIV and AIDS 
Policy Review Process. International Journal of Health Policy And Management, 7(4), 297-
307. https://doi.org/10.15171/ijhpm.2017.87

Connell R, Collyer F, Maia J, Morrell R (2017). Towards a global sociology of knowledge: 
Post-colonial realities and intellectual practices. International Sociology, 32(1), 21-37. https://
doi.org/10.1177/0268580916676913

Disability Action Council Cambodia (2017). Promoting social inclusion in Cambodia; Final 
report.

Eide A H, Amin M, MacLachlan M, Mannan H, Schneider M (2013). Addressing equitable 
health of vulnerable groups in international health documents. ALTER- European Journal of 
DisabilityResearch/Revue Européenne de Recherche sur le Handicap, 7(3), 153-162. https://
doi.org/10.1016/j.alter.2013.04.004

Elliott L, Masters H (2009).Mental health inequalities and mental health nursing. Journal 
of Psychiatric and Mental Health Nursing, 16(8), 762-771. https://doi.org/10.1111/j.1365-
2850.2009.01453.x

Flaskerud J, Winslow B (1998). Conceptualizing Vulnerable Populations Health-Related 
Research. Nursing Research, 47(2), 69-78. https://doi.org/10.1097/00006199-199803000-00005

Gary FA (2005). Stigma: Barrier to mental health care among ethnic minorities. Issues in 
mental health nursing, 26(10), 979-999. https://doi.org/10.1080/01612840500280638

Gilson L, Buse K, Murray S, Dickinson C (2008). Future directions for health policy analysis: 
A tribute to the work of Professor Gill Walt. Health Policy and Planning, 23, 291-293. https://
doi.org/10.1093/heapol/czn025

Haynes A, Joyce S, Schweppe J (2021). The Significance of the Declaration of Ethnic Minority 
Status for Irish Travellers. Nationalities Papers, 49(2), 270-288. https://doi.org/10.1017/
nps.2020.28



55

https://dcidj.uog.edu.et

Hogan J, Murphy M P (2021). Contextualising policy analysis in Ireland. In J. Hogan & M. 
P. Murphy (eds.), Policy analysis in Ireland (pp. 1-16). Bristol, UK: Policy Press. https://doi.
org/10.1332/policypress/9781447350897.003.0001

Huss T, MacLachlan M (2016). The EquIPP Manual. Global Health Press.

Huss T, MacLachlan M (2017). Using EquiFrame and EquIPP to support and evaluate 
the implementation of the Sustainable Development Goals. In S. Klotz, H. Bielefeldt, M. 
Schmidhuber, & A. Frewer (Eds.), Healthcare as a human rights issue: Normative profile, 
conflicts and implementation, 169-200. https://doi.org/10.1515/9783839440544-007

Hussey M M, Mannan H (2015). China’s mental health law: Analysis of Core concepts of 
human rights and inclusion of vulnerable groups. Disability, CBR & Inclusive Development, 
26(4), 117-137. https://doi.org/10.5463/dcid.v26i4.471

International Monetary Fund - IMF (2022).India and the IMF. https://www.imf.org/en/
Countries/IND. https://doi.org/10.5089/9798400228360.002

Irish College of General Practitioners - ICGP (2020). A guide for providing care for lesbian, 
gay and bisexual patients in primary care. Dublin, Ireland: ICGP. www.icgp.ie

Jansen S, White R, Hogwood J, Jansen A, Gishoma D, Mukamana D, Richters A (2015). The 
“treatment gap” in global mental health reconsidered: sociotherapy for collective trauma in 
Rwanda. European Journal of Psychotraumatology, 6(1), 28706. https://doi.org/10.3402/ejpt.
v6.28706

Jones H (2009). Equity in development. Why It is Important and How to Achieve It. London: 
Overseas Development Institute.

