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Mental health care should be
provided through general health
services and community settings.
Large and centralized psychiatric

institutions need to be replaced
by other more appropriate
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Preface

This module is part of the WHO Mental Health Policy and Service guidance package,
which provides practical information to assist countries to improve the mental health
of their populations.

What is the purpose of the guidance package?

The purpose of the guidance package is to assist policy-makers
and planners to:

- develop policies and comprehensive strategies for improving
the mental health of populations;

- use existing resources to achieve the greatest possible benefits;
- provide effective services to those in need;
- assist the reintegration of persons with mental disorders into all aspects

of community life, thus improving their overall quality of life.

What is in the package?

The package consists of a series of interrelated user-friendly modules that are designed
to address the wide variety of needs and priorities in policy development and service
planning. The topic of each module represents a core aspect of mental health. The starting
point is the module entitled The Mental Health Context, which outlines the global context
of mental health and summarizes the content of all the modules. This module should
give readers an understanding of the global context of mental health, and should enable
them to select specific modules that will be useful to them in their own situations.
Mental Health Policy, Plans and Programmes is a central module, providing detailed
information about the process of developing policy and implementing it through plans
and programmes. Following a reading of this module, countries may wish to focus on
specific aspects of mental health covered in other modules.

The guidance package includes the following modules:

The Mental Health Context

Mental Health Policy, Plans and Programmes

Mental Health Financing

Mental Health Legislation and Human Rights

Advocacy for Mental Health

Organization of Services for Mental Health

Quality Improvement for Mental Health

Planning and Budgeting to Deliver Services for Mental Health
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The following modules are not yet available but will be included in the final guidance
package:

Improving Access and Use of Psychotropic Medicines

Mental Health Information Systems

Human Resources and Training for Mental Health

Child and Adolescent Mental Health

Research and Evaluation of Mental Health Policy and Services
Workplace Mental Health Policies and Programmes

Who is the guidance package for?

The modules will be of interest to:

- policy-makers and health planners;

- government departments at federal, state/regional and local levels;

- mental health professionals;

- groups representing people with mental disorders;

- representatives or associations of families and carers
of people with mental disorders;

- advocacy organizations representing the interests of people with mental
disorders and their relatives and families;

= nongovernmental organizations involved or interested in the provision
of mental health services.

How to use the modules

- They can be used individually or as a package. They are cross-referenced with
each other for ease of use. Countries may wish to go through each of the modules
systematically or may use a specific module when the emphasis is on a particular area
of mental health. For example, countries wishing to address mental health legislation
may find the module entitled Mental Health Legislation and Human Rights useful for
this purpose.

- They can be used as a training package for mental health policy-makers, planners
and others involved in organizing, delivering and funding mental health services. They
can be used as educational materials in university or college courses. Professional
organizations may choose to use the package as an aid to training for persons working
in mental health.

- They can be used as a framework for technical consultancy by a wide range of
international and national organizations that provide support to countries wishing to
reform their mental health policy and/or services.

- They can be used as advocacy tools by consumer, family and advocacy organizations.
The modules contain useful information for public education and for increasing
awareness among politicians, opinion-makers, other health professionals and the
general public about mental disorders and mental health services.

Xii



Format of the modules

Each module clearly outlines its aims and the target audience for which it is intended.
The modules are presented in a step-by-step format so as to assist countries in using
and implementing the guidance provided. The guidance is not intended to be prescriptive
or to be interpreted in a rigid way: countries are encouraged to adapt the material in
accordance with their own needs and circumstances. Practical examples are given
throughout.

There is extensive cross-referencing between the modules. Readers of one module may
need to consult another (as indicated in the text) should they wish further guidance.

All the modules should be read in the light of WHO’s policy of providing most mental
health care through general health services and community settings. Mental health is
necessarily an intersectoral issue involving the education, employment, housing, social
services and criminal justice sectors. It is important to engage in serious consultation
with consumer and family organizations in the development of policy and the delivery
of services.

