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Executive Summary
In 2017, a participatory study in the form of Photovoice
was undertaken in communities in rural north India
and Nepal. The research aimed to explore, from a
lived experience perspective, factors that contribute to
(“enablers”) or hinder (“barriers”) community inclusion
for people with psychosocial disability. Photographs
taken by participants, and the stories and captions that
accompanied these photos, revealed the most significant
enablers and barriers from the perspectives of those most
affected. The results of the study are summarised below,
along with key learnings and implications for practice.
The following findings were
found as the most significant:
Barriers to Inclusion
• Social Distance
• Decreased sense of wellbeing
(and effect on household)
• Treatment access
• Economic stress
• Effect of illness on wellbeing and participation
of household
Enablers to Inclusion
• Emotional and practical support from family,
friends and neighbours
• Nature, religion and safe places
• Engagement in activity
• Community awareness and acceptance
• Treatment
• Community-based advocates
The findings hold important learnings for NGOs
and community development programs. These are
captured in the table on the right.
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Executive Summary

Key Learnings

Implications for Practice

Poverty and Mental Illness
Community development programs should
acknowledge the reciprocal relationship
between multidimensional poverty/social
inequality and Mental Health, and take this
into account when planning projects

NGOs should create space for hearing the views of those with
psychosocial disability throughout community development processes.
These voices should help shape programs and effect change.
NGOs should recognise that poverty and inequality are both causes
and consequences of Mental Illness. Organisations can frame good
community development processes and outcomes as protective
factors and crucial for Mental Health promotion.
Community development programs should measure the impact of
their work on Mental Health and wellbeing.

The importance of integrated socio-economic development models
Participation in socio-economic activities,
including support groups, promotes
wellness and inclusion

Support groups, livelihood opportunities and community based
programs are effective approaches for promoting good Mental Health
and supporting recovery for people experiencing Mental Illness.

The right to access healthcare and the importance of the twin-track approach
There are increasing opportunities for
development agencies to advocate for
Mental Health services, to be aware of
services, and to provide information to
communities on these services.

Development programs play an important role in promoting access
to Mental Health support and need to provide a stronger role in
ensuring linkages to existing services or advocating for services.
Organisations don’t need to be specialists, or have a lot of technical
knowledge about Mental Illness to see how Mental Health
affects development or to include people affected by Mental Illness
into programs.
Programs should seek context-specific sources of knowledge about
Mental Illness and psychosocial disability – such as government or
other services (medical or benefits available), NGOs with specific
programs, or DPOs – for informal learning or to establish partnerships.
Organisations should consider how they can support a twin track
approach for the inclusion of people with psychosocial disability. For
some organisations this may be actively looking for ways to include
people with psychosocial disabilities into their mainstream programs.
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Research Findings

Key Learnings

Implications for Practice

Family, friends, social cohesion and natural supports
Natural supports can be leveraged in
conversations about prevention and
health promotion, as they are important
for strengthening protective factors and
resilience.

Programs should adopt holistic family approaches, such as family
support groups, and inclusion of family members into counselling,
self-help and advocacy groups.
Organisations should recognise that opportunities to contribute
to the family and community and to be involved in community
based activities (for example self-help groups, religious activities
or community events), promote good Mental Health, recovery and
inclusion.
SHGs should open up spaces for discussions about Mental Health
within groups – conversations about what helps people feel
emotionally/mentally well, and about how to include people with
Mental Illness.

Community Mental Health literacy
Comprehensive programming can ensure
that Mental Health literacy is strengthened
at the individual, family and community
level, and that Mental Health awareness
is incorporated into wider community
messages.

NGOs should build awareness about Mental Health into any health
trainings or community health initiatives. This should be done using
the language which local communities use to talk about emotions or
the signs and symptoms of Mental Illness.
Programs should utilise key educators and advocates in order to
understand more about Mental Health and to incorporate it into
community messages and activities.

Creating platforms for voice
It is critical that awareness raising, and
accompanying actions, includes lived
experience voices.

People with psychosocial disabilities are often hidden –
organisations should explore ways to include them when projects
are mapping vulnerable groups in the community.
NGOs should explore and utilise innovative ways to create space for
hearing the views of those with psychosocial disability throughout
community development processes. These voices should help shape
programs and effect change.

Abbreviations
CMC
DPO
EHA
iNGO
LMIC
NGO
PAR
SDG
SHG
TPA
WHO
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Centre for Mental Health and Counselling
Disabled People’s Organisation
Emmanuel Hospital Association
International Non-Government Organisation
Low- and Middle-Income Countries
Non-Government Organisation
Participatory Action Research
Sustainable Development Goal
Self-Help Group
TEAR’s Partner in Afghanistan (unnamed due to security risks)
World Health Organisation
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The commitment of the SDGs
is to “leave no one behind” and
can thus only be achieved where
there is a focus on inclusion for
people living with psychosocial
disability–particularly those
living in low- and middle-income
countries (LMICs).
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Introduction

