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Abstract
Over the past 60 years Latin American countries have been experiencing noticeable demographic and socio-
economic changes, with marked impact on the population health in the region. There is growing recognition 
of the co-morbidity among mental and physical health problems impacting heavily on health care systems. 
These challenges open many opportunities for transformational change in the expanding field of global men-
tal health. Given the growing evidence for the wide applicability and efficacy of specific components included 
in mental health treatment packages, research should focus more on improving the organization and effi-
ciency with which we deliver these specific treatment components already proven to be efficacious. The Latin 
American Treatment and Innovation Network in Mental Health (LATIN-MH) is a research and training Hub 
based in Sao Paulo, Brazil, and Lima, Peru. It aims to address the co-morbidity between physical and mental 
chronic diseases, exploring the opportunity to use technology to support the treatment of these conditions. 
LATIN-MH strives to move beyond specific single-disease approaches and research silos, whilst maximizing 
the opportunities to work collaboratively with various groups in the Latin American region, thus contributing 
to fostering research and building capacity in mental health research.
Key Words: Mental Health, Chronic Disease, mHealth, Capacity Building (MeSH)
Key concepts:
Chronic diseases have now become the major determinants of the disease burden in Latin America, whereas psychiat-
ric disorders accounted for almost one-third of years lived with disability worldwide in 2005.
LATIN-MH is a research and training hub that aims to address the co-morbidity between physical and mental chronic 
diseases using technology to support their treatments.
LATIN-MH strives to move beyond specific single-disease approaches and research siloes, whilst maximizing the op-
portunities to work collaboratively with various groups in the Latin American region, thus contributing to foster research 
and build capacity in mental health research.
LATIN-MH is built on three driving principles: (i) building capacities to ensure sustainability and autonomy of mental 
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health services, (ii) developing strategic interdisciplinary partnerships, and (iii) integrating mental health treatment into 
primary care and community health systems. 

Resumen
Los países latinoamericanos han experimentado un cambio demográfico y socioeconómico notable en los 
últimos 60 años, los mismos que han tenido un efecto en la salud de las poblaciones de la región. Existe un 
creciente reconocimiento de la comorbilidad entre los problemas de salud físicos y mentales, que son los 
que más impactan a los sistemas de salud. Estos desafíos abren las posibilidades de lograr un cambio trans-
formacional en el campo de salud mental global. Dada la amplia evidencia para la aplicabilidad y eficacia 
de los componentes específicos incluidos en los paquetes de tratamiento de salud mental, la investigación 
debe enfocarse más en mejorar la organización y eficacia con la cual proveemos estos componentes es-
pecíficos que han demostrado ser eficaces. El Latin American Treatment and Innovation Network in Mental 
Health (LATIN-MH) es un nodo de investigación y entrenamiento basado en Sao Paulo, Brasil y Lima, Perú. 
Su meta es atacar la comorbilidad entre salud física y mental, explorando la oportunidad de usar tecnología 
para apoyar el tratamiento de estas condiciones. LATIN-MH busca ir más allá de estrategias de enferme-
dades únicas y silos de investigación, mientras se maximiza las oportunidades de trabajar en colaboración 
con varios grupos de la región latinoamericana para fomentar la investigación y crear capacidades en salud 
mental.
Palabras Clave: Salud Mental, Enfermedad Crónica, Creación de Capacidad (DeCS)
Conceptos clave: 
Las enfermedades crónicas se han convertido la mayor determinante de la carga de enfermedades en América Latina, 
mientras que los desórdenes psiquiátricos representan casi un tercio de los años vividos con discapacidades en el 
2005. 
LATIN-MH es un nodo de investigación y entrenamiento que busca atacar las comorbilidades entre salud física y men-
tal y usar tecnología para apoyar sus tratamientos..
LATIN-MH busca ir más allá de estrategias para enfermedades únicas y silos de investigación, mientras se maximiza 
las oportunidades de trabajar en colaboración con varios grupos de la región latinoamericana para fomentar la inves-
tigación y crear capacidades en salud mental.
LATIN-MH está construido en tres principios fundamentales: (i) crear capacidades para asegurar la autonomía y sos-
tenibilidad de los servicios de salud mental, (ii) desarrollar asociaciones interdisciplinarias estratégicas, e (iii) integrar 
el tratamiento de salud mental al sistema de atención primaria y los sistemas de salud comunitaria.  