Dr Michelle Funk Dr Benedetto Saraceno
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Executive summary

Introduction

Mental health services are the means by which effective interventions for mental health
are delivered. The way these services are organized has an important bearing on their
effectiveness and ultimately on whether they meet the aims and objectives of a mental
health policy.

This module does not attempt to prescribe a single model for organizing services in a
global context. The exact form of service organization and delivery ultimately depends
on a country’s social, cultural, political and economic context. However, research findings
and experience in countries in different regions of the world point towards some of the key
ingredients of successful service delivery models. This module indicates these ingredients
in order to give countries guidance on the organization of their mental health services.

Description and analysis of mental health services around the world

The various components of mental health services are categorized below. This is not a
recommendation on the organization of services but an attempt to broadly map the
services that exist.

I) Mental health services integrated into the general health system can be as broadly
grouped as those in primary care and those in general hospitals.

Mental health services in primary care include treatment services and preventive and
promotional activities delivered by primary care professionals. Among them, for example,
are services provided by general practitioners, nurses and other health staff based in
primary care clinics. The provision of mental health care through primary care requires
significant investment in training primary care professionals to detect and treat mental
disorders. Such training should address the specific needs of different groups of primary
care professionals such as doctors, nurses and community health workers.
Furthermore, primary care staff should have the time to conduct mental health interventions.
It may be necessary to increase the number of general health care staff if an additional
mental health care component is to be provided through primary care.

For most common and acute mental disorders these services may have clinical outcomes
that are as good as or better than those of more specialized mental health services.
However, clinical outcomes are highly dependent on the quality of the services
provided, which in turn depends on the knowledge of primary care staff and their
skills in diagnosing and treating common mental disorders, as well as on the availability
of drugs and other options for psychosocial treatment. Primary care services are
easily accessible and are generally better accepted than other forms of service
delivery by persons with mental health disorders. This is mainly attributable to the
reduced stigma associated with seeking help from such services. Both providers and
users generally find these services inexpensive in comparison with other mental
health services.

Mental health services in general hospitals include certain services offered in district
general hospitals and academic or central hospitals that form part of the general health
system. Such services include psychiatric inpatient wards, psychiatric beds in general
wards and emergency departments, and outpatient clinics. There may also be some
specialist services, e.g. for children, adolescents and the elderly. These services are
provided by specialist mental health professionals such as psychiatrists, psychiatric



nurses, psychiatric social workers, psychologists, and physicians who have received
special training in psychiatry. Clearly, such services require adequate numbers of trained
specialist staff and adequate training facilities for them.

The clinical outcomes associated with these services are variable and depend on
their quality and quantity. In many countries, the mental health services of general
hospitals can manage acute behavioural emergencies and episodic disorders which
require only outpatient treatment. However, their ability to help people with severe
mental disorders depends on the availability of comprehensive primary care services
or community mental health services and on the continuity of care that these provide.
Mental health services based in general hospitals are usually well accepted. Because
general hospitals are usually located in large urban centres, however, there may be
problems of accessibility in countries lacking good transport systems. For service
providers, mental health services in general hospitals are likely to be more expensive
than services provided in primary care but less expensive than those provided in
specialized institutions. Service users also have to incur additional travel and time
costs that can create additional access barriers in some countries.

I) Community mental health services can be categorized as formal and informal.

Formal community mental health services include community-based rehabilitation
services, hospital diversion programmes, mobile crisis teams, therapeutic and residential
supervised services, home help and support services, and community-based services
for special populations such as trauma victims, children, adolescents and the elderly.
Community mental health services are not based in hospital settings but need close
working links with general hospitals and mental hospitals. They work best if closely
linked with primary care services and informal care providers working in the community.
These services require some staff with a high level of skills and training, although many
functions can be delivered by general health workers with some training in mental
health. In many developing countries, highly skilled personnel of this kind are not
readily available and this restricts the availability of such services to a small minority of
people.