Mental Health is gaining recognition as crucial in realising
the Sustainable Development Goals.1,2 Recently, it has
moved from largely an invisible issue in international
development to now being framed as ‘one of the most
pressing development issues of our time’.3
The inclusion of Mental Health in the SDGs is important
for multiple reasons. Firstly, for the effective promotion
of Mental Health and wellbeing globally – good Mental
Health strengthens progress in sustainability, equality, and
resilience. Exclusion is also often experienced by people
as a result of psychosocial disability, and can lead to
poor outcomes in health, economics and social cohesion.4
The commitment of the SDGs is to “leave no one behind”
and can thus only be achieved where there is a focus on
inclusion for people living with psychosocial disability
– particularly those living in low- and middle-income
countries (LMICs). However, there is insufficient quality
sharing and learning between the fields of Mental Health
and development, and there have been several calls for
the development of a more nuanced dialogue.2 Inclusion of
Mental Health in the SDGs provides this platform for further
and deeper cross pollination.
TEAR Australia, together with three of its partners, has
embarked upon a journey to broaden thinking, share
experiences across contexts and approaches and deepen
responses to the place of Mental Health in development.
This has taken the form of a two stage research process.
The process has been driven by principles of participation,
inclusion, partnership, capacity building, ownership and
community-lead change. This report provides information
and results on the second stage of the research process.
For details on the full results of the first stage, please see
the Practice Review.5
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Why is this Research
important?
This research documents the lived experience of people with psychosocial disability in LMICs.
Globally, there is a significant amount of research into prevalence rates of Mental Illness and the
existing treatment gaps in low- and middle-income countries.6 Rarely, however, have qualitative
methods been employed to investigate the lived experiences of people with Mental Illness in
LMICs.7 It is crucial that these experiences and voices are heard and help to shape local, national
and global responses to Mental Health and development.

A snapshot of the evidence so far
Global Development & Mental Health

Mental Health and Relationship

• Depression is now considered the leading cause of
disability worldwide.8

• The experience of stigma or social distance for people
with psychosocial disability in LMICs is relatively
well documented with various studies from multiple
contexts.14,15,16,17,18

• ‘No health without Mental Health’ – Mental Health
is a critical component of overall health. Mental Illness
increases risk of disease and injury. Conversely, many
health conditions increase the risk for Mental Illness.9
• Governments are beginning to show commitment
to tackling the burden of Mental Illness through the
WHO Mental Health Action Plan 2013-2020.10
• The global Mental Health movement has achieved a
lot in terms of bringing global awareness to Mental
Illness. As the All-Party Parliamentary Group on Global
Health asserts, “Evidence-based, cost-effective Mental
Health innovations exist, but require commitment by
development partners including iNGOs in order to
achieve impact at scale”.11

Community Development & Mental Health
• Mental Health is intersectional.12 Social determinants
within any context, such as gender, or gender-based
violence, caste, poverty, and compounding reasons
for exclusion affect development outcomes.
• More women are affected by depression than men,
resulting in disability and poor development outcomes
for women and often their households.13
• In 2016 TEAR, along with three of its partners, conducted
a practice and learning review of different approaches
to Mental Health work. Emmanuel Hospital Association’s
(EHA) Shifa project in India, Centre for Mental Health
and Counselling (CMC) in Nepal, and TPA in Afghanistan
were involved in this review. The review explored current
successes and challenges in working with people with
psychosocial disability using various approaches such
as community development, awareness raising and
direct treatment.5

10

• Relationships with family and community members
are key in understanding the causes of Mental Illness
and form a crucial part of identity.19,20
• Families and caregivers of individuals with mental
illness are usually significantly affected by their
relative’s illness. Studies indicate that having a close
family member with a Mental Illness can have negative
effects on one’s work, social functioning and health,
and on overall family functioning.21
• Social disintegration of community (characterised by
lack of social support, violence, migration, substance
abuse and breakdown of social and family cohesion)
is associated with an increased rate of Mental Illness
in that community.22

Mental Health & Poverty
• Mental Illness is both a cause and consequence
of poverty.23,24 The Mental Illness and poverty cycle
has been explained in the following diagram.
• The experience of poverty and Mental Illness has
gained recognition and approaches to respond to
this are gaining traction.
• There is some evidence for poverty-reduction initiatives,
including the use of cash transfers, in achieving better
Mental Health outcomes and improving the social
determinants that inhibit inclusion.25
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Figure 1: Cycle of Mental Illness and Poverty24.
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Purpose of the Research
1. Understand and document
the experiences of people
living with a psychosocial
disability in rural India and
Nepal, and highlight key
barriers and enablers
for inclusion.

2. Strengthen TEAR’s
understanding of the
place of Mental Health
in development and
effective approaches
towards deepening
responses and inclusion.

3. Create platforms for
sharing learning, cross
context networking, and
accessing external
resources and technical
support in order to
strengthen the program
of TEAR’s partners.

4. Provide opportunity for
people with psychosocial
disability to share their
experiences and
collectively to work
towards change in their
communities.
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Methodology
Approach

Research Design

In order to explore the needs of people with psychosocial
disability in LMICs from their own perspectives, a
Participatory Action Research approach (PAR) was selected.
PAR has been defined as research that is conducted as an
“equitable partnership among researchers, practitioners,
and community members living with a particular health
condition, disability or issue”.26

This study took place over four rural field sites in India
and Nepal, with coordination and administration by TEAR
Australia and academic support from the University of
Melbourne’s Nossal Institute for Global Health. The research
was undertaken in locations where EHA and CMC currently
implement community-based Mental Health projects.
The research aimed to answer the question:

The particular methodology within PAR that was selected
for this research is known as Photovoice. Photovoice uses
photos and accompanying interviews to tell stories from
participants’ own perspectives, thus putting them in charge
of how they represent themselves and depict their situation.27

Research Reference Group
The formation of a reference group has been a key
strategy for strengthening accountability throughout the
process. The group is comprised of people within TEAR
networks who have extensive experience in different
aspects of global Mental Health and development.

