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Abstract
Background: Mental Health(MH) is among the main determinants of community well-being and a
remarkable portion of global burden of diseases is pertaining to mental disorders. Despite this fact, little
attention has been given to the provision of adequate and appropriate MH services and improving
equitable access to these services in some parts of the world especially in low-and middle-income
countries(LMICs). This review was aimed to identify key barriers to the provision and utilization of MH
services in LMICs.

Methods: We carried out a systematic and comprehensive search on 7 important online databases for
English-language literature on key barriers to the provision and utilization of MH services in LMICs from
Jan 2000 to Nov 2019. Arksey and O’Malley instructor was used in 5 steps to implement scope study. The
extracted materials were tabulated and synthesized using a qualitative content analysis approach.

Results: Three main themes were developed regarding the barriers to the provision of MH services in
LMICs including resource and administrative barriers, information and knowledge obstacles, as well as
policy and legislation barriers. Also four main themes emerged about barriers to the utilization of MH
services including attitudinal, structural, knowledge, and treatment-related barriers.

Conclusion: Equitable access to MH services in LMICs is under in�uence of many barriers in both
provision and utilization sides. In order to alleviate these problems, health systems in LMICs could adopt
some strategies including integration of MH policy into general health policy, improvement of public MH
knowledge regarding the MH and its related issues, developing anti-stigma programs, reallocation of
health resources toward high-priority MH needs, developing community-based insurance, as well as
integration of MH services into all levels of health-care systems. Further studies are also required for
determining relative importance of the barriers and their related solutions based on the national context
of each country.

Introduction
Mental health (MH) is among the leading determinants of people's overall well-being (1). Mental disorders
are among the main non-fatal causes of burden of diseases in the world (2), so that the burden of mental
illnesses has become a great public health concern (3). Studies on global burden of disease show that
more than 5 percent of Disability Adjusted Life Years (DALYs) and up to 15.7 percent of Years Lived with
Disability (YLDs) in the world are associated with the mental disorders (4). Also economics-related health
studies estimated that the global cost of mental disorders in 2010 was equal to $2.5 trillion, and it was
predicted that in 2020 the cost will increase to more than $6 trillion (5).

Despite the increasing trend of global burden of mental illnesses, the problem has not been regarded
appropriately like physical diseases and to a large extent has been neglected in many parts of the world
specially in low-and middle-income countries (LMICs) (6–8). This defect leads to limited, inadequate, and
inequitable provision of MH services (6), and would expand treatment gap. This widening gap causes
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many health, social, and economic complications (9). Studies have shown that key barriers to the
provision of MH services include problems related to information system (10, 11), economic and resource
barriers (12, 13), defects in evidence-based policy and practice (14), as well as prevention, integration, and
structural barriers (14–16).

In addition to the provision of MH services, utilization of these services has a signi�cant effect on MH
condition of the community. Utilization of MH services is in�uenced by several factors (17). Studies have
identi�ed several barriers to the utilization of MH services, such as fear of stigma (18–20), transportation
problems (21–23), cost of services (21, 24, 25), and information barriers (13, 17, 18).

Since equitable access to health care services is affected by both supply and demand sides (26), in order
to provide a pervasive view of the issue, identifying barriers to the utilization and provision of MH services
is essential for evidence-based planning, priority setting for resource allocation, and �nally reducing
burden of mental disorders (21). Despite the fact that the majority of global burden of MH diseases is in
LMICs (27), less than 10% of published researches on MH are form these countries (28). Also, based on
our searches, there is not any comprehensive review in which barriers on the both supply and demand
sides have been investigated simultaneously in LMICs. Therefore, this review scopes studies on barriers
to the utilization and provision of MH services in LMICs in order to summarize, categorize and then
discuss about each of the barriers that have extracted from the reviewed reports.

Methods
The main objective of this scoping review was to map the literature about key barriers to the utilization
and provision of mental health services in LMICs simultaneously. We have used scoping review because
this method allows inclusion of literatures with heterogeneous designs and samples (29). Also This type
of review provides the possibility of identifying main aspects and factors related to the concept, building
on a comprehensive map of the evidences on the issue, and determining knowledge gaps in the area (30).

In this regards, we used scoping review approach developed by Arksey and O’Malley (29). This
methodology is consisted of �ve distinctive stages: 1- Identifying research question, 2- Finding the
relevant studies, 3- Selecting relevant studies, 4- Charting the data, as well as 5- Collating, summarizing
and reporting the results.