Well-resourced and well-funded community mental health services provide an opportunity
for many persons with severe mental disorders to continue living in the community and
thus promote community integration. High levels of satisfaction with community mental
health services are associated with their accessibility, a reduced level of stigma associated
with help-seeking for mental disorders and a reduced likelihood of violations of human
rights. Community mental health services of good quality, providing a wide range of
services to meet diverse clinical needs, are demanding in terms of cost and personnel.
Reductions in costs relative to those of mental hospitals are likely to take many years
to materialize.

Informal community mental health services may be provided by local community members
other than general health professionals or dedicated mental health professionals and
paraprofessionals. Informal providers are unlikely to form the core of mental health
service provision and countries would be ill-advised to depend solely on their services,
which, however, are a useful complement to formal mental health services and can
be important in improving the outcomes of persons with mental disorders. Such
service providers usually have high acceptability and there are few access barriers as
the providers are nearly always based in the communities they serve. Although the
services are classed as informal, not all of them are totally free. In many countries, for
instance, traditional healers charge for their services and could therefore be considered
as providing private formal health care services. Moreover, there are concerns about
violations of human rights in relation to the treatment methods employed by some
traditional healers and faith healers.



1) Institutional mental health services include specialist institutional services and mental
hospitals. A key feature of these services is the independent stand-alone service style,
although they may have some links with the rest of the health care system.

Specialist institutional mental health services are provided by certain outpatient clinics
and by certain public or private hospital-based facilities that offer various services in
inpatient wards. Among the services are those provided by acute and high security
units, units for children and elderly people, and forensic psychiatry units. These services
are not merely those of modernized mental hospitals: they meet very specific needs that
require institutional settings and a large complement of specialist staff who have been
properly trained. The scarcity of such staff presents a serious problem in developing
countries. Specialist services are usually tertiary referral centres and patients who are
difficult to treat make up a large proportion of their case-loads. If well funded and well
resourced they provide care of high quality and produce outcomes that are good
enough to justify their continuation. Nearly all specialist services have problems of
access, both in developing countries and in the developed world. These problems may
be associated with a lack of availability, with location in urban centres that have
inadequate transport links, and with stigma attached to seeking help from such services.
Specialist services are costly to set up and maintain, mainly because of the high level
of investment in infrastructure and staff. In many developing countries the cost of specialist
units is not necessarily high because staff costs are lower than in developed countries
and, in many cases, investments are at a low level and units function in substandard
conditions.

Dedicated mental hospitals mainly provide long-stay custodial services. In many parts
of the world they are either the only mental health services or remain a substantial
component of such services. In many countries they consume most of the available human
and financial resources for mental health. This is a serious barrier to the development of
alternative community-based mental health services. Mental hospitals are frequently
associated with poor outcomes attributable to a combination of factors such as poor
clinical care, violations of human rights, the nature of institutionalized care and a lack
of rehabilitative activities. They therefore represent the least desirable use of scarce
financial resources available for mental health services. This is particularly true in those
developing countries where mental hospitals provide the only mental health services.
Stigma associated with mental hospitals also reduces their acceptability and accessibility.

Current status of service organization around the world

Very few countries have an optimal mix of services. Some developing countries made
mental health services more widely available by integrating them into primary care services.
Other countries have also made mental health services available at general hospitals. In
some countries there are good examples of intersectoral collaboration between non-
governmental organizations, academic institutions, public sector health services, informal
mental health services and users, leading to the development of community-based
services. Even within countries there are usually significant disparities between different
regions, and both types of service are only available to small proportions of populations,
usually in urban areas or selected rural areas.

In developed countries the process of deinstitutionalization during the last three decades
has led to reductions in the populations of mental hospitals and to the closure of many
of these institutions. However, this has not been accompanied by sufficient provision
of community-based services, which are often inadequate and unevenly distributed.
There is insufficient emphasis on developing mental health services in primary care. For
example, although depression is a common problem in primary care settings, it is still not
identified or is undertreated by primary care practitioners in many developed countries.