‘What are the experiences of
persons living with a psychosocial
disability–specifically, what are
the key barriers and enablers
for their social inclusion in
rural north India and Nepal?’

Ethics Approval*

Research Process

To maintain transparency and promote shared ownership
of this research process, ethics approval was gained
through ethics approval processes in three countries:

This research process was based on Hergenrather’s
ten-point framework for photovoice as outlined in Figure 2.28

1. The University of Melbourne
– approved December 2016

2. Nepal Health Research Council
– approved November 2016

3. Emmanuel Hospital Association
Ethics Committee
– approved January 2017
[*Due to security concerns in Afghanistan, TPA were not able to participate
in the photovoice phase, but did embark on their own data collection
process. This focused on collecting stories of lived experience through
semi-structured interviews. The outcomes of that research can be found in
the Mental Health Workshop Report from November 2017 and are submitted
for publication in the Journal of Mental Health and Psychosocial support
in Conflict Affected Areas].
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Figure 2: Framework for informing Photovoice research process
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Figure 2: Framework for informing Photovoice research process
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Methodology

Participants

Data Set

• In each country, 16 participants were invited to
participate in the research (32 in total) – 12 people
aged over 18 years of age with at least six months’ lived
experience of psychosocial disability and 4 adult carers.

• 168 photos from the participants were included in the
final data set. 56 of these photos were accompanied by
stories obtained through the semi structured interviews.
112 photos were given a caption only
(from the participants).

• Written consent was obtained from participants.

Taking Photos
• Participants were given a camera, training in camera
use, and instructions to take photos of things that they
felt were either barriers or enablers to feeling included in
their community. Carer participants were asked to share
their perceptions of what might either facilitate or inhibit
the inclusion of people with psychosocial disability.
• After four days, participants reviewed their photos
with the research volunteers and nominated six most
representative photos – three representing their most
significant barriers and three representing their most
significant enablers. Volunteers followed an interview
guide to ask questions about these two photos, based
on the following questions:

• Two photos (one barrier and one enabler) from each
participant were considered ‘most significant’ so these
were weighted more heavily in the analysis.

Data Analysis
• The interview recordings and transcripts, photographs
and captions formed the complete data set. The
researchers completed thematic analysis of the translated
data set and cross checked the findings with the Indiaand Nepal-based co-researchers for accuracy and to
validate the findings.

A. What is happening in this photo?
B. Why did you take a photo of this? Why is this important?
C. What does this tell about your life?
D. How can this photo provide opportunities to improve your life?
• Participants gave a descriptive title or caption to the
remaining four photos. These discussions were audiorecorded, then transcribed and translated.

14
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Figure 3: Barriers & Enablers to Inclusion – Key Themes
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Results

Barriers to Inclusion
Social distance
The most pervasive barrier to inclusion was social distance
or stigma. Most participants expressed this in some way,
describing feelings of criticism, judgement, discrimination
or isolation: “... the society had made [a] very difficult
environment for my wife to go in the society as they make
fun of the illness. Due to this my wife had no willingness to
get involved in the society.” And “When there was a market
fair in this place, I was not allowed to go there.”

“This picture reminds
me of a person who
always created
obstacles to stop me
receiving treatment
and participating in
the community.”

Social distance was linked to negative traditional beliefs
and practices. Participants described these negative
traditional beliefs and practices as the cause of further
difficulties such as worsening of the Mental Illness, and
reduced opportunities for them to seek treatment: “Due to
the false beliefs about Mental Illness, it is difficult [for me] to
participate in society. A broom is shown in this photo. And
there is an ancient belief that if the body is swept by a broom
then the person will be cured but in my case, it didn’t work
at all. I tried this method [under] the influence of ancient
belief. This tradition has aroused many difficulties during
my Mental Illness.” Many participants expressed the social
distance they experienced due to their friends and neighbours.
“I used to fear when I saw this house, because the family
discriminated against me, avoided me and criticised me.”
The role of the family in supporting (or not supporting) the
participant to obtain treatment was central: “Due to the
false beliefs and unsupportive behaviour from my family
members, I was not permitted to get treatment.”

16
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“People in the
community are
humiliating me and
making fun of me so
this makes me feel
unaccepted ... [and
is] one of the most
significant barriers
to inclusion in my
community.”

“Due to the false
beliefs and
unsupportive
behaviour from
my family members,
I was not permitted
to get treatment.”

“My neighbours who
troubled me too
much. These are my
neighbours who spoke
ill of me. Both they and
their husbands both
caused me trouble.
They made statements
like ‘let her die don’t
help her’.”
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Results

Decreased sense of wellbeing
(and effect on household)
Participants identified a decreased sense of wellbeing,
or the presence of symptoms of Mental Illness, as being
a barrier to inclusion. Symptoms were perceived to cause
difficulties interacting with family and friends:
Decreased wellbeing affected how a participant felt about
themselves: “[The] photo shows the different incidents
that happened in my life. Most of my friends were moving
forward in their life doing something but I was failing to
do so which was the reason behind my depression and it
affected my life very badly.”
Symptoms also prevented participants from being able
to participate in the activities that they valued:
“I got depression
because my husband
has Mental Illness.”