Identifying the question

Although research question determines scope of the study, but scoping review has an iterative process.
Therefore, the research question of the study is developed gradually through the literature review process.
Outcome of interest in our study was key barriers to the utilization and provision of MH services
recognized by providers and patients in LMICs. In this study, adult population was considered as care
receivers and in the provider side, all levels from individual caregivers to policy sectors were included.
Therefore, this study aimed to answer to this question: ‘what are the key barriers to the utilization and
provision of MH services in LMICs?’
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Finding the relevant studies

Before carrying out a comprehensive review, we searched Cochrane database to ensure that there is no
similar review. In order to �nd relevant studies, we conducted a systematic search on 7 online databases
including PubMed, Scopus, Web of Science, Embase, ProQuest, Wiley online library, and Sciencedirect. We
searched these databases for the relevant studies published from January 2000 to November 2019. We
determined three categories of search term through an initial literature review and then we re�ned and
completed categories during the systematic search process. Search terms in each category were
combined using logical operator ‘OR’ and the categories were merged applying logical operator ‘AND’. The
search strategy of the study is shown in table 1. Using this search strategy, we have retrieved 71832
reports. After removing duplicates, 50131 papers were entered into the assessment phase. We used
EndNote manager software (EndNote X7.1 version, by Thomson Reuters) to manage references.

Selecting relevant studies

For selecting the studies that were relevant to the research question, we carried out an iterative three-step
peer review process, so that in each phase we re�ned the search strategy, searched literature, and
reviewed new papers. For developing the key objective and question of the review and also in all steps of
appraisal and inclusion we used three main criteria of scoping review studies. In this regard, adult
patients, barriers to the provision and utilization of MH services, as well as LMICs were considered as
“Population, Concept, and Context” (PCC) respectively. At the �rst step, title of papers was screened by
two reviewers independently based on outcome of interest. In this step, 11237 studies were accepted for
further assessment. After excluding irrelevant titles, abstract of remained papers were reviewed by two
reviewers and those that did not meet the aim of the study were removed and 163 full-text articles were
selected for further appraisal. Finally, 2 reviewers scanned full-text papers and 35 studies including 20
articles on barriers to the provision of MH services (10-13, 15, 20, 23, 31-43) and 24 studies on challenges
of utilization of MH services (13, 17, 18, 20, 23-25, 31, 33, 35, 37, 39, 42, 44-54) were selected for �nal
analysis. “Critical Appraisal Skills Programme” (CASP) checklists (55) and “Strengthening the Reporting
of Observational Studies in Epidemiology” (STROBE) tools (56) were used for quality assessment of
selected full-texts. In all steps of selection phase, cases of disagreement were reviewed by a third reviewer
for �nal inclusion. In order to get more familiar with all steps of the research process, two reviewers
involved in a pilot project prior to the implementation of main study.

Inclusion/exclusion criteria

Due to the language limitations, only studies with at least an abstract in English were included. Since
healthcare systems have changed remarkably over the recent years, and in order to investigate the latest
barriers to the provision and utilization of MH services in LMICs, articles published after 2000 were
included. We included original researches and discussion papers, however commentaries, letters, and
reviews of other studies were excluded.

Figure 1 shows the process of paper selection for this study in the form of a PRISMA �owchart.



Page 5/26

Figure 1- PRISMA Flowchart of the included papers in the scope study

Charting the data

We applied a content analysis approach for charting the data (57). We developed a data-charting form to
extract relevant data from included papers. In this regards two reviewers carried out the charting jointly
through an iterative process, so that they extracted data and updated the data-charting form
continuously.  

Collating and summarizing the data

We analyzed extracted data using a qualitative thematic analysis (58). At the �rst step of thematic
analysis, we became familiar with the data through reading and re-reading the full-text papers. Then we
identi�ed preliminary codes based on research question and outcome of interest. In the third step, we
conducted an interpretive analysis of the initial codes and organized them into sub-themes and main
themes. Reviewing themes was the next step. In this regards, we carried out a deeper review on the
identi�ed themes in order to combine, re�ne, separate, or discard initial themes if it was necessary. In the
�nal step, we de�ned and labeled themes and their related sub-themes in terms of relevancy of the
contents.

The main themes and their related sub-themes are presented in the format of tables. Also, in order to
provide a better view of the breadth of evidence, frequency of studies involved in development of each
theme and sub-theme are listed in the tables. Finally, we generated a thematic map of the evidence in
order to provide a more comprehensive insight into the barriers to equitable access to MH services.

Results
Our searches resulted in the retrieval of 71832 publications, of which 35 articles were �nally included in
the review. Table 2 shows the characteristics of included studies. A large portion of included studies were
from Africa and the majority of articles performed using a qualitative or mixed- method design. Most of
the studies on utilization (70%) and provision (50%) conducted with the participation of healthcare
professionals. Thematic analysis resulted in development of 3 main themes and 13 sub-themes
regarding the barriers to the provision of MH services which are presented in table 3. Also, results of
thematic analysis lead to 4 main themes and 20 sub-themes regarding the barriers to the utilization of
MH services which are presented in table 4.