Introduction
The US National Institute of Mental Health (NIMH), 
together with other major institutions and collabo-
rators, has led the charge towards addressing the 
Grand Challenges in Mental Health around the 
world1, 2. NIMH is currently supporting five Collab-
orative Hubs for International Research in Mental 
Health. Two Hubs concentrate activities in the Lat-
in American region: Regional Network for Mental 
Health Research in Latin America (RedeAmerica)3, 
and Latin American Treatment and Innovation Net-
work in Mental Health (LATIN-MH)4. 
The purpose of this commentary is to present cur-
rent ongoing opportunities in the field of global men-
tal health and to introduce LATIN-MH to the wider 

Latin American audience. LATIN-MH is a research 
and training Hub based in Sao Paulo, Brazil, and 
Lima, Peru. LATIN-MH aims to address the co-mor-
bidity between physical and mental chronic diseas-
es, exploring the opportunity to use technology to 
support the treatment of these conditions. In this re-
view we start by addressing some pressing issues 
related to global mental health, ranging from dis-
ease burden, effectiveness and health services re-
search, as well strategies required to match needs 
with available resources such as task shifting and 
advancing technology. We then continue presenting 
some specific features of LATIN-MH, including its 
activities and driving principles.

Revista de la Facultad de Ciencias Médicas 2015; 73(3):321-330

Treatment and Innovation Network in Mental Health



323

Opportunities for Global Mental Health
Over the past 60 years Latin American countries 
have been experiencing noticeable demographic 
and socioeconomic changes, with marked impact 
on the population health in the region5. These socio-
demographic changes include massive rural/urban 
migration, decreasing fertility rates and higher life 
expectancy, leading to the growth of an increasingly 
older population mostly located in the periphery of 
the largest cities6, 7. Together with these socio-de-
mographic changes, lifestyles have also changed. 
We have witnessed a nutritional transition, where 
under-nutrition as a public health problem has been 
replaced by rising rates of obesity8. There has been 
an increase in other unhealthy behaviors, which are 
regarded as risk factors for the most burdensome 
chronic diseases, such as physical inactivity and 
smoking9, 10. The importance of depression has also 
been recognized as a major problem, both as a sin-
gle condition and more often as part of a complex 
clinical picture, in which multiple conditions and 
risk factors are combined11. We are faced with an 
unprecedented challenge of individuals living lon-
ger but with an increased probability of living with 
chronic co-morbid conditions that are taxing indi-
vidually and within society as a whole.
In this new scenario, chronic diseases have now 
become the major determinants of the disease bur-
den in Latin America9, 10. The growing relevance of 
chronic diseases for global health has been recog-
nized in recent years and led to a recent declara-
tion by the UN General Assembly12, where member 
states agreed that chronic diseases are a major 
public health priority and pledged to endorse a se-
ries of measures to reduce the burden of cardio-
vascular diseases, cancer, diabetes and chronic 
respiratory diseases. Unfortunately, mental disor-
ders were left out of the declaration, despite epi-
demiologic research clearly establishing the signifi-
cant public health importance of mental disorders in 
low- and middle-income countries (LMIC) and the 
chronic nature of many of these disorders13-15. More 
importantly, there is growing recognition of the co-
morbidity among mental and physical health prob-
lems impacting heavily on health care systems.
Mental health, physical chronic diseases and its co-
morbidities
In terms of burden, psychiatric disorders account-
ed for almost one-third of years lived with disabil-
ity worldwide in 200516. Contrary to the stereotype, 
mental disorders accounted for nearly as great a 
proportion of the disability burden in LMIC as in 