Conversely, a decrease in symptoms was also seen as an
enabling factor: “I took this photo because I spent most of
my time on this cot. I only got up to go to the bathroom and
it reminds me of that time. It is a reminder of my difficult
times, I spent most of my bad times here. Now I will stay
away from these difficulties. My life is improved now and
I am happy now and I don’t sit on this cot the whole day,
I do all the house work and use this at night.”
In addition to the effect symptoms had on their own
inclusion, participants identified the impact of their Mental
Illness on other family members:
“My children’s school studies are hampered by my Mental
Illness... I was afraid that my situation would create
depressive symptoms to my daughter as well when there
was very much depression and sadness. Probably this time
she was studying at grade 5 or 6, she used to be afraid
and cry a lot and sometimes she used to study. Due to my
illness there was disturbance in her study.”

“I am unable to do
the household work
properly because I
have a lot of pain.”

18

The role of carers in giving support also had costs for their
own Mental Health: “I also faced problems because of my
daughter’s problem.”
“This photo shows that my wife is cured and this provide
me the first opportunities to improve my life because when
my wife was ill she couldn’t look after the house or do
house work. But now she is cured and can look after the
house which has helped me to work outside the house
and earn some money.”
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“I am not able to interact
with other women...
When a lot of women
are sitting and talking,
I am unable to interact
properly. Sometimes I say
inappropriate things which
affects other people. I feel
bad that I am not able to
talk to people properly
especially with relatives
and guests when they visit.”

“My illness isolated me
from everyone. This is
me and I always prefer
to be alone and not even
interact with my family
even when they want to
talk to me.”

“I took the photo of
shattered (cut) tree. This
shattered tree was very
big before. When I felt
depressed I didn’t use to
see anyone and I used to
go and see this tree
closely which made me
remember my past things.
I used to go in front of tree,
talk with it and stay there
to remember different
memory of my life.”

Photovoice Study on Barriers & Enablers to Inclusion: Final Report | TEAR AUSTRALIA
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Results

Treatment access
Difficulty in accessing treatment was captured strongly.
Factors contributing to this difficulty included the financial
cost of medication, poor availability of services, poor
transport and physical access to services, and lack of
family support in accessing treatment. “The situation of
having bad roads creates difficulty in reaching the hospital
for treatment.”
Economic stress was frequently tied to aspects of healthseeking such as the financial burden and extensive efforts
required to access effective treatment for the Mental
Illness: “We face financial difficulties in affording the
medical treatment required for both of us – my husband
and myself – because we both have Mental Illness.”
“This business has
helped me to increase
my self-esteem and
my motivation in
life. It is one of the
important part of my
life which has helped
me to move ahead
while I was in
financial crisis.”

“This photo shows ... my family during [my wife’s] period of
Mental Illness. I visited to different NGO hospitals in India
but it was not cured. And when my wife got Mental Illness I
had to take thousands of rupees loan for her treatment but
that didn’t work [either].”

Economic stress
In addition to the specific financial burden of treatment and
medications, economic stress and its impact was a notable
barrier identified in the research. Participants described
their stress, negative emotions and symptoms of Mental
Illness as deteriorating because of economic factors:
“Lack of livelihood is big cause of stress.”
In some cases, participants linked the cause of their Mental
Illness to economic factors: “I experienced interruptions in my
study due to financial difficulties which led to Mental Illness.”
One economic concern unique to carers was the financial
stress several of them felt due to the loss of household
income: “I experience more financial difficulty now because
the person who used to bring income into our family now
has a Mental Illness and doesn’t work.”
Economic supports through livelihoods enabled
participants to afford medication and treatment costs.
“[Tailoring] ... is an important part of my life. It would be hard
to live if it was not there to support me to get through my
financial difficulties.”

20
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“When I was sick,
I could not work and
could not earn money.
I needed work to
earn money but I did
not have both...”

“In our village, there is no treatment
available for Mental Illness and
the available treatment is far away
and without access to proper
transportation, I was unable to take
proper treatment. The road is also
bad and it is difficult to travel. If I had
my own vehicle, it would have made
my life easy. I had to depend on
others when I fell sick as well.”

“I took this photo to remember my father
and mother. It shows how my parents had
struggled for my treatment. My parents
are the ones who sent me to school, raised
me up with care and took me to India for
my treatment, spending 20 lakhs of money.
They got that money from selling gold and
buffalo. When all our assets were used in
my treatment my mother used to cry a lot.
Despite of all these difficulties they
continued my treatment and made me well.”

Photovoice Study on Barriers & Enablers to Inclusion: Final Report | TEAR AUSTRALIA
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Enablers to Inclusion
Emotional and practical support from family,
friends and neighbours
The positive support of family members was the most
frequently mentioned and was the most significant enabler
to inclusion. Many photos captured family members or
representations of family members who had supported
them. Family support included both emotional and practical
support given to the participant. Participants spoke of
emotional support as encompassing being cared for, being
helped and being listened to:
“These are my children and they stay with me... my
children listen to me and that helps me”.
“Mental Illness can
be cured by the love
and support of family
members.”