A. Barriers to the provision of MH services

A-1- Resource and administrative barriers

A-1-1- Insu�cient resources: results of the analysis showed that lack of su�cient resources was the most
frequent barrier regarding the provision of MH services. Findings indicated that scarcity of resources for
MH services in LMICs can be classi�ed into four main categories including restricted �nancial resources
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(12, 15, 33, 35, 39), shortage of adequate MH professionals (33-35, 38-40), insu�ciency of  medications
(42), and limited healthcare facilities (13, 33, 42, 43).

A-1-2- Geographical imbalance in resource allocation: imbalanced geographical distribution of MH
services was another frequent barrier to the provision of MH services. Studies investigated this problem
indicated that inequality in distribution of MH resources is pertaining to the unequal distribution of
budgetary resources (12, 13), centralized MH beds and facilities (10, 12, 41, 43), and unbalanced
distribution of MH staff  (11, 12).  

A-1-3- Centralized and non-integrated services: this review showed that one of the main barriers to
equitable provision of MH services in many LMICs is that these services are usually not integrated into
Primary Health Care (PHC) and a major proportion of service facilities are located in the centers of
provinces (10, 12, 13, 20, 31, 38, 40).

A-1-4- Inappropriate service types: �ndings of current study revealed that failure to provision of
appropriate MH services is a challenges for health systems in some LMICs. Inappropriateness of MH
services is related to the improper allocation of MH services resources (13, 40, 52) as well as incongruity
between available services and needs or preferences of target population (15, 43). 

A-1-5- Imperfect inter-organizational collaboration: lack of appropriate cooperation between different
parts of the health system associated with MH services was another challenges for provision of MH care
in developing countries. Studies reported that this problem has different aspects including lack of
cooperation between scienti�c institutions for development of preventive and treatment programs (20),
poor coordination between policy and practice (11), and lack of cooperation between organizations and
professionals at different levels of MH services (10, 11).   

A-1-6- Weakness of quality assurance Programs: this review showed that another challenge of health
systems in LMICs for provision of MH services is de�ciency of quality assurance programs. Quality
assurance practices usually focus on professionals’ competency, quality of equipment and medications,
and provision of evidence-based services (11, 35).

A-2- Information and knowledge barriers

A-2-1- Inappropriate professionals’ training: �ndings of the study indicated that inappropriate or
inadequate training of professionals in LMICs is the most frequent knowledge barrier to the provision of
high-quality MH services. This problem can be arisen in all professionals from different levels and
regarding all necessary skills such as diagnosis and treatment (21, 23, 32, 38, 40, 42).

A-2-2- Imperfect mental health information system: analysis showed that defective MH information
system is a barrier to the provision of appropriate and equitable MH services in many developing
countries. This de�ciency has an in�uence almost on all aspects of provision of MH service (11, 13, 20,
36, 39).
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A-2-3- Weakness of evidence-based practice: �ndings of this study indicated that weakness in evidence-
based MH practice is another knowledge barrier to the provision of MH services. Problem of
dissemination of researches evidence and lack of appropriate national guidelines are among the main
aspects of the barrier in LMICs (10, 12, 13, 38, 43).

A-3- Policy and legislation barriers

A-3-1- Low priority of mental health in health policy: this review revealed that low priority of MH in
national health policy is the most frequent policy barrier to the provision of equitable MH services in
some LMICs. Limited �nancial, physical, and human capacities, imperfect information system, as well as
restricted participation of stakeholders such as patients and their advocates are highly associated with
the problem (10-13, 32, 34, 39).

A-3-2- Weakness of evidence-based policy making: this study showed that de�cient MH information
system, restricted infrastructures, as well as limited capacities resulted in weakness of evidence-based
policy in many LMICs. Policy weakness has a direct association with decreased quantity and quality of
MH services in this countries (11, 13, 32, 34).   

A-3-3- Imperfect legislation on insurance: we found that one the barriers to the provision of MH services in
LMICs is poor legislation on insurance. Providing equitable insurance coverage for mental diseases, as a
critical duty of health systems, needs precise legislation in many developing countries (15, 20).

A-3-4- Inappropriate legislation on mental health services: according to the �ndings of this study
inappropriate legislation and law enforcement regarding the provision of MH services was a challenge for
health systems in LMICs. Accurate legislation for MH is considered as an important stewardship function
of health systems (34, 43).  

B. Barriers to the utilization of MH services

B-1- Attitudinal barriers

B-1-1- Concern about social stigma: based on the �ndings of this review, the main attitudinal obstacle to
the utilization of MH services among patients is the concern about being stigmatized by others. A large
body of included studies (85%) has reported that fear of being stigmatized hindered people from seeking
MH services (17, 18, 20, 23-25, 31, 33, 35, 37, 39, 42, 44, 45, 48-50, 52-54).