high-income countries. In Latin America, psychiatric 
conditions represented 8.8% of the overall global 
burden of disease (using the disability-adjusted 
life year, DALYs) in 1990; a proportion that grew 
to 22.2% by 200217. Depressive disorders are the 
leading cause of DALYs among women in the re-
gion, while they come fourth after violence, alcohol 
use disorders, and non-intentional lesions among 
men18. Most recent estimates from year 2010 also 
identified depressive disorders as a leading cause 
of disease burden worldwide19. This finding also 
signals that population growth and ageing means 
more of the population are living to the age where 
depressive disorders are prevalent, hence a higher 
disease burden.
As for mental disorders, in general, it has been es-
timated that approximately 20% of adults in LMIC 
experience a mental health or substance use dis-
order each year14. A review of relevant epidemio-
logical studies in Latin America in the last 20 years 
show that the mean 12-month prevalence of major 
depression was 4.9% and 11% after including dys-
thymia and anxiety disorders18. In São Paulo, Brazil, 
the World Health Survey20 found that 18.8% of the 
adult population sampled reported having received 
a diagnosis of depression in the last 12 months, the 
highest among 10 developed and eight developing 
countries participating in this study. Other commu-
nity surveys have found that 5-10% of adults meet 
criteria for ICD-10 depression in Brazil21, 22. 
Studies using broader criteria for common mental 
disorders (including mixed depressive and anxiety 
states) report that approximately 30% of Brazil-
ian adults experience such disorders at any given 
time23-25. Similar prevalence rates have been es-
timated in Peru10 and in Lima, with almost 7% of 
the population suffering from depressive symptoms 
of clinical significance26. The great majority of indi-
viduals with mental disorders do not receive any 
treatment. For example, the World Mental Health 
surveys found that the proportion of people with a 
severe mental health condition who reported receiv-
ing any treatment in the 12 months prior were typi-
cally 10-25% in LMIC, compared to 50% or more in 
higher-income countries14, 27, 28. 
In addition, mental disorders amplify the morbidity 
and disability associated with other health condi-
tions20. For example, depression is strongly asso-
ciated with diabetes and heart disease, non-ad-
herence to medical treatments, and progression 
of disability across a range of chronic conditions29. 
Depression is also associated with smoking30 and 
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alcohol31-33. A consistent association between men-
tal disorders and poverty suggests that common 
mental disorders may also be a significant barrier to 
economic development34. 
Effectiveness and health services research
Growing evidence supports the efficacy of core 
treatments for common mental disorders across a 
wide range of cultures, language, and economic de-
velopment29. Randomized trials conducted in LMIC 
consistently support the efficacy of numerous spe-
cific treatments tested in higher income countries 
including: pharmacotherapy and brief psychothera-
pies to reduce depressive symptoms, pharmaco-
therapy to reduce psychotic symptoms, family inter-
ventions to reduce risk of relapse in schizophrenia, 
and brief motivational interventions to reduce alco-
hol use29. Even though we do not have strong evi-
dence for all specific therapies for all common men-
tal disorders across all cultures or ethnic groups, 
we have yet to find a specific treatment (pharma-
cotherapy or psychotherapy) proven conclusively 
effective in higher-income countries that has been 
clearly proven ineffective in LMIC. Given this grow-
ing evidence for the wide applicability and efficacy 
of specific components included in mental health 
treatment packages, our research should focus 
more on improving the organization and efficiency 
with which we deliver these specific treatment com-
ponents already proven to be efficacious. Another 
important aspect to consider is the need to think 
from the start about how any of the tested interven-
tions will be disseminated in a larger scale. A prob-
lem worth considering is that people do not neces-
sarily present with single problems in primary care, 
but more often present with multiple chronic health 
problems. Unfortunately most intervention studies 
focus mostly on single disease management. There 
is a need to think of how to integrate the manage-
ment of multiple chronic diseases, including mental 
health, across all health services and some exam-
ples are ongoing in the region35.
Strategies should match resources with needs
Most traditional health care delivery models devel-
oped in higher income countries are clearly not ade-
quate to deliver these efficacious treatment compo-
nents in LMIC. Specialized human resources, such 
as psychiatrists, are distinctly hard to find in most 
LMIC, especially in the public sector. The mental 
health workforce in LMIC is only a small fraction 
of those available in high-income countries36. The 
serious lack of available mental health specialists 
in LMIC is unlikely to be overcome rapidly. Even if 