Two main conclusions can be drawn from global experience. Firstly, mental health
services pose challenges in both developing countries and developed countries.
However, the nature of the challenges differs. In many developing countries there is
gross underprovision of resources, personnel and services, and these matters need
immediate attention. In developed countries some of the problems relate to insufficient
community reprovision, the need to promote the detection and treatment of mental
disorders in primary care settings, and the competing demands of general psychiatric
services and specialist services. Secondly, more expensive specialist services are not
the answer to these problems. Even within the resource constraints of health services
in most countries, significant improvements in delivery are possible by redirecting
resources towards services that are less expensive, have reasonably good oucomes
and benefit increased proportions of populations.

Guidance for organizing services

The recommendations in this module are intended to form an integrated system of
service delivery and should not be interpreted in isolation from each other. None of the
recommendations can be expected to succeed on its own in improving the care of persons
with mental disorders. Service organization should be based on principles of accessibility,
coordinated care, continuity of care, effectiveness, equity and respect for human rights.

Service planners have to determine the exact mix of different types of mental health
services and the level of provision of particular service delivery channels. The absolute
requirement for various services differs greatly between countries but the relative needs
of different services are broadly similar in many countries. It is clear that the most
numerous services should be informal community mental health services and community-
based mental health services provided by primary care staff, followed by psychiatric
services based in general hospitals, formal community mental health services and, lastly,
specialist mental health services. There is little justification for including the kind of services
provided by mental hospitals. There will always be a need for long-stay facilities for an
extremely small proportion of patients, even if the provision of community-based services
is of a high order. However, most of these patients can be accommodated in small
units located in the community, approximating community living as far as possible, or
alternatively, in small long-stay wards in hospitals that also provide other specialist
services. Custodial care in large institutions, as provided by mental hospitals, is not
justified by its cost, its effectiveness or the quality of care provided.

The integration of mental health services into general health services helps to reduce
the stigma associated with seeking help from stand-alone mental health services. It
also helps to overcome the acute shortage of mental health professionals and to
encourage the early identification of mental disorders in people presenting with
psychosomatic symptoms in general health services. Other potential benefits include
possibilities for providing care in the community and opportunities for community
involvement in care. The integration of mental health services into general health services
is the most viable strategy for extending mental health services to underserved
populations.

Integration can be pursued at the clinical, managerial, administrative and financial
levels. Potentially, however, full integration has both benefits and drawbacks, and
countries have to take their own circumstances into account when choosing between
full and partial integration. There should be good integration at least at the clinical level.
This involves integration into primary care settings, the integration of mental health
services into general hospitals, the development of links between primary care and
secondary services and the integration of mental health into other established health
and social programmes.



Integration into primary care requires that primary care staff be trained to assume
responsibilities for the provision of mental health services and the promotion of mental
health. Many countries also need to invest in additional primary care staff so that they
have sufficient time to deliver mental health interventions. Among other issues that need
to be addressed are the provision of adequate infrastructures, the availability of equipment
and, most importantly, the availability of psychotropic medication.

Integration into general hospitals requires the provision of facilities such as outpatient
departments and psychiatric wards in general hospitals as well as the availability of
mental health professionals, e.g. psychiatrists, psychologists, psychiatric nurses and
social workers.

The need for good linkages between primary health care and secondary mental health
facilities cannot be overstressed. A clear referral and linkage system should be put in
place and operated in consultation with service providers at the district and regional levels.

In developing countries the integration of mental health services into established physical
health and social programmes provides a feasible and affordable way of implementing
mental health programmes. Thus maternal depression can be tackled as within a
wider reproductive health programme, women’s mental health can be considered in
programmes concerned with domestic violence, and mental health needs can be dealt
with in HIV/AIDS programmes.