Kabakian-Khasholian T, Saleh R, Makhoul J, El-Jardali F (2020). Sustaining social inclusion: 
Lessons from research, intervention, and policymaking. In B. R. Crisp & A. Taket (Eds.), 
Sustaining social inclusion. Routledge. https://doi.org/10.4324/9780429397936-5

Kinderman P (2021). From chemical imbalance to power imbalance: A macropsychology 
perspective on mental health. In M. MacLachlan & J. McVeigh (Eds.), Macropsychology: 
A population science for Sustainable Development Goals (pp. 29-44). Cham, Switzerland: 
Springer. https://doi.org/10.1007/978-3-030-50176-1_2

Knapp M, Funk M, Curran C. Prince M, Grigg M, McDaid D (2006). Economic barriers to 
better mental health practice and policy. Health Policy And Planning, 21(3), 157-170. https://
doi.org/10.1093/heapol/czl003

Lund C, Brooke-Sumner C, Baingana F, Baron E, Breuer E, Chandra P, Haushofer J, Herrman 
H, Jordans M, Kieling C, Medina-Mora ME, Morgan E, Omigbodun O, Tol W, Patel V, Saxena 
S(2018). Social determinants of mental disorders and the Sustainable Development Goals: a 
systematic review of reviews. The Lancet Psychiatry, 5(4), 357-369. https://doi.org/10.1016/
s2215-0366(18)30060-9

MacLachlan M, Amin M, Mannan H, El Tayeb S, Bedri N, Swartz L, Munthali A, Van Rooy 
G, McVeigh J (2012). Inclusion and Human Rights in Health Policies: Comparative and 
Benchmarking Analysis of 51 Policies from Malawi, Sudan, South Africa and Namibia. Plos 
ONE, 7(5), e35864 https://doi.org/10.1371/journal.pone.0035864



56

https://dcidj.uog.edu.et

MacLachlan M, Mannan H, Huss T, Munthali A, Amin M (2016). Policies and processes for 
social inclusion: Using EquiFrame and EquIPP for policy dialogue; Comment on “Are sexual 
and reproductive health policies designed for all? Vulnerable groups in policy documents of 
four European countries and their involvement in policy development”. International Journal 
of Health Policy and Management, 5(3), 193-196. https://doi.org/10.15171/ijhpm.2015.200

MacLachlan M, McVeigh J, Huss T, Mannan H (2019). Macropsychology: Challenging and 
changing social structures and systems to promote social inclusion. In K. C. O’Doherty& D. 
Hodgetts (Eds.), The Sage Handbook of Applied Social Psychology (pp. 166-182). London, 
U.K.: Sage. https://doi.org/10.4135/9781526417091.n9

MacLachlan M, Mji G, Chataika T, Wazakilid M, Dubee AK, Mulumbaf M, Massahg B, 
Wakeneh D, Kalloni F, Maughanj M (2014). Facilitating disability inclusion in poverty 
reduction processes: group consensus perspectives from disability stakeholders in Uganda, 
Malawi, Ethiopia, and Sierra Leone. Disability & the Global South, 1(1), 107-127.

Mannan H, Amin M, MacLachlan M (2012). Non-communicable disease priority actions and 
social inclusion. The Lancet, 379(9812), 17-18. https://doi.org/10.1016/s0140-6736(12)60106-8

Mannan M, Amin M, MacLachlan M, and the EquitAble Consortium (2011). The EquiFrame 
manual: A tool for evaluating and promoting the inclusion of vulnerable groups and core 
concepts of human rights in health policy documents. DublinGlobal Health Press.

Mannan H, ElTayeb S, MacLachlan M, Amin M, McVeigh J, Muthali A, Van Rooy G (2013). 
Core concepts of human rights and inclusion of vulnerable groups in the mental health 
policies of Malawi, Namibia, and Sudan. International Journal of Mental Health Systems, 7. 
https://doi.org/10.1186/1752-4458-7-7

Mannan H, McVeigh J, Amin M, MacLachlan M, Swartz L, Munthali A, Van Rooy G (2012). 
Core concepts of human rights and inclusion of vulnerable groups in the disability and 
rehabilitation policies of Malawi, Namibia, Sudan, and South Africa. Journal of Disability 
Policy Studies, 23(2), 67-81. https://doi.org/10.1177/1044207312439103

McElwee N, Jackson A, Charles G (2003). Towards a Sociological Understanding of Irish 
Travellers: Introducing a People. Irish Journal of Applied Social Studies, 4(1).