Practical support included being helped with taking
medication on time, being accompanied to the hospital
for treatment, and having financial assistance from family
members for covering the treatment costs: “... even a small
help from my family can change someone’s life. My family
have always taken care of me and took me to health post
when I was sick and did whatever I needed.”
“My mother took care of me, provided food, money for
medicines. She also worked in the fields to provide for us.
She also helped during my studies.”
Participants frequently attributed positive Mental Health
outcomes to the care of family members: “The support of
my wife helped improve my situation. I was able to deal
with my illness because of her support. If she had behaved
badly like all the others, our family would have broken up.
With her support, our bad situation had a positive outcome.”
Family support was frequently associated with access
to treatment, whether through personal encouragement,
knowledge of services, or accompaniment to services.
Often family contributed to, or covered the cost of,
treatment seeking and medication:
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“Only a mother
can take care of her
son no matter how
hard it is.”
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“My father who took me – his mentally ill daughter
– to the hospital.”
Caregivers also demonstrated the importance of family
support: “This is my mother-in-law who supports me in
taking care of my other children.”
Several carers recognised the importance of their own
role in providing support to a person with psychosocial
disability, with one carer taking a photo of herself and
adding the caption, “Only a mother can take care of her
son no matter how hard it is.”
Support from friends and neighbours was a less common
response, but still an important finding. Generally the
support of friends and neighbours was perceived as
valuable for reasons similar to family support.
“This is a photo of
my son – he is the
one who took care
of me and the family
throughout my
illness and also took
responsibility of the
medical expenses.”

Conversely the absence of family support created a barrier
to inclusion. The absence of family support was a cause
of perceived exacerbated symptoms, negative emotions,
and a barrier to accessing treatment and to community
inclusion. One participant showed that her expectations
of support were not met:

“... My husband is the one who was
supposed to look after me and take
care of my children but I don’t get any
support from my husband.”

Negative family support in the form of violence or
restraint was also present in participants’ captions:
“Physical violence by my own family members after
being mentally ill.”
“[I am a] victim by [shoe].”
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“When I was ill my
neighbours in the village
helped me in my
treatment.”

“It is very easy to
participate, as friends have
accepted me and they
listen to my feelings and
support me.”
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Nature, religion and safe places
Participants expressed feelings of peace, happiness and
safety as a result of nature, religion and safe places:
“Happiness after seeing the greenery and blooming flowers.”
Religious rituals were associated with peace and as giving
strength: “I feel peace after chanting the Gayatri mantra
(a devotional song). This photo has Gayatri mantra written
in a paper. Whenever I used to write and meditate Gayatri
mantra I feel very relaxed and peaceful. I used to do this
every morning and evening. As far as I know I should
meditate this mantra to be relaxed and fresh.”
The value of safe spaces was identified through participants’
photos and commentaries. Home and places of worship
were both mentioned specifically as safe spaces:
“A temple where my son feels safe.”
“This tree is symbolic of
my husband because he
planted it. I enjoy sitting
under this tree, I could [see]
what was happening
outside and all the women
would come and talk to me
under this tree. It is a
reminder of good things in
my life, I felt happy under
this tree.”

“This is my Guruji, who I
worshiped daily and this
gave me a lot of peace”

“When I am in a difficult
situation, I come to
my home, where I find
security and peace.”

There were several exceptions wherein the home was
identified as an unsafe place of restraint and exclusion.
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Engagement in activity
Meaningful engagement was linked to activities such as
parenting and caring roles, livelihood activities, household
tasks and participation in religious and community
events. Involvement in these activities was described as
helping participants deal with symptoms or in some cases
reducing symptoms, aiding recovery and turning thoughts
to the future. Participants pointed to positive emotions
associated with engaging in activity, such as ‘enjoyment’,
‘accomplishment’ and ‘feeling at peace’: Taking care of my
child helps me and keeps me happy.”
Participants drew direct links between livelihood activities
and community: “This business has helped me to
participate in the community, because through the
business I could talk to others as well.”
Engagement in livelihood activities was often linked with
thoughts of the future: “Tailoring has supported me a lot.
It supports me ... when I’m in stress, and even during the
financial crisis, it helped me in generating income and
supported me to move ahead in my life.”

“Working has helped me
forget my problems at least
for that short time and focus
on the work. This also gave
me happiness.”

“This business has helped me to increase my self-esteem
and my motivation in life. It is one of the important part of
my life which has helped me to move ahead while I was
in financial crisis”.
Additionally, study was linked to positive perceptions of
the future, with one participant saying: “Study is the biggest
thing that helps us to move ahead in our life.”
Benefits of engagement also related to participants’ use
of time and the value of having a routine and an activity
to occupy themselves.
“[Praying] the mantra helped me to make a routine of
myself of mediation at morning and evening which helped
me to differentiate between morning and evening. It helped
me to concentrate in my own work and helped me in
reminding the time.”
Conversely the absence of meaningful activity appeared
as a barrier to inclusion, with particular importance placed
on livelihoods and household roles.
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“Happy to be
able to do some
housework.”