B-1-2- Personal stigma/Shame: according to the �ndings of current review, self-stigma and
embarrassment is the second attitudinal barrier to the utilization of MH services. Self-stigma is a feeling
of shame that in many cases leads to reduction in utilization of MH services (18, 20, 44, 48, 50, 52-54).

B-1-3- Concerns about the effectiveness of services: this study indicates that another frequent barrier to
the utilization of MH services in LMICs is concern about the effectiveness of services. Patients who
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suppose that MH service would not help them are less likely to seek and utilize these services (18, 23-25,
48, 49).

B-1-4- Concerns about attitude and behavior of professionals: results of this review showed that negative
behaviors and attitudes of MH care providers toward patients is an important underlying factor that
affect utilization of available MH services. This problem is pertaining to the past negative experiences
with MH professionals (17, 18, 20, 23, 42, 54).

B-1-5- Willingness to take alternative forms of care: the results demonstrated that patients’ preferences
for alternative types of treatment is an attitudinal barrier to the utilization of formal MH services. Seeking
help from religious and traditional healers is a prevalent issue in many LMICs that prevents patients from
utilization of existing MH services (18, 23, 31, 33, 49).

B-1-6- Cultural beliefs against treatment: the �ndings indicated that in many developing countries mental
illnesses are attributed to the spirit (35). Therefore, some cultural beliefs such as fatalism (52) create a
gap between personal beliefs and MH interventions that eventually leads to reduced utilization of MH
services (23, 35, 48, 52).

B-1-7- Patients’ self-reliance: this study showed that because of previous negative experiences or due to
the concerns about stigma, patients prefer to handle their problem on own or may decide to wait for the
disease to get better by itself (17, 18, 49).

B-1-8- Lack of con�dence in professionals: results of the review demonstrate that due to the unsuccessful
or bad experience with MH care providers, patients may lose their con�dence in professionals and may
reduce utilization of available services (17, 48, 50).

B-1-9- Poor compliance with treatment: this study showed that the last attitudinal barrier to the utilization
MH services is patients’ poor compliance with treatment. Patients who think interventions are merely to
control their behavior and are not effective for their treatment may have little adherence to the cares (37).

B-2- Structural barriers

B-2-1- Cost of services: this review indicated that the second most frequent (70.8% of studies included)
barrier to the utilization of MH services in LMICs was cost of services. Although in some LMICs suitable
MH services are available, cost of these services is not affordable for patients and their families (13, 17,
18, 23-25, 31, 33, 35, 39, 42, 44-46, 49, 51, 54, 59).

B-2-2- Location, distance and transportation barriers: the �ndings revealed that challenges related to the
transportation and location of existing MH services were the second structural barrier to the utilization of
services in many LMICs. This problem is more dominant in the remote and real areas of these countries
(13, 17, 18, 23, 25, 44, 47, 49, 54).
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B-2-3- Lack of family or social support: we found that shortage of support from others is a deterrent
factor against utilization of MH services in some developing countries. Social support of patients with
mental illness has different dimensions including �nancial, emotional, and physical supports (18, 33, 35,
45, 48, 49, 52, 53).

B-2-4- Time-related barriers:  this study showed that challenges pertaining to time are another structural
barrier to the utilization of MH services in LMICs. These challenges include waiting time barriers, di�culty
taking time off work, and transportation time.  (17, 18, 37, 42, 44, 49).

B-2-5- Inappropriate and in�exible services: this review indicated that some MH services in LMICs are not
convenient enough for patients. Inappropriateness of services is attributable to inconvenient hours of
service provision, in�exible appointments, fragmented service delivery system, as well as undesirable
medications and interventions (17, 18, 42, 45, 49).

B-2-6- Lack of adequate services: �ndings of this study demonstrated that due to the shortage of
�nancial, human, and physical resources, provision of equitable and well-distributed MH services is a
great problem in many LMICs. Accordingly, lack of adequate MH services has a de�nite negative effect
on access to the services (20, 23, 25, 52, 54).

B-2-7- Limited insurance coverage: the results indicated that poor health insurance system in LMICs is a
deterrent factor against equitable access to MH services. Imperfect insurance legislation, incomplete
basic premium package, low population coverage, and unaffordable premiums are among the most
frequent de�cits of MH insurance in these countries (20, 23, 37, 39, 42).

B-3- Knowledge barriers

B-3-1- Lack of knowledge about mental health problem: this study showed that the most frequent
knowledge barrier to the utilization of MH services in LMICs is lack of adequate knowledge about MH
problems among patients and their families. Recognition of MH problems by patients and their families
is the �rst step in utilization of the services (17, 18, 25, 35, 42, 45, 48-52).