McVeigh J, MacLachlan M, Ferri D, Mannan H (2021). Strengthening the participation of 
organisations of persons with disabilities in the decision-making of national government and 
the United Nations: Further analyses of the International Disability Alliance Global Survey. 
Disabilities, 1(3), 202-217. https://doi.org/10.3390/disabilities1030016

Mental Health and Poverty Project: Policy Brief: developing effective mental health policies 
and plans in Africa: 7 key lessons. http://www.who.int/ mental_health/policy/development/
MHPB8.pdf

Movement for Global Mental Health: Aims. http://www.globalmentalhealth. org/about/aims

Nasser K, MacLachlan M, McVeigh J (2016). Social inclusion and mental health of children 
with physical disabilities in Gaza, Palestine. Disability, CBR and Inclusive Development, 
27(4), 5-36. https://doi.org/10.5463/dcid.v27i4.560



57

https://dcidj.uog.edu.et

O’Dowd J, Mannan H, McVeigh J (2014). India’s disability policy - Analysis of core concepts 
of human rights. Disability, CBR and Inclusive Development, 24(4), 69-90. https://doi.
org/10.5463/dcid.v24i4.277

Oliver A, Healey A, Le Grand J (2002). Addressing health inequalities. Lancet, 360, 565-567. 
https://doi.org/10.1016/S0140-6736(02)09713-1

Patel V, Collins PY, Copeland J, Kakuma R, Katontoka S, Lamichhane J, Naik S, Skeen S (2011). 
The movement for global mental health. Br J Psychiatry, 198, 88- 90. https://doi.org/10.1192/
bjp.bp.109.074518

Patel V, Chisholm D, Parikh R, Charlson FJ, Degenhardt L, Dua T, Ferrari AJ, Hyman S, 
Laxminarayan R, Levin C, Lund C, Medina-Mora ME, Petersen I, Scott JG, Shidhaye R, 
Vijayakumar L, Thornicroft G, Whiteford H (2016). Addressing the burden of mental, 
neurological, and substance use disorders: key messages from disease control priorities. The 
Lancet, 3(387),1672-85. https://doi.org/10.1016/S0140-6736(15)00390-6

Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, Chisholm D, Collins PY, 
Cooper JL, Eaton J, Herrman H, Herzallah MM, Huang Y, Jordans MJD, Kleinman A, Medina-
Mora ME, Morgan E, Niaz U, Omigbodun O, Prince M, Rahman A, Saraceno B, Sarkar BK, 
De Silva M, Singh I, Stein DJ, Sunkel C, UnÜtzer J (2018). The Lancet Commission on global 
mental health and sustainable development. The Lancet, 392, 1553-98. https://doi.org/10.1016/
S0140-6736(18)31612-X

Roca M, Gili M, Garcia-Garcia M, Salva J, Vives M, Campayo JG, Comas A (2009). Prevalence 
and comorbidity of common mental disorders in primary care. Journal of affective disorders, 
119(1-3), 52-58. https://doi.org/10.1016/j.jad.2009.03.014

Smith WC (2018). Quality and inclusion in the SDGs: Tension in principle and practice. In Testing 
and inclusive schooling (pp. 89-104). Routledge. https://doi.org/10.4324/9781315204048-7

Subramaniam M, Shahwan S, Goh C, Tan G, Ong W, Chong S (2022). A Qualitative Exploration 
of the Views of Policymakers and Policy Advisors on the Impact of Mental Health Stigma on 
the Development and Implementation of Mental Health Policy in Singapore. Administration 
and Policy in Mental Health and Mental Health Services Research, 49(3), 404-414. https://doi.
org/10.1007/s10488-021-01171-1

Tangcharoensathien V, Mills A, Das M, Patcharanarumol W, Buntan M, Johns J (2018). 
Addressing the health of vulnerable populations: social inclusion and universal health 
coverage. Journal Of Global Health, 8(2). https://doi.org/10.7189/jogh.08.020304

The Global Fund. (2020). Results report 2020. https://www.theglobalfund.org/media/10103/
corporate_2020resultsreport_report_en.p df

Thomas S (2013). World Health Assembly Adopts Comprehensive Mental Health Action Plan 
for 2013-2020. Issues In Mental Health Nursing, 34(10), 723-724. https://doi.org/10.3109/0161
2840.2013.831260

Umbarger G, Stowe M, Turnbull H (2005). The Core Concepts of Health Policy Affecting 
Families who have Children with Disabilities. Journal of Disability Policy Studies, 15(4), 201-
208. https://doi.org/10.1177/10442073050150040201



58

https://dcidj.uog.edu.et

United Nations (2015). Transforming our world: the 2030 Agenda for Sustainable Development. 
The United Nations, New York.