It is necessary for countries to build formal and informal mental health services. The
development of community services is essential if dependence on institutional services
is to be reduced. In developing countries the lack of financial and human resources
requires these services to be developed in a phased manner that varies with local
priorities for specific community services. Developing countries also have to utilize
existing networks of nongovernmental organizations for providing some of these
community-based services, e.g. clubhouses, support groups, employment or rehabilitation
workshops, sheltered workshops, supervised work placements, and staffed residential
accommodation.

Deinstitutionalization is an essential part of the reform of mental health services. This
means more than discharging people from long-stay hospitals. It requires significant
changes involving the use of community-based alternatives rather than institutions for
the delivery of services. The provision of services in the community should go hand-in-
hand with reducing the populations of mental hospitals. Deinstitutionalization can proceed
in stages once community-based alternatives are in place. Achieving it requires strong
commitment among planners, managers and clinicians.

Key issues in the organization of mental health services

The above recommendations for organizing mental health services should take into
account the evidence base for mental health interventions, the unique needs of those
with mental disorders, the way communities and patients access services and other
important structural issues such as the need for intersectoral collaboration.

There is evidence that community-based treatment is associated with substantially
better outcomes than inpatient treatment and care, and that shorter stays in hospital
are as effective as longer stays. Some conditions, e.g. depression, can be effectively
treated by primary care personnel using a combination of medications and counselling
or psychotherapy. With regard to schizophrenia, regular medication and family
intervention can substantially reduce the relapse rate and thus improve patients’
quality of life.



Health care systems should orient themselves towards the needs of the many persons
with severe and long-term mental disorders. These people are ill-served by a throughput
model of care that emphasizes the importance of vigorous treatment of acute episodes
in the expectation that most patients will make a reasonably complete recovery without
the need for continuing care until the next acute episode. A continuing care approach
is more appropriate for people with severe and long-term mental disorders. It emphasizes
the need to address the totality of patients’ needs, including social, occupational and
psychological requirements.

The pathways to care, i.e. the routes whereby people with mental disorders access
the providers of mental health services, differ between developed and developing
countries because of different levels of health system development. These pathways
may occasionally hinder access to mental health services, resulting in delays in help-
seeking and a higher likelihood of poor long-term outcomes. Planners should design
service delivery so as to overcome the barriers, improve access and thus reduce the
duration and severity of disability caused by mental disorders.

Planners should aim to eliminate disparities in mental health services between rural and
urban settings. Examples are given in the present module of programmes that attempt
to diminish such disparities.

Services are usually organized from a managerial perspective and users are forced
to adjust to the particular structure of the service they wish to access. This service-led
approach is characteristic of many mental health services. Unlike the needs-led approach,
it results in significant barriers to access, especially for people with severe mental
disorders whose needs go beyond purely medical and therapeutic interventions. There
is a move towards models of service provision that are needs-led, e.g. case management,
assertive treatment programmes and psychiatric rehabilitation villages in rural areas.
These models are an acknowledgment that the needs of patients should be placed first
and that services should adapt their organization to meet these needs.

The complex needs of many persons with mental disorders cannot be met by the health
sector alone. Intersectoral collaboration is therefore essential. Collaboration is needed
both within the health sector (intrasectoral collaboration) and outside the health sector
(intersectoral collaboration).

Acknowledging the need for collaborative efforts is the first step towards enhancing
collaboration between and within sectors. Mental health agencies and persons
involved in the planning and delivery of mental health services should take a lead in
explaining what is required to other people, especially people outside the health sector.
Collaboration can be improved by involving other sectors in policy formulation, delegating
the responsibility for certain activities to agencies from other sectors, establishing
information networks with agencies from other sectors and among other measures, by
establishing a national advisory committee with the participation of relevant agencies
from sectors outside mental health.

The last two sections in this module present recommendations for immediate action,
discuss barriers to the implementation of services and outline possible ways of
overcoming them.



Aims and target audience

This module aims to:

- present a description and analysis of mental health services around the world,
examining different services and their organization and activities;

- review the current status of service organization around the world;

- make recommendations for organizing services;

- discuss crucial issues in the organization of services;

- discuss barriers to the organization of services
and suggest solutions.