“We two brothers used
to travel [to] different
places and this helped me
to utilize the time of my
sadness in [the] right way.”
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Community awareness and acceptance
The value of community awareness and understanding
around Mental Illness was expressed multiple times in
this research: “The reason behind the misguidance of the
people was they themselves didn’t know about the medical
treatment of this illness. The tradition of not exposing the
illness should be removed so that everybody knows the
truth about it.”
The acceptance of people with psychosocial disability
was described as key to enabling inclusion.
Participation in support groups and self-help groups was
seen as a significant conduit for community acceptance.
Several participants articulated the enabling role of such
groups for both economic and social support:
“This group has helped me in interacting with other
people and providing an opportunity and creating a
forum to listen to the difficulties of others.”
“The first photo represents the most significant enabler
to inclusion in my community. The saving and credit
co-operatives has supported making good rapport in
community by collecting and utilizing cash. Whenever
I need loan then the group members support me to pass
the loan which provides assistance in my work.”

“...If the society will accept
mentally ill people and
participate in their activities
then there can be the positive
impacts on the patients as it
will help them to act rationally.
So, the society should be
encouraged to involve those
kinds of people as well. As
a result, mentally ill people
can feel themselves as the
part of the society.”

Treatment
The importance of treatment, access to treatment and
support in taking medication was evidenced in the photos
and descriptions of a significant number of participants.
We defined treatment support as including availability
of medical services, transport, cost, supply and support
in taking medication. Participants saw treatment support
as enabling a reduction of symptoms and an increase
in positive emotions, and as a key element of recovery:
“Improvement in my Mental Illness after taking
medication regularly.”

“Medicine cured me.”

“My confidence developed
after I joined the self-help
group.”
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Community-based advocates
Participants identified key advocates in their lives who
enabled inclusion through promoting awareness of
Mental Illness and acting as linkages to services and
opportunities. Advocates were valued for their knowledge
about Mental Illness and support to the participant and
their family. Advocates were generally community based
and well known to the participant. People identified as
advocates included NGO staff and volunteers, health
clinic or community health workers, traditional healers and
sometimes neighbours or family members. They provided
support by means of raising awareness, bringing people
together in groups, strengthening networks of people with
psychosocial disability and facilitating access to treatment
and medication, as well as listening, understanding and
providing emotional support.
“This person is a traditional
healer and he did not have
much [of an] idea about
Mental Illness but when the
project held meetings on
Mental Illness, he had
attended the meeting and
obtained information. So
when we had an issue of
Mental Illness in my family,
he encouraged us to go to
the hospital and take proper
treatment rather than go for
traditional healing practices.”

The role of advocates in facilitating access to medication
was highly valued: “[This is a photo of] the community
health worker who helped in the treatment.”

“This person helped me a lot and
helped me go to the doctor and get free
medicines for three months after which
we were able to buy the medicines.”

Bringing people together in groups, or through informal
networks, was also highly valued by respondents.
Several photos featured NGO staff or volunteers, and
participants described the importance of their work in
creating community action and awareness. “The person
who supported us in bringing together people with
Mental Health problems and their family members for the
development of a group.”
Participants also described the value they placed on
people raising awareness about Mental Illness within
the community: “In this photo [the NGO staff] has raised
awareness about the identification of patient in our society,
network where we can receive the treatment and medicine
and finally making us know about what type of services is
the state providing for people having Mental Illness.”

30

TEAR AUSTRALIA | Photovoice Study on Barriers & Enablers to Inclusion: Final Report

“Right people at the right
time who provided right
information [to] take treatment
for my Mental Illness. They
are my neighbours and these
are volunteers from the project
and they helped me go to
the hospital. They helped me
at the right time and took me
to the right place.”

“... he is the first person who raised
awareness in the community that
Mental Illness can be treated.
He visited every area, every
house and provided information
that this can be treated and this
is not due to god or ghost but this
is an illness which can be cured
after the treatment. He raised
awareness on this issue.”
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Figure 4: Themes and sub-themes: Barriers and Enablers to Inclusion
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What we learned

While the research shows a wide variety of responses to the question regarding barriers and
enablers to inclusion, there is a high degree of consistency across the most significant enablers
and barriers. The research findings hold some important lessons for TEAR, for development
programs and, more broadly, for the development sector.

1. Poverty and Mental Illness
Economic stress was frequently mentioned as a barrier
to inclusion. Financial stress was said to cause or worsen
Mental Health symptoms, and psychosocial disability led
to economic strain due to the high cost of treatments and
the inability to work. These results demonstrate the role
of poverty in Mental Health – that poverty is deemed to
be both a cause and consequence of Mental Illness. This
aligns with growing evidence that shows that mental ill
health and poverty interact in a negative cycle especially
in LMICs – see Figure 1 and previous discussion. 29,30,31
A handful of other researchers have attempted to deepen
the conversation about poverty and Mental Illness and, in
addition to looking at household economics, explore more
broadly the intersecting axes of inequality and oppression
that may undermine health, community cohesion and
self-determination.31 The evidence shows that it is the
systemic root causes of poverty and inequality that are
the most strongly contributing factors to developing
Mental Illness. The findings of this study would reiterate
that social inequality and multidimensional poverty
must be addressed as part of a community development
approach to contribute to both prevention of Mental Illness
and strengthen recovery and inclusion of people with
psychosocial disability.29,32,33