B-3-2- Lack of information on available services: This study indicated that lack of information about
availability of services is another important knowledge barrier to the utilization of MH services. This
problem is pertaining to the lack of information about various types of treatment and place of services
(17, 18, 25, 44, 49).

B-4- Treatment-related barriers

B-4-1- Fear of treatment side effects: results of the study showed that patients’ concern about side effects
of available treatments has negative impact on utilization of MH services. Treatment side effects are
mainly related to medications and technology-based interventions (18, 23, 45, 46, 48, 49).
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B-4-2- Long-term nature of treatment: �ndings of the study indicated that long-term period of MH
treatments is another barrier to the utilization of MH services. Long-dated hospitalizations, repeated out-
patient consultations, and delayed treatment outcomes may induce patients to give up treatments (45).

All the relationships between the main themes and subthemes are clari�ed in the thematic network
(Figure 2).

Figure 2- The thematic network of the Key Barriers to the Provision and Utilization of Mental Health
Services

Discussion
This review was carried out to determine barriers to the provision and utilization of MH services in LMICs.
Since equitable access to MH services is under in�uence of barriers at both supply and demand sides, we
investigated challenges regarding the utilization and provision of MH services simultaneously in order to
provide a more comprehensive perspective on the issue. In this section, we discussed the �ndings of the
study based on each theme and its related sub-themes. Due to the publishing limitations, we focused
especially on the most frequent barriers.

This review showed that scarcity of resources for MH services is a major problem for health systems in
many LMICs. Limitation of resources in MH is the result of poor economic condition, low priority of MH,
and de�cient stewardship (10). Insu�ciency of resources for providing MH services can be categorized
as inadequate �nancial resources (12, 39), lack of enough professionals (40) particularly at the primary
level (60), shortage of medications (42), and limited service delivery facilities (43). Countries that are
faced with shortage of �nancial resources in MH have to reallocate resources in order to meet their high
priority needs in mental health (14). Evidence-based resource allocation in LMICs should be done
considering the cost-effectiveness of MH services(12, 41). Furthermore, e�ciency and effectiveness of
existing �nancial resources should be assured for provision of sustainable MH services (61).

Human resources are the core component for provision of MH services. Insu�ciency of human resources
may occur at both primary and special levels (60). At the primary level, delivery of MH services is focused
mainly on non-specialist workers (14). Generally, Shortage of MH staff at this level is due to the limited
number of educated workforces and unbalanced distribution of existing resources inside the country (62).
At the specialty level most challenges regarding the shortage of MH workforces are related to rural-to-
urban movement (60) and migration to the countries with possible higher income (63). An appropriate
planning and policy on MH human resources is necessary in LMICs for training adequate and quali�ed
workforces, retaining them, and distributing MH care professionals equitably (60). Shortage of MH
medications is considered as a great challenge in some developing countries (32). Countries that are
facing this problem have to improve their pharmaceutical supply chain in order to provide low-cost drugs
with the highest possible quality (11, 13). Moreover, in countries with severe limitation of resources,
redistribution of �nancial resources is necessary for procurement of essential MH medications (11).
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Result of this study indicated that concentration of MH care facilities in urban areas and non-integrated
MH services are among the main challenges of providing equitable MH cares in many LMICs. The main
challenges of integrating MH services into PHC are lack of adequate infrastructures, insu�cient MH
human resources, and absence of appropriate initiatives in this regard (64, 65). Implementation of multi-
dimensional interventions are necessary for integrating MH services into PHC and decentralizing the
services (64). Health systems should adopt appropriate policies for re-distribution of MH resources
toward community-based services such as outpatient clinics and community oriented inpatients facilities
(13, 31, 41). Despite the great emphasis on integrating mental health services in to PHC, there are also
some issues that health systems need to be careful about them (10). The most important challenges in
this regard are lack of adequate and well-trained professionals (12, 38, 40), imposing overburden on staff
at primary care level, failure in e�cient supervision (12), lack of su�cient �nancial and physical
resources, and de�cient patient �ow and referral processes (12, 40). Therefore, developing a practical and
supportive referral system is necessary for integration of MH services into PHC (12).

Our review showed that provision of appropriate MH services is a concern for health systems in
developing countries. In some cases, existing services are not compatible with the community needs (15).
Appropriateness of the provided services should be considered from different perspectives such as type
of services (preventive or therapeutic) (16), setting of services (inpatient or outpatient) (13), target
population (Adults or children) (43, 66), equipment and medications (10, 40), as well as location and time
of service delivery (10, 15). Health systems should reallocate MH resources in accordance with the
community needs (10). Some suggestions in this regard include using appropriate technologies and
medications based on health technology assessment analysis, improving community-based and
integrated services, revision of existing services based on patient's preferences and convenience.