The module will be of interest to:

- policy-makers and health planners;
- government departments at the national, regional and local levels;
- mental health professionals;
- people with mental disorders and their representative organizations;
- representatives or associations of families and carers
of persons with mental disorders;
- advocacy organizations representing the interests of persons
with mental disorders and their relatives and families;
= nongovernmental organizations involved or interested
in the provision of mental health services.



1. Introduction
===

Services are the means by which effective interventions for mental health are delivered.
The organization of services is therefore a critical aspect of mental health care. At
best, the way in which mental health services are organized enhances the aims and
objectives of national mental health policy. Poorly organized services fail to meet the
expectations and needs of people with mental disorders and impose costs without
commensurate benefits.

This module does not attempt to prescribe a single model for the organization of services
in a global context. The exact form of service organization and delivery depends on the
social, cultural, political and economic context. The availability of financial and human
resources differs between countries. Cultural aspirations and values also differ, even
between different regions in particular countries. Consequently, it is highly unlikely that
any given model of service delivery can fully meet the needs of all persons with mental
disorders in all countries.

However, practical experience in countries and research findings in different regions
of the world point towards certain key ingredients of successful models of service
delivery. The present module sets out these key ingredients in order to provide guidance
to countries on the organization of their mental health services. It is aimed at all countries
interested in restructuring their mental health services.

The organization of
services Is a critical aspect
of mental health care.

The exact form of service
organization and delivery
depends on the local
context.

In spite of global diversity,
certain key ingredients

of successful service
organization can

be identified.



2. Description and analysis

of mental health services around the world
e = ==

A schematic representation of different components of mental health services found
across the world is given in Figure 1. The framework aims to broadly map the variety of
services in different countries with varying health systems and varying levels of care
provision. It is not a recommendation on organization but an attempt to describe various

types of services.

Figure 1: Components of mental health services
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Each of the categories is described in detail below. The descriptions are followed by
brief discussions of the implications, potential benefits and disadvantages of each
category for service providers and people with mental disorders.

2.1 Mental health services integrated into the general health system

Two service categories can be identified within the broad category of integrated mental
health services:

= mental health services in primary care;
- mental health services in general hospitals.



2.1.1 Mental health services in primary care

This category includes treatment and preventive and promotional interventions conducted
by primary care professionals. Examples are given below. Of course, all of these
interventions do not necessarily take place in every country. Furthermore, specialist
staff rather than primary care professionals may perform some of the functions
described in the examples below. The way in which countries organize these activities
may vary, depending on the context, e.g. the organization of services and the availability
of specialist staff.

Following are some examples of primary care providers:

a) general practitioners, nurses and other health care staff based in primary
care clinics providing diagnostic, treatment and referral services
for mental disorders;
b) general practitioners, nurses and other workers making home visits
for the management of mental disorders;
¢) non-medical primary care staff providing basic health services in rural areas;
d) non-medical primary care staff involved in health promotion and prevention
activities, e.g. running clinics for mental health education
and screening for mental disorders in schools;
e) primary care workers and aid workers providing information, education,
guidance and treatment interventions for trauma victims in the context
of natural disasters and acts of violence.

I) Human resources: Providing mental health care through primary care requires significant
investment in training primary care professionals to detect and treat mental disorders.
Such training should address the specific practical training needs of different groups
of primary care professionals, e.g. doctors, nurses and community health workers.
Preferably, ongoing training programmes should be provided rather than single workshops
that do not provide subsequent support for reinforcing new skills. In many countries this
has not happened and primary health care professionals are not well equipped to work
with people who have mental disorders and who therefore receive suboptimal care.
Primary care staff are generally well qualified to provide help for people with physical
disorders but many are uncomfortable about dealing with mental disorders. Indeed,
many primary care staff may question their role in managing mental disorders. Training
programmes should include coverage of these issues.