2. The importance of integrated
socio-economic development models
The findings of this study showed that the ability to
participate in livelihood or economic activities was enabling
for wellness and inclusion. Livelihood opportunities were
valued for broader reasons than economic benefits
alone. Participants frequently conveyed that engaging in
livelihood activities was associated with positive social
connections, positive emotions, meaningful time use, selfefficacy and hopeful thoughts of the future. Community
development literature provides an evidence base which
supports the wider benefits of livelihood and economic
activities. Recent research has examined the social and
psychological benefits of self-help groups.34 Themes that
emerged from the members’ discussion of the impact of the
SHG were not only around increased finances and moving
from poverty to provider but also moving from social
isolation to participation, social development, personal
development and spiritual development.34
Evidence also supports community based approaches
that integrate healthcare with social interventions.25,34,35
Strategies which address these economic and social factors
must be understood and utilised in inclusion approaches.35
Community based Mental Health and development
programs have begun to evaluate outcomes across their
programs. One program in Kenya combines Mental Health
medical support, social support and poverty alleviation.24
During a study to evaluate this program’s impact, it was
impossible to attribute positive changes in experience of
symptoms and quality of life to only one component of
their program. This would suggest that a combination of
components such as medical support, social aspects and
economic empowerment are complementary and together
strengthen inclusion.
Socio-economic opportunities have also been shown to
have positive stigma-reducing effects, which demonstrate
the value of inclusion of people with psychosocial disability
into existing SHGs, or broader development social and
economic programs.36
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3. The right to access healthcare
The role of symptoms as a barrier to inclusion highlights
the importance of specific support for individuals in
recovery processes. This study highlights that treatment
reduces symptoms, aids recovery and promotes inclusion.
Treatment is valued not as an end in itself, but because
it enables people to engage in their meaningful activities
and in family and community life. Therefore it is important
to consider linking to medical treatment and services for
people with psychosocial disability through the lens of a
social and rights based model of disability.37
With the momentum of the global health movement,
there is increasing recognition of Mental Illness among
governments and health services and a greater
commitment to scaling up treatment access. As such,
development programs can play a crucial role in promoting
access to treatment, advocating for services, and raising
awareness among communities.38

Figure 5: The Twin Track Approach
to Disability Inclusive Development42

4. The importance of the
twin-track approach
Participants’ responses highlighted the importance of
specific supports as well as broader changes within the
community. Specific supports included: access to treatment;
support from family and friends; being able to engage in
activities; and access to specific opportunities, such as
support groups. Broader responses focused on negative
community attitudes. These two categories of response are
consistent with much of the disability and development
literature which describes the significance of the twin-track
approach to effectively support inclusive development.39,40,41
Our results support this approach and demonstrate its
relevance for people with psychosocial disability.
Organisations should consider what capacity they have in
supporting a twin-track approach for the inclusion of people
with psychosocial disability. For many organisations, this
may include actively looking for ways to ensure people
with psychosocial disabilities are included into their
mainstream programs.

The twin-track approach to disability
inclusive development

Actively include disability
in a cross-cutting
manner in all
development actions,
programs and policies

Support specific
initiatives to empower
and strengthen the
capacities of people
with disabilities

Equality of rights and opportunities
for people with disabilities
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5. Family, Friends and Social Cohesion

7. Community Mental Health Literacy

Of particular importance within the twin-track approach is
the role of the family in care giving, but also in requiring
support. The results of this study highlight the experience
of family members who have care-giving roles. The effect
of a family member’s symptoms can have significant
implications for other family members. Family members often
experience social disconnection, compounded economic
stress, and Mental Health changes of their own. In cultural
contexts where relationships are key in understanding the
causes of Mental Illness, and form a crucial part of identity,
the involvement of others is fundamental in appropriate
recovery and inclusion pathways.20,43

The research findings highlight the general lack of
awareness and misinformation about Mental Illness and
Mental Health that exists in the community. As shown in
the research this misinformation can lead to poor health
outcomes, lack of support and exclusion. The findings
demonstrate the importance of community awareness
and strategies to strengthen community’s Mental Health
literacy. Previous studies have provided a comprehensive
picture of what this might look like:

Organisations should consider this through strong
initiatives which adopt holistic family approaches, such as
family support groups, and inclusion of family members
into counselling, self-help and advocacy groups.

6. Natural Supports as Mental
Health Promotion
This study shows that a range of natural supports are
also important for coping, recovery and inclusion. Natural
supports, such as the family, religion, nature, and safe
places were identified as enabling recovery and wellbeing.
These findings add to the growing body of literature on
the importance of nonclinical components of recovery
in mediating clinical recovery and more participation in
community activities.44
Natural supports can also be leveraged in conversations
about prevention and health promotion – as they are
important for strengthening protective factors and resilience.

