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The article in this issue by Lovero et al. (1) represents a crea-
tive and paradigm-shifting way to think about identification
and triage of a large swath of mental disorders. In Mozam-
bique health care offices, the authors used three questions
to test the ability to accurately assess people who may have
mental disorders; respondents with a positive response were
asked another nine questions. The authors’ Mental Wellness
tool looks at multiple psychiatric diagnoses and is not limited
to one diagnosis, such as depression. The broad screening
offers a way to triage the more severely affected population
to receive scarce mental health resources. If replicated, this
screen has applicability for low- to middle-income countries
and gives higher-income countries something to actively
assess. The increasing prevalence of mental health conditions
in the ongoing COVID-19 pandemic make this article even
more relevant.

This goal of easy and early identification of mental disor-
ders is an urgent public health need across the globe. Given
the global burden of mental disorders and workforce short-
age in the mental health field, this is a topic well worth
studying. Assessing creative approaches such as this identi-
fication-and-triage framework is important for the field. Pri-
mary care offices already burdened with many demands
need an elegant way to identify mental health conditions.

The intent in Mozambique to triage more severely ill indi-
viduals to scarce mental health resources and offer commu-
nity support for the less severely ill population is an elegant
example of public health in mental health. The need to better
understand the best ways of using nonprofessional resources
is also highlighted.

Mozambique is a country I have never visited, and I do not
speak Portuguese. I do not know the local culture, the popu-
lace’s mental health literacy, or social attitudes toward help
seeking. The authors acknowledge that they did not have a
baseline for prevalence of mental disorders in Mozambique,
so their prevalence numbers are understandably hard to
assess. This is a problem that can be solved in other nations.
With these important caveats, the initial lessons in the article
may be worth assessing in other well-developed countries
replete with mental illness underidentification and disparities
in access to care, such as in the United States.

We need to be smarter about how we deploy resources in
this country if we hope to stem the tide of underidentifica-
tion, undertreatment, and misaligned resources. The collabo-
rative care model, in which a psychiatrist or psychiatric nurse
helps primary care physicians increase their mental health
impact and a case manager makes sure no one in the group
“falls through the cracks,” is one well-studied public health
model. It has been shown to be clinically effective and cost-
effective in randomized controlled trials (2). But collaborative
care is not common practice. Reducing primary care provider
burden of screening for mental disorders is a much-needed
outcome, and this article offers hope that this might be
achievable.

The U.S. mental health field is very far from a public health
model. About half of all psychiatrists take no insurance, and
most counties have no psychiatrists. When the field was
able to grow the child psychiatry workforce, we did not solve
for public health goals. A review published in Pediatrics in
2016 noted, “We find evidence that the supply of child psy-
chiatrists in the United States has improved over the past 10
years but that a shortage is still profound in large segments
of the country” (3).The criminalization of people with mental
health conditions is another shameful example of the failure
to attend to a public health framework for people living
with mental disorders.

In U.S. systems, we do not triage resource access only by
severity. Rather, people get care through some combination
of resources (private pay and insurance payment status), zip
code, the luck of proximity or lack of proximity to better mod-
els (e.g., jail diversion or early psychosis programs), and many
other variables. Disparities are common in our field. Tele-
health has recently helped to reduce some of these dispari-
ties—a silver lining to the pandemic. Lawsuits are slowly
bringing private payers to more equitable payment. This
may offer incremental relief but is also not a public health
approach. The disparities in payment between mental health
and general medical providers are in fact worsening, and
that affects access to care (4). The misalignment of triaging
scarce resources is not only an outpatient phenomenon. The
problems of who gets help on the outpatient side affect who
is waiting in emergency departments for a psychiatric bed.
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Not the least impaired but rather the most impaired are wait-
ing for days or even weeks.

The increase in peer specialists is another opportunity to
move the supply side forward. Peer family (5) and peer (6)
resources can make a difference for people but are not a sub-
stitute for licensed care. Peer specialists are essential resources
in a field with a shortage of licensed mental health professio-
nals. Using the National Alliance on Mental Illness (NAMI)
and other peer resources will help supplement the near static
supply of licensed clinicians amid exploding demand. I run
into families and peerswho tell me, “If only I had known about
NAMI a decade ago.” It is our responsibility as professionals to
share these free resources to people who cannot access the
help they need. In addition to extending professional resour-
ces, both peer training and education empower and create
meaning for many people who live with mental conditions.
Giving to others is a key element of recovery for many.

Lovero et al.’s article should provoke reassessment of how
we identify mental conditions and deploy our mental health
resources here in the United States. Finding a short and ele-
gant screening tool would be one key piece of a larger public
health puzzle. Lovero et al.’s study needs replication in other
settings and languages; it represents a potential sea change in
identification and triage in a field that needs major improve-
ment in both areas. Those of us in Manhattan, Montana,
and Massachusetts could learn a lot from this creative work
in Mozambique.
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