resources for training were available, there would 
be an inevitable time gap while these workers are 
being trained.
Financial resources for mental health care in LMIC 
have also been historically low. While psychiatric 
disorders account for a large proportion of the dis-
ability burden in LMIC, mental health care accounts 
for a relatively small proportion of health expendi-
tures —typically 2.5% in Latin America— compared 
to 7% or more in higher-income countries36. Given 
these severe resource limitations, it is not surpris-
ing that the gap between the need for and receipt 
of mental health services, also known as unmet 
needs, is especially large in LMIC.
The limited mental health resources available in 
LMIC are often not optimally distributed either. 
Funds and trained personnel are typically allocated 
to tertiary health care services such as psychiatric 
hospitals36. The gaps in the distribution of resources 
between countries are also seen within countries 
where poor people, often with more needs for health 
care services, receive the least health care37. Nev-
ertheless, we believe that any short- and medium-
term efforts to develop, evaluate, and disseminate 
effective mental health interventions in LMIC must 
adapt to these severe workforce, resource limita-
tions, and inequities. 
Despite the human resource and health system 
constraints, the increasing availability and decreas-
ing costs of new communication technologies open 
up new opportunities. Today there are more mo-
bile phones than fixed lines in most Latin American 
countries, covering almost their entire population. 
Although smartphones and fast broadband con-
nections are not yet quite widely available in Latin 
America, it is possible to predict they will be in the 
near future. There is an unprecedented opportu-
nity to access huge populations, including those 
in rural areas or more socially disadvantaged. The 
availability of numerous new channels for deliver-
ing mental health services —telephone, email, text 
messaging, video chat, discussion boards— allow 
some aspects of mental health interventions to be 
delivered across long distances at much lower cost. 
In keeping with these opportunities, there has been 
a huge increase in so-called e-health and m-health 
interventions, involving Internet and phone commu-
nication for mental health problems38-41 and similar 
interventions to change unhealthy behaviors or life-
styles42-44.
Some of these challenges bring opportunities that 
can be embraced through shifting tasks at two lev-
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els: first, at the healthcare provider level, usually re-
ferred as task shifting or task sharing, and second, 
shifting some management tasks to the patients 
themselves by maximizing the opportunities of to-
day’s technology. These two potential strategies are 
not mutually exclusive, and a degree of overlapping 
is expected, and both jointly advocate towards the 
use of existing resources in the most efficient man-
ner. To complement this, task shifting must take full 
advantage of the ongoing technological revolution. 
Task shifting at the healthcare provider level
Recent research suggests that task shifting or task 
sharing (i.e. re-distribution of clinical roles within 
health systems and health care teams) is an effec-
tive and efficient strategy for expanding the reach 
of effective mental health treatment in settings with 
lack of specialized human resources45-47. Much of 
this research has been conducted in child survival, 
maternal health and HIV programs, with Peru be-
coming one of the leading countries in Latin Amer-
ica48, 49. The management of chronic diseases in 
many LMIC and elsewhere has also followed a sim-
ilar approach50-54. Mental health has much to learn 
from other disciplines. Task shifting can also involve 
re-organization of care at multiple levels. Examples 
include: shifting of care normally provided in spe-
cialty settings to primary care settings, shifting of 
care normally provided by physicians or psycholo-
gists to mid-level providers or paraprofessionals, 
shifting of services normally provided by the health 
care system to family members or the users them-
selves, and shifting of care normally provided in 
face-to-face encounters to remote communication 
devices. 
Examples of task shifting approaches in the treat-
ment of depression in LMIC have included: delivery 
of cognitive-behavioral therapy for perinatal depres-
sion by community health workers55, a psycho-edu-
cational group program for depression delivered by 
nurses in primary care56, a medication monitoring 
and psycho-educational group program for post-
partum depression delivered by primary care health 
workers57, brief individual or group psycho-educa-
tional interventions for depression delivered by lay 
health workers or trained lay people58-60. Sev-
eral members of our group were involved in some 
of these pioneering experiences in mental health. 
When compared with usual care for depression, 
these programs have produced clinical benefits at 
least as large as those seen with collaborative care 
programs for depression in higher-income coun-
tries. These programs explicitly re-allocate clinical 