• Awareness-raising about Mental Illness within a
community context helps to shape responses to it and
directly promotes stigma reduction and strengthens
inclusion.45,46
• Awareness raising initiatives which utilise locally
acceptable words and contextually appropriate
concepts build the Mental Health literacy capacity
of the community.47,48
• Awareness raising should be broader than just Mental
Illness – signs and symptoms and about where to go for
treatment. It is critical that awareness raising includes
lived experience voices.49
• The research findings highlight the important role that
advocates (including community based staff or volunteers)
have in promoting Mental Health awareness and inclusion
of people with psychosocial disabilities. For this reason,
it is important that staff and volunteers working in any
community based project have the skills and knowledge
to understand Mental Health issues and attention is
given to appropriate capacity building.52
• Partnerships for awareness raising. Awareness raising that
is embedded in established local structures can strengthen
solutions to address social inclusion. This includes the
importance of engaging with organisations representing
the interests of people with psychosocial disability and
creating appropriate programming in this area.50
Comprehensive programming will target communities as
well as individuals, families, policy- makers and various
spheres of action and advocacy.
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“NGOs...should support staff
to understand the needs and
capacities of people with Mental
Health problems, encourage
the inclusion of people with
mental disorders in their general
development programmes, and
measure the impact of their
programmes on Mental Health.”
All Party Parliamentary Group Report:
Mental Health for sustainable development11

8. Creating Platforms for Voice
The outcomes from the research process itself have
also resulted in important learning about ways to hear
the perspectives of people with psychosocial disability.
Development processes are committed to incorporating
voices from marginalised groups – often this occurs
with varying success. However employing photovoice
methodology has been an effective way of staying true to
the principles of participation and empowerment. Families
of people with psychosocial disability and participants
involved said that taking the photos and telling their stories
was a positive experience for them, as they felt heard and
supported. Through the sharing of stories with each other,
people identified a feeling of solidarity.
Project staff and volunteers also expressed the usefulness
of hearing lived experiences in a new and unique way. This
has helped them extend conversations with the community
and to shape their programs based on these consultations.
This experience is consistent with previous uses of photovoice.
Photovoice is a simple and inexpensive method, which can
assist in program planning, raising awareness and most
importantly giving voice to the voiceless.51
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Key Messages

Implications for Practice
For Organisations:
1. NGOs should explore and utilise innovative ways to
create space for hearing the views of those with psychosocial
disability throughout community development processes.
These voices should help shape programs and affect change.
2. NGOs should strengthen internal understanding of
Mental Health and development, recognising that poverty
and inequality are both causes and consequences of
Mental Illness. Organisations can frame good community
development activities, processes and outcomes as
protective factors and crucial for Mental Health promotion,
recovery and inclusion. NGOs should measure the impact
of programs on Mental Health and wellbeing.
3. Organisations don’t need to be specialists, or have a lot of
technical knowledge about Mental Illness, to see how mental
health affects development or to include people affected by
Mental Illness into programs. Organisations can strengthen
linkages with global Mental Health networks to help
communities access or advocate for support in these areas.

4. NGOs should build awareness about Mental Health
into any health trainings or community health initiatives.
This should be done using the language which local
communities use to talk about emotions or the signs and
symptoms of Mental Illness. Organisations should also
consider marking World Mental Health Day and giving
key and simple messages:
• there is no shame in Mental Illness
• Mental Illness is treatable
• there are Mental Health services nearby
• family can help people with Mental Illness by
listening to and including them
• communities can help people with Mental Illness
by listening to them and treating them with dignity
and respect.
5. NGOs should consider accessing training and capacity
building opportunities in Mental Health so that staff and
volunteers working in any community based project have
the skills and knowledge to understand Mental Health
issues. Support staff to develop skills in communication
and listening and providing psychosocial support at a
community level.
6. Consider the Mental Health of staff. Start conversations
about Mental Health in the workplace.
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For Programs:
7. Encourage inclusion of people with Mental Illness into
general development programs. This should be done is
a way that upholds and enhances human dignity and
empowers people’s sense of self worth through genuine
and respectful dialogue.52 Skill building, support groups,
livelihood opportunities and community based programs
are effective approaches to promoting good health and
supporting recovery for people experiencing Mental Illness.
Ensure that people with psychosocial disabilities have
opportunities to access these activities.
8. Find local sources of knowledge about Mental Illness
and psychosocial disability in your context – Government
or other services (medical or benefits available); NGOs
with specific programs or DPOs – begin a partnership, or
informally learn from them. Strengthen linkages between
community and existing Mental Health services or
advocate for services.
9. Programs should adopt holistic family approaches to
strengthen inclusion of people with psychosocial disability.
These approaches recognise the household effects of
psychosocial disability. Programs can consider including
family members in support groups, and inclusion of family
members into counselling, self-help and advocacy groups.

The key findings from this
paper highlight the key
barriers and pathways to
inclusion and should be used
as a tool for further exploring
local contexts when planning
towards strengthened
inclusion for people with
psychosocial disability.
Listening to the collective and
individual voices of people
with lived experiences in their
own contexts is the most
important beginning.

10. SHGs should open up spaces for discussions about
Mental Health within groups;
• Conversations about what helps people feel emotionally/
mentally well and what things affect that?
• Thinking about ways in which people with Mental Illness
could be welcomed into the SHGs.
11. Utilise key educators and advocates in programs to
understand more about Mental Health and to incorporate
it into community messages and activities.
12. People with psychosocial disabilities are often hidden
– programs should explore ways to include them when
projects are mapping vulnerable groups in the community.
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“Due to the false
belief of Mental
Illness, I had difficulty
participating.
However I learned
to love myself.”
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We’re TEAR Australia, a Christian international
relief and development agency working for a
just and compassionate world. We’re focused
in places of great need, partnering with local
Christian agencies to end poverty, challenge
inequality and build sustainable communities.
Together, we act with courage, tackling
injustice in order that all may experience
fullness of life.

TEAR Australia
1 / 4 Solwood Lane,
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Tel: 1800 244 986
www.tear.org.au
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