United Nations (2017). Report of the Special Rapporteur on the right of everyone to the 
enjoyment of the highest attainable standard of physical and mental health. UN General 
Assembly. https://doi.org/10.18356/f9287273-en

Wishart M, Davis C, Pavlis A, Hallam K (2019). Increased mental health and psychosocial 
risks in LGBQ youth accessing Australian youth AOD services. Journal Of LGBT Youth, 17(3), 
331-349. https://doi.org/10.1080/19361653.2019.1663335

World Health Organisation (2001). Mental Health: Strengthening Mental Health Promotion 
| Mind Health. Mentalhealthpromotion.net. Retrieved 16 February 2022, from http://www.
mentalhealthpromotion.net/?i=training.en.bibliography.1143.

World Health Organisation (2003). Mental health legislation & human rights (mental health 
policy and service guidance package).

World Health Organisation (2006). Working Together for Health: The World Health Report.

World Health Organisation (2007). Scale up services for mental disorders: a call for action. 
The Lancet, 370(9594), 1241-1252. https://doi.org/10.1016/S0140-6736(07)61242-2

World Health Organisation (2008). WHO European Ministerial Conference on Health 
Systems: Health Systems. Health and Wealth, The Tallinn Charter, Health Systems for Health 
and Wealth.

World Health Organisation (2009). Improving health systems and services for mental health. 
http://whqlibdoc.who.int/publications/2009/9789241598774_eng.pdf

World Health Organisation (2010). Mental health and development: Targeting people with 
mental health conditions as a vulnerable group.

World Health Organisation (2017). Human rights and health. Human rights and health 
:: WHO Fact Sheet - December 2017 | vaccines and global health :: ethics and policy 
(centerforvaccineethicsandpolicy.net)

World Health Organisation (2018). Mental health atlas 2017.

World Health Organisation (2021). Mental health atlas 2020. https://www.who.int/
publications/i/item/9789240036703

World Health Organisation (2022a). Mental health: Strengthening our response. https://www.
who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response

World Health Organisation (2022b). World mental health report: Transforming mental health 
for all. Geneva, Switzerland: WHO.



59

https://dcidj.uog.edu.et

Appendix 1: Table of Core Concepts and Definitions
No Core concept Key question Key language
1. Non-

discrimination
Does the policy support the rights 
of vulnerable groups with equal 
opportunity in receiving health care?

Vulnerable groups are not discriminated 
against on the basis of their distinguishing 
characteristics (i.e., Living away from 
services; Persons with disabilities; Ethnic 
minority or Aged).

2. Individualised 
Services

Does the policy support the rights of 
vulnerable groups with individually 
tailored services to meet their needs 
and choices?

Vulnerable groups receive appropriate, 
effective, and understandable services.

3 Entitlement Does the policy indicate how 
vulnerable groups may qualify for 
specific benefits relevant to them?

People with limited resources are 
entitled to some services free of charge 
or persons with disabilities may be 
entitled to respite grant.

4 Capability- based 
Services

Does the policy recognise the 
capabilities existing within vulnerable 
groups?

For instance, peer to peer support 
among women- headed households or 
shared cultural values among ethnic 
minorities.

5. Participation Does the policy support the right of 
vulnerable groups to participate in 
the decisions that affect their lives and 
enhance their empowerment?

Vulnerable groups can exercise 
choices and influence decisions 
affecting their life. Such consultation 
may include planning, development, 
implementation, and evaluation.

6. Coordination of 
Services

Does the policy support assistance 
of vulnerable groups in accessing 
services from within a single provider 
system (inter-agency) or more than 
one provider system (intra-agency) or 
more than one sector (inter-sectoral)?

Vulnerable groups know how services 
should interact where inter-agency, 
intra-agency, and inter-sectoral 
collaboration is required.

7. Protection from 
Harm

Are vulnerable groups protected from 
harm during their interaction with 
health and related systems?

Vulnerable groups are protected from 
harm during their interaction with 
health and related systems.

8 Liberty Does the policy support the right of 
vulnerable groups to be free from 
unwarranted physical or other 
confinement?

Vulnerable groups are protected 
from unwarranted physical or other 
confinement while in the custody of the 
service system/provider.