Professionals’ competency in relation to the quality of training is a major knowledge barrier to the
provision of MH services in the LMICs. Training may be inadequate among professionals at both primary
and specialty levels (23, 32, 42). Also, training may be insu�cient regarding various skills necessary for
patients’ care including, prevention, diagnosis, and treatment (42). Another aspect of this problem is lack
of su�cient knowledge on special groups like geriatric psychiatry (43). Inappropriate training leads to
knowledge-practice gap and hinders provision of high quality services (40). Developing in-service training
programs would be e�cient in �lling the gap (38, 40). Therefore, health systems in LMICs have to adopt a
holistic approach to the patients’ care when developing MH education (42).

Information system was introduced as a key building block of health care systems by World Health
Organization (67). It is obvious that evidence-based MH policy, planning, education, and practice are
dependent upon an e�cient information system (11, 13, 20, 36). Furthermore, a well-developed MH
information system has an important role in patients’ registration and follow-up, monitoring health plans,
and evaluating quality of services (11, 13, 39). Shortage of logistic resources and lack of skillful staff are
the basic challenges for establishment of MH information system in developing countries (68).
Governments have to increase investments in development and maintenance of MH information system.
Involvement of all stakeholders such as policy makers, managers, professionals, and researchers is
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necessary for better development and adoption of the system (36, 68). A practical MH information
system should have the capacity of combining and disseminating evidence in order to develop national
guidelines for informed policy, practice and education (13, 38, 43).

Rigorous MH policy is a neglected part of national health policy in some developing countries. Although
high-income countries have had signi�cant achievements in MH policy and practice (32), importance of
MH as an integrated part of health policy has not yet been recognized properly in many poorer countries
(14). This problem necessitates development of a comprehensive and evidence-informed MH policy in
LMICs. Formulation of MH policy should be based on real needs of the community and governments
should have adequate commitment to implementation of the policy in all levels (13). National MH
policies must be formulated according to the condition of each country and it is necessary to develop
compound indicators for assessment of policy at all levels from the adoption of policy to the
implementation and practice (14).

This review indicated that, similar to the many other countries, the most important attitudinal barriers to
the utilization of MH services in LMICs is fear of social stigma. One useful approach for detracting
stigmatization is improving public knowledge about mental disorders (59). Also, it is suggested that inter-
personal face to face communication between community individuals and people with mental disorders
could be helpful (69). However, these strategies should be used according to the speci�c intermediaries of
each situation (70). Moreover, it is suggested that developing some anti-stigma campaigns would be
effective (19).

Self-stigma as another important attitudinal barrier to the utilization of MH services is related to the
negative internalized perceptions and beliefs about MH status. This feeling can result in shame and
accordingly reduces willingness to seek MH services (71). Forasmuch as,  negative personal attitudes
toward mental health problems is the leading cause of this problem, educating patients can alleviate it
(20). Support from groups of peer who have controlled the problem successfully (72) and self-
empowerment (73) are suggested as other approaches for tackling self-stigma.

Patients’ concerns about usefulness and quality of services is another challenges of utilization of MH
services in developing countries. Undesirable experience of treatment could affect patients to be worried
about the effectiveness of services (21). Furthermore, patients’ tendency towards alternative types of
treatment may persuade them to become pessimistic about the specialized services (18, 31). According
to these reasons, it seems that improving the quality of mental health services and increasing public
knowledge about these services could remove or modify the barrier.

Concern about negative attitudes and behaviors of MH professionals is another attitudinal barrier to the
utilization of MH services in LMICs. An unfavorable experience with care providers may have great
impact on the patients’ willingness to utilize available services (17, 54). Lack of adequate training (18,
20), failure to align scienti�c learning with cultural beliefs (23), and fear of working with patients with
mental disorders are among the most important causes of professionals’ negative attitudes and



Page 13/26

behaviors toward patients (42). Some researches indicated that implementation of stigma reduction
programs for service providers would have positive outcomes (18, 54).

Unaffordable cost of MH services is the most frequent structural barriers to the utilization of available
services in LMICs. The highest expenditures are pertaining to the medications and treatment services
(74). A remarkable share of the cost is also attributable to the economic losses due to the reduced
productive capacity of patients and their family (75). Some of the main reasons for this problem are lack
of insurance coverage (21), imperfect coverage (76), and unaffordable insurance premium (33). In order
to reduce direct costs of treatment, it is suggested that countries have to develop initiatives to introduce
or improve community-based health insurance schemes (45). Providing affordable cost-effective
interventions is another approach that  would be helpful in alleviating the problem (77).

Location of MH care facilities and di�culties in transportation are among the most frequent structural
barriers to the utilization of services in many developing countries. Geographical distance from MH
facilities, especially in rural areas, has a notable adverse effect on equitable access to MH care in LMICs
(78). In addition to the limited transportation capacity, cost of transportation as an indirect cost of
treatment is also associated with limited access to MH services (75). It is suggested that integrating MH
services into primary health care and developing more community-based facilities can reduce these
barriers in developing countries (22).