tasks from scarce personnel, such as psychiatrists 
or doctors, to personnel more widely available in 
some resource-poor settings. The use of existing 
health infrastructure and non-medical and non-spe-
cialist personnel makes such programs dramatical-
ly less expensive than traditional models of mental 
health care. With regard to adaptability, these task-
shifting programs are typically designed to coordi-
nate with parallel efforts in prevention and chronic 
disease management. For example, one of the ear-
ly task-shifting programs in Chile57 drew heavily on 
experience with existing programs to monitor and 
improve adherence to diabetes and tuberculosis 
treatment, and the use of midwives in pregnancy 
control programs57.
Although task shifting seems intuitively a reason-
able approach to expanding services to reduce the 
treatment gap, many questions still remain about 
how to introduce and improve sustainability of task 
shifting in different resource-poor settings. As we 
use task shifting to de-construct complex treatment 
processes into components, we encounter a se-
ries of opportunities for innovation – and a series of 
challenges and important research questions: What 
are the essential “active ingredients” of this clinical 
service? Who is the best person to deliver this ser-
vice? Is human interaction essential for its success 
in every case? Can it be delivered using technologi-
cal devices? In cases where human interaction is 
not available, is an automated technological inter-
vention with modest efficacy preferable than provid-
ing nothing? What levels of support and supervision 
are required and how can these be provided? How 
can we best ensure the quality of the care provided 
by health workers undertaking task shifting? How 
effective are these workers delivering these shifted 
tasks? How do task-shifting programs for depres-
sion integrate with programs for other health con-
ditions? Shifting tasks to technologies has a great 
potential to reduce costs, making treatment delivery 
viable in resource-restricted environments, and ex-
tensible to less geographically accessible popula-
tions.
Task shifting towards patient’s self management: 
Beyond consumable interventions
The mental health field needs also to consider de-
veloping self-help automated interventions with the 
potential to reach people without access to health 
care providers38, 40, 61. One of the limiting factors in 
increasing access to health care is the almost total 
reliance on consumable interventions. Consumable 
interventions include medications, e.g. a nicotine 
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patch can only be used once and must then be dis-
carded, and live interventions, e.g. the time involved 
in administering an intervention can benefit only a 
limited number of consumers. Self-help automated 
interventions, be it through apps including auto-
mated text-messaging interventions or Web-based, 
can be used again and again without losing their 
therapeutic strength. Once found efficacious, they 
can be shared worldwide, without taking anything 
away from the location where they were developed. 
Hence, moving towards fully automated evidence-
based interventions could serve individuals with no 
access to any health care provider. 
Creating generalizable knowledge
Developing, implementing, testing, and disseminat-
ing effective mental health programs in resource-
poor settings requires a sound understanding of 
the comparative effectiveness of various interven-
tions and programs. The feasibility, acceptability, 
and effectiveness of mental health treatments and 
treatment programs may be influenced by variation 
in language and culture of patients and providers, 
availability and roles of health care personnel, or 
financial and material resources. Useful research 
must yield generalizable knowledge regarding the 
adaptation, effectiveness, and dissemination of 
mental health interventions. Because a single ap-
proach will not fit all circumstances, well-conceived 
research can dramatically accelerate the process 
of tailoring and adapting programs to diverse cir-
cumstances. We have been involved in this pro-
cess of adapting successful interventions from one 
resource-poor setting to be used in others for al-
most a decade56, 57, 60. We describe below a phased 
approach to developing and disseminating this gen-
eralizable knowledge. Moreover knowledge gen-
erated by other medical disciplines attempting to 
reduce treatment gaps and improving the cost-ef-
fectiveness of other interventions can be useful. For 
instance most medical programs aiming to improve 
adherence with their interventions and the strate-
gies have much in common. Therefore our strate-
gic partnership with other medical researchers can 
lead to cross-fertilization of ideas.
The potential of LATIN-MH in the Latin American 
region
Clayton Christensen popularized the term “disrup-
tive innovation” to describe new products or pro-
grams that transform and eventually replace tradi-
tional ones. Christensen describes the “innovators 
dilemma”, the natural tendency of existing process-
es and structures to resist and delay transforma-