9. Autonomy Does the policy support the right of 
vulnerable groups to consent, refuse to 
consent, withdraw consent, or otherwise 
control or exercise choice or control over 
what happens to him or her?

Vulnerable groups can express 
“independence” or “self-
determination”. For instance, a person 
with an intellectual disability will have 
recourse to an independent third party 
regarding issues of consent and choice.

10. Privacy Does the policy address the need for 
information regarding vulnerable 
groups to be kept private and 
confidential?

Information regarding vulnerable 
groups need not be shared among 
others.
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No Core concept Key question Key language
11. Integration Does the policy promote the use of 

mainstream services by vulnerable 
groups?

Vulnerable groups are not barred 
from participation in services that are 
provided for general population.

12. Contribution Does the policy recognise that 
vulnerable groups can be productive 
contributors to society?

Vulnerable groups make a meaningful 
contribution to society.

13. Family Resource Does the policy recognise the value 
of the family members of vulnerable 
groups in addressing health needs?

The policy recognises the value of 
family members of vulnerable groups as 
a resource for addressing health needs.

14. Family Support Does the policy recognise individual 
members of vulnerable groups may 
have an impact on the family members 
requiring additional support from 
health services?

Persons with chronic illness may have 
mental health effects on other family 
members, such that these family 
members themselves require support.

15. Cultural 
Responsiveness

Does the policy ensure that services 
respond to the beliefs, values, gender, 
interpersonal styles, attitudes, cultural, 
ethnic, or linguistic, aspects of the 
person?

i) Vulnerable groups are consulted 
on the acceptability of the service 
provided.

ii) Health facilities, goods and services 
must be respectful of ethical principles 
and culturally appropriate, i.e., 
respectful of the culture of vulnerable 
groups.

16. Accountability Does the policy specify to whom, 
and for what, services providers are 
accountable?

Vulnerable groups have access to 
internal and independent professional 
evaluation or procedural safeguard.

17. Prevention Does the policy support vulnerable 
groups in seeking primary, secondary, 
and tertiary prevention of health 
conditions?

 

18. Capacity Building Does the policy support the capacity 
building of health workers and of the 
system that they work in addressing 
health needs of vulnerable groups?

 

19. Access Does the policy support vulnerable 
groups- physical, economic, and 
information access to health services?

Vulnerable groups have accessible 
health facilities (i.e., transportation; 
physical structure of the facilities; 
affordability and understandable 
information in appropriate format).

20. Quality Does the policy support quality 
services to vulnerable groups through 
highlighting the need for evidence-
based and professionally skilled 
practice?

Vulnerable groups are assured of the 
quality of the clinically appropriate 
services.

21. Efficiency Does the policy support efficiency 
by providing a structured way of 
matching health system resources with 
service demands in addressing health 
needs of vulnerable groups?
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Appendix 2: Table of Vulnerable Groups and Definitions

No. Vulnerable Group Attributes or Definitions Supporting
Literature

1. Limited Resources Referring to poor people or people living in 
poverty

See Annex XXII

2. Increased Relative Risk For 
Morbidity

Referring to people with one of the top 10 
illnesses, identified by WHO, as occurring 
within the relevant country.

See Annex XXIII

3. Mother Child Mortality Referring to factors affecting maternal and child 
health (0-5 years).

See Annex XXIV

4. Women Headed Household Referring to households headed by a woman See Annex XXV

5. Children (with special 
needs)

Referring to children marginalized by special 
contexts, such as orphans or street children

See Annex XXVI

6. Aged Referring to older age See Annex XXVII

7. Youth Referring to, younger age without identifying 
gender

See Annex XXVIII

8. Ethnic Minorities Referring to non-majority groups in terms of 
culture, race or ethnic identity

See Annex XXIX

9. Displaced Populations Referring to people who, because of civil 
unrest or unsustainable livelihoods, have been 
displaced from their previous residence

See Annex XXX

10. Living Away from Services Referring to people living far from health 
services, either in time or distance

See Annex XXXI

11. Suffering from Chronic 
Illness

Referring to people who have an illness which 
requires continuing need for care

See Annex XXXII

12. Disabled Referring to people with disabilities, including 
physical, sensory, intellectual or mental 
health conditions, and including synonyms of 
disability

See Annex XXXIII