In some LMICs lack of social support resulted in reduced access to MH care. Social support is a multi-
dimensional issue. From one perspective, patients from poor families usually need �nancial support for
utilization of available MH services (45). On the other hand, some patients need support for emotional
relief which is known as “implicit support” (53). Finally, patients with severe illnesses need someone to
help them get professional care (18, 49). In order to reduce these problems some strategies such as
providing �nancial grant for poor families (23), improving peer support programs (53), as well as
expanding adequate and community-based MH services (45) are suggested.

Time-related barriers are among the main structural challenges of access to MH services. Long waiting
times at out-patient facilities and hospitals may persuade some patients to give up treatments(44).
Another challenge is problem with taking time off work or home responsibilities for employees and
housekeepers (18, 42, 49). Transportation time is another time-related barrier that prevent access to MH
services. Health systems in LMICs should give priority to MH and have to support MH services by
providing adequate resources in order to promote treatment continuation (44).  

Lack of adequate knowledge about mental problem among patients and their families is a great
challenge against utilization of MH services in many developing countries. Recognition of the problem is
an essential prerequisite for help-seeking and accordingly utilization of MH services (79). Patients’
knowledge about the nature of their mental disorder, symptoms of the disease, and severity of the illness
would lead to better recognition of the problem (80). Therefore, more severe cases of disorders are more
likely to be identi�ed and treated (81). Therefore, health systems in developing countries have to
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implement appropriate public education programs in order to improve public knowledge about MH
disorders and their symptoms (18).

This study indicated that lack of information about different types of treatment and place of services are
important knowledge barriers to the utilization of MH services in some LMICs. In line with our �ndings,
results of a global MH survey conducted by WHO indicated that lack of knowledge about the existing
services was a great barrier to the utilization of services (21). Health systems in developing countries
should improve public knowledge about available MH services in order to help patients seeking treatment
(44). Also, improving social support could be effective in raising awareness of patients and their families
(18).

Past experience of treatment adverse effects, especially in medications and technology-based treatments,
plays a deterrent role against utilization of MH services. Lack of adequate knowledge on necessity of
continuous treatment and its possible adverse effects is a great challenge which dissuades patients from
receiving care and decreases adherence to treatments (45, 46). It is suggested that increasing patients’
knowledge about different treatment choices and their potential side effects would be bene�cial (23).

Research gaps

This review indicated that some areas on barriers to the provision and utilization of MH services in LMICs
are neglected and require further researches. One of these areas is di�culties in patient-provider
relationship in MH services settings. Another �eld of research is problems of compliance with treatment
among mental illness patients. In this review we discussed the results of analysis regarding the frequency
of barriers. Therefore, relative importance of these barriers and their related solutions based on the
national context of each country remains as an important area of further research.

Study limitations

In this review we included papers with various types of study and different design methods. This problem
sometimes leads to di�culty in the synthesis of data. However, scoping review comprises an approach
for appraisal and inclusion of heterogeneous studies. In this regard, a thematic content analysis can
greatly alleviate the problem. Although we tried our best to review all studies pertaining to challenges of
provision and utilization of MH services in LMICs, access to all relevant studies is dependent on various
contributors with the potentiality of missing some evidences. Finally, in this review we focused on barriers
to the provision and utilization of MH services among adult population. Therefore, this study did not
consider other groups such as children or the elderly.

Conclusion
Equitable access to MH services is under in�uence of both supply and demand sides. On the supply side,
provision of appropriate MH services in LMICs is subjected to some barriers including resource and
administrative barriers, information and knowledge obstacles, as well as policy and legislation barriers.
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On the other side, patients in LMICs are faced with some barriers to the utilization of MH services
including attitudinal, structural, knowledge, and treatment-related barriers. According to the these
evidence, health systems in LMICs cloud adopt various strategies such as integration of MH policy into
general health policy, reallocation of health resources in favor of high-priority MH services, developing
community-based insurance with a special respect to MH services, integration of MH services into all
levels of healthcare systems, development of comprehensive MH information system, improvement of
public knowledge about MH and its related issues, and developing stigma reduction programs.
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Tables
Table 1. Search strategy for barriers to the provision and utilization of mental health
services

PubMed, Scopus, Web of Science, Embase, ProQuest, Wiley online library,
and ScienceDirect

Searched
Databases

#1 AND #2 AND #3 Search
Strategy

“Mental health” OR “mental health care” OR “mental health services” OR
“mental illnesses” OR “mental disorder” OR “mental diseases” OR
psychiatry OR psychology OR psychiatric

#1

Delivery OR provision OR providing OR utilization OR use OR usage OR
access OR accessibility