A related issue is that one of the main reasons for the reluctance of some primary care
staff to provide mental health services is that they do not have sufficient time to conduct
the required interventions. It may be necessary to increase the number of primary care
staff if they are to add mental health care to their practice. However, it has been argued
that primary care workers can save time by addressing the mental health needs of people
who present to services with physical complaints that have a psychological etiology
(Goldberg & Lecrubier, 1995; Ustiin and Sartorius, 1995).

Il) Clinical outcomes: Conventional logic suggests that basic primary services yield less
favourable outcomes than more specialized services but this is not necessarily true. For
most common and acute mental disorders these services may give equally good or
superior clinical outcomes (see Section 7.1). There are three possible explanations for
this. First, users are more likely to seek early help for mental disorders because of
reduced costs and high acceptability. Second, there is an opportunity for the early
detection of mental disorders when users seek help for physical problems. Third, primary
care workers may have a greater insight than more specialized workers into the cultural
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and interpersonal contexts of service users. Users may thus feel more understood at
the primary care level. Moreover, service providers may recognize strengths in users’
cultural and interpersonal contexts which can be exploited for therapeutic purposes.
However, clinical outcomes are highly dependent on the quality of the services provided,
as affected by the knowledge of primary care staff, their skills in diagnosing and
treating common mental disorders, the time available, and access to psychotropic
medication and psychosocial treatment.

lll) Acceptability: Primary health care services are generally relatively acceptable to
people with mental disorders. Less stigma is associated with seeking help from primary
care services, partly because they provide both physical and mental health care.
Furthermore, primary care services are less likely to result in violations of the human
rights of persons with mental disorders.

IV) Access: Access to primary care services is good as they are geographically close
to users and are usually open at times determined with reference to local work patterns.
Access is also favoured by comparatively low indirect costs. These increase the
probability of poor people using such services.

V) Financial costs: These services tend to be less expensive than others because of
lower human resource costs, reduced costs of physical facilities as a result of the joint
use of facilities for general health care, less need for specialized equipment and less use
of inpatient facilities. There are lower indirect costs for people with mental disorders
because these services tend to be geographically closer to the patients so that less
travelling and time are required in order to benefit from them.

2.1.2 Mental health services in general hospitals

A number of mental health services may be offered in secondary district or tertiary
academic/central hospitals that form part of the general health system. Common facilities
for adults include psychiatric inpatient wards, psychiatric beds in general wards,
psychiatric emergency departments and outpatient clinics. Services for children and
adolescents are found in general, academic or children’s hospitals. These may include
psychiatric wards for children and adolescents and child/adolescent outpatient clinics.
Services for the elderly are found in general and academic hospitals and include
psychogeriatric wards, psychiatric beds in other wards, and outpatient clinics. These
services are provided by specialist mental health professionals such as psychiatrists,
psychiatric nurses, psychiatric social workers, psychologists, and physicians with special
training in psychiatry. Examples of mental health services offered by general hospitals
are given in Box 1.
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Box 1. Mental health services offered by general hospitals

Acute inpatient care

Crisis stabilization care

Partial (day/night) hospital programmes

Consultation/liaison services for general medical patients
Intensive/planned outpatient programmes

Respite care

Expert consultation/support/training for primary care services
Multidisciplinary psychiatric teams linked with other local and provincial sectors
(schools, employers, correctional services, welfare) and nongovernmental
organizations in intersectoral prevention and promotion initiatives
Specialized units/wards for persons with specific mental disorders

and for related rehabilitation programmes

I) Human resources: These services require adequate numbers of specialist mental
health professionals such as psychiatrists, psychologists, psychiatric social workers
and psychiatric nurses. Consequently, investment is necessary in facilities where
such staff can be trained. There are a number of advantages in having mental health
professionals who are based in general hospitals. They can participate in undergraduate
and postgraduate medical teaching and training, thus sensitizing physicians to mental
disorders. Psychiatric departments in general hospitals can act as centres for postgraduate
training in psychiatry and can provide opportunities for training other mental health
professionals, e.g. psychologists, nurses and social workers.