tional change62. In describing barriers to innovation 
in health care, Christensen cites several examples 
of effective and efficient task shifting innovations 
that have met resistance from traditional provider 
groups62. These objections in high-income coun-
tries are typically framed in terms of quality or safe-
ty, even when evidence clearly supports the safety 
and quality of alternative service delivery models. In 
contrast, resource limitations in LMIC create strong 
pressure for innovation in mental health care. Pa-
tients and providers with no access to mental health 
services have few incentives to retain the status 
quo. Christensen points out that transformational 
change often begins with those excluded from or 
poorly served by existing models of care62. Innova-
tive models of care developed in resource-poor set-
tings have the potential to transform and improve 
care in more advantaged settings. 
The diversity of health systems and health profes-
sional roles in LMIC create a tremendous opportu-
nity for developing and evaluating innovations in 
mental health care delivery. The range of profes-
sional and paraprofessional personnel available in 
primary health care and community health settings 
in LMIC will allow systematic evaluation of how fea-
sibility and effectiveness of task shifting interven-
tions differ according to different health systems. 
Furthermore the lack of resources has forced many 
LMIC to look for alternatives, maximizing the con-
tribution that empowered individuals can offer. Fur-
thermore communication technologies are expand-
ing at an incredibly rapid pace. These technologies 
offer the opportunity to augment specialized human 
resources, wherever these exist, and to provide in-
terventions where these human resources do not 
exist. 
Based on these considerations, support for men-
tal health services research in LMIC should not be 
viewed as a unidirectional activity. Instead, a co-
ordinated program of research on task sharing in 
mental health care has the potential to inform the 
next generation of mental health service delivery 
models across all levels of economic development. 
There has been a historical trend for knowledge to 
travel from the North to the South. This trend may 
change when South-South research partnerships, 
together with their North-based collaborators, gen-
erate appropriate information to solve some of their 
own problems. 
LATIN-MH aims to serve as a starting point towards 
a research partnership with leading centers in the 
field of chronic disease in Latin America. There are 
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incredible opportunities in terms of developing inte-
grated management programs, including diseases 
as well as behavioral risk, while approaching the 
individual as a whole rather than as somebody suf-
fering from the sum of single diseases or problems. 
LATIN-MH areas of research focuses initially on 
people with diabetes and/or hypertension, a group 
with high co-morbidity and where an effective treat-
ment of depression could also yield benefits in 
terms of the medical management of their physi-
cal chronic conditions. We are deliberately ‘cross-
ing the borders of mental health,’ forging a strategic 
alliance with our colleagues working in the chronic 
disease field, a needed step which places us in the 
direction towards transformational change.
What will LATIN-MH do?
LATIN-MH is comprised of two major components, 
research and capacity building. Our research com-
ponent focuses on assessing the effectiveness of 
a mobile phone intervention assisted by an auxil-
iary nurse for the treatment of depression among 
individuals with physical chronic diseases (diabetes 
and/or hypertension), identified in general medical 
settings in Brazil and Peru. As noted above, one of 
the major barriers to the treatment of mental disor-
ders is the sheer lack of trained specialized human 
resources. This intervention will address this prob-
lem by shifting tasks to an automated mobile phone 
intervention supported by auxiliary nurses, thereby 
taking advantage of the huge penetration of mobile 
phones in the region. These projects will provide 
the grounds for hands-on mentoring and training 
for junior investigators, who are expected to form 
part of the new cohort of researchers. Additionally, 
the intervention platform for the delivery of the in-
tervention is being developed in a way that can be 
repurposed, allowing for functionalities to adapt to 
different targets. More specialized interactions may 
require greater levels of programming, yet the infra-
structure will remain available to be adapted.
LATIN-MH provides a strong and comprehen-
sive research capacity building program in mental 
health, targeted to a multi-disciplinary audience of 
future researchers, who will form part of the critical 
mass needed to expand the basis for action, and 
which will build upon the extensive experience in 
training of the participating institutions. This long-
term vision of sustainability and continued research 
efforts beyond the support provided by the initial 
grant is at the backbone of LATIN-MH.
Driving principles
Three major driving principles for LATIN-MH are: 

a) to build capacity with a focus on strengthening 
within-region efforts so that sustainability and au-
tonomy can be rapidly achieved. We expect that 
the traditional unidirectional model of North-South 
collaboration may be transformed into a bi-direc-
tional in which the North may contribute but also 
learn from the research evidence generated in the 
Southern countries, b) to go beyond the traditional 
boundaries of mental health and develop strate-
gic partnerships with other disciplines and health-
research groups, and c) to fully integrate effective 
mental health treatment into existing primary care 
and community health systems.
Conclusions
A positive landscape for global mental health initia-
tives exists with challenges and opportunities. In-
creasing research capacity to inform better strate-
gies to reduce the mental illness treatment gap in 
resource-poor settings is needed. LATIN-MH’s re-
search projects aim to directly test more efficient 
and effective programs in order to treat common 
mental health problems through the innovative use 
of communication technologies in resource-poor 
settings. The capacity building initiative prioritizes 
training in research methodologies that can gener-
ate sound evidence on the best strategies to reduce 
this gap. Moreover, the research projects also allow 
‘hands-on’ training for researchers, in line with our 
choice of strengthening South-South collaboration 
together with the input of North-based collabora-
tors. LATIN-MH will strive to move beyond specif-
ic single-disease approaches and research silos, 
whilst maximizing the opportunities to work collab-
oratively with various groups in the Latin American 
region, thus contributing to fostering research and 
building capacity in mental health research.
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