#2

Challenges OR problems OR shortcomings OR barriers OR deficits OR
obstacles

#3

 Language: articles with at least an abstract in English
Time: January 2000 - November 2019
Article type: original researches and discussion papers

Limitations    
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Table 2. Characteristics of studies included in the synthesis

Characteristics Frequency and (%) of Included Studies
MH Services Provision MH Services Utilization

Publication year    
2006-2010 3 (15) 2 (8.3)
2011-2015 4 (20) 4 (16.7)
2016< 13 (65) 18 (75)

Region    
Africa 9 (45) 8 (33.3)
Asia 4 (20) 7 (29.2)
America 2 (10) 5 (20.8)
Europe 2 (2) 4 (16.7)
Multi-country 3 (15) -

Participants    
Healthcare professional 14 (70) 12 (50)
Managers/Policy makers 9 (45) 6 (25)
Patients 3 (15) 10 (41.7)
Patients’ family/General population - 10 (41.7)

Study design/ type    
Qualitative 13 (65) 14 (58.3)
Mixed method 3 (15) 7 (29.2)
Discussion paper 4 (20) -
Observational  - 3 (12.5)

 

 

Table 3. Themes and sub-themes on barriers to the provision of mental health services
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Themes and Sub-themes Included Studies
Frequency
(%)

References

Resource and administrative barriers    
Insufficient resources 17 (85) (10-13, 15, 23, 31-35, 38-

43)
Geographical imbalance in resource
allocation

7 (35) (10-13, 31, 41, 43)

Centralized and non-integrated services 7 (35) (10, 12, 13, 20, 31, 38,
40)

Inappropriate service types 5 (25) (10, 13, 15, 40, 43)
Imperfect inter-organizational collaboration 3(15) (10, 11, 20)
Weakness of quality assurance programs  2 (10) (11, 23)

Information and knowledge barriers    
Inappropriate professionals’ training 6 (30) (23, 32, 38, 40, 42, 43)
Imperfect mental health information system 5 (25) (11, 13, 20, 36, 39)
Weakness of evidence-based practice 5 (25) (10, 12, 13, 38, 43)

Policy and legislation barriers    
Low priority of mental health in health policy 7 (35) (10-13, 32, 34, 39)
Weakness of evidence-based policy making 4 (20) (11, 13, 32, 34)
Imperfect legislation on insurance 2 (10) (15, 20)
Inappropriate legislation on mental health
services

2 (10) (34, 43)

 
Table 4. Themes and sub-themes on barriers to the utilization of mental health services
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Themes and Sub-Themes
 
 

Included Studies
Frequency
(%)

References

Attitudinal barriers    
Concern about social stigma 20 (83.3) (17, 18, 20, 23-25, 31, 33, 35, 37, 39, 42, 44, 45,

48-50, 52-54)
Personal stigma/Shame 8 (33.3) (18, 20, 44, 48, 50, 52-54)
Concerns about the effectiveness of
services

6 (25) (18, 23-25, 48, 49)

Concerns about attitude and behavior of
professionals

6 (25) (17, 18, 20, 23, 42, 54)

Willingness to take alternative forms of
care

5 (20.8) (18, 23, 31, 33, 49)

Cultural beliefs against treatment 4 (16.7) (23, 35, 48, 52)
Patients’ self-reliance 3 (12.5) (17, 18, 49)
Lack of confidence in professionals 3 (12.5) (17, 48, 50)
Poor compliance with treatment 1 (4.2) (37)

Structural barriers    
Cost of services 17 (70.8) (13, 17, 18, 23-25, 31, 33, 35, 39, 42, 44-46, 49,

51, 54)
Location, distance and transportation
barriers 

9 (37.5) (13, 17, 18, 23, 25, 44, 47, 49, 54)

Lack of family or social support 9 (37.3) (18, 33, 35, 45, 46, 48, 49, 52, 53)
Time-related barriers   6 (25) (17, 18, 37, 42, 44, 49)
Inappropriate and inflexible services 5 (20.8) (17, 18, 42, 45, 49)
lack of adequate services 5 (20.8) (20, 23, 25, 52, 54)
Limited insurance coverage 5 (20.8) (20, 33, 37, 39, 42)

Knowledge barriers    
Lack of knowledge about mental health
problem

11 (45.8) (17, 18, 25, 35, 42, 45, 48-52)

Lack of information on available services 5 (20.8) (17, 18, 25, 44, 49)
Treatment-related barriers    

Fear of treatment side effects 6 (25) (18, 23, 45, 46, 48, 49)
Long-term nature of treatment 1 (4.2) (45)
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Figure 1

PRISMA Flowchart of the included papers in the scope study
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Figure 2

The thematic network of the Key Barriers to the Provision and Utilization of Mental Health Services