Il) Clinical outcomes: These vary, depending on the quality and quantity of the services
provided. In many developing countries the only mental health services in general
hospitals are outpatient departments, short-stay inpatient wards for the acutely ill, and
consultation/liaison services provided by psychiatric departments to other medical
departments. In such circumstances, mental health services can manage acute
behavioural emergencies reasonably well but have little to offer persons with severe
mental disorders who may enter an admission-discharge-readmission cycle (the revolving
door syndrome) unless comprehensive primary care services or community services
are also available. The absence of psychotherapy and psychosocial therapies also
limits the ability of such services to improve outcomes for people suffering from
non-psychotic illnesses.

lll) Acceptability: General hospital-based services are usually acceptable to people
with mental disorders. There is less stigma associated with obtaining help from such
services than from dedicated mental hospitals. The open nature of general hospitals
makes it less likely that violations of human rights will occur than in closed institutions.

IV) Access: General hospital services are usually located in district headquarters while
tertiary/academic centres are usually located in big cities. Particularly in developing
countries, access to services based in general hospitals can be hindered by the financial
costs. The lack of reliable and cheap public transport services in many countries may
exclude many people who do not live in the urban areas where such hospitals are sited.
However, mental health services based in general hospitals have the advantages of
relatively easy access to specialist investigations and treatment as well as medical
treatment for comorbid physical illnesses.
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V) Financial costs: For service providers, mental health services in general hospitals are
likely to be more costly than services provided in primary care settings. This is because
of infrastructural costs, the costs of providing for inpatient care, and higher staff costs
attributable to the use of specialist personnel such as psychiatrists and other mental
health professionals. However, mental health services in general hospitals may be less
expensive than services provided in specialized institutions. For users, services based
in general hospitals tend to cost more than those based in primary care settings
because of the additional costs of travelling and the loss of employment, i.e. indirect
costs. In rural areas, general hospital-based services save transport costs for service
providers by transferring them to users. This transfer of financial burden can create
access barriers in developing countries, in many of which the indirect costs are
disproportionately high in comparison with people’s ability to spend directly on
mental health services.

2.2 Community mental health services

Community mental health services can be subdivided into those that are formal and
those that are informal.

2.2.1 Formal community mental health services

Formal community mental health services include a wide array of settings and different
levels of care provided by mental health professionals and paraprofessionals, i.e. people
who work alongside professionals in an auxiliary capacity. These services include
community-based rehabilitation services, hospital diversion programmes, mobile crisis
teams, therapeutic and residential supervised services, home help and support services,
and community-based services for special populations such as trauma victims, children,
adolescents and the elderly. Community mental health services are not based in
hospital settings but need close working links with general hospitals and mental hospitals.
These links may include, for example, a two-way referral system whereby general
hospitals and mental hospitals accept patients for short-term management and refer
patients who are to be discharged into the community. Community mental health
services work best when they are closely linked with primary care services and informal
care providers working in the community. Box 2 gives examples of formal community
mental health services.
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Box 2. Examples of formal community mental health services

Community mental health centres/outpatient clinics
Clubhouses

Day care centres

Drop-in centres

Support groups

Employment/rehabilitation workshops

Sheltered workshops

Supervised work placements

Cooperative work schemes

Supported employment programmes

Mobile services for crisis assessment and treatment
(including evenings and weekends) operating from community
mental health centres or outpatient clinics

Ordinary houses in neighbourhood settings with 24-hour care

given by mental health professionals

Support staff with mental health training and knowledge who can stay in a patient’s
own home overnight to provide support and supervision during a period of crisis
Crisis centres

Apartment buildings for ex-patients (unsupervised)

Scattered apartments each occupied by two or three residents (unsupervised)
Group homes (staffed and unstaffed)

Hostels

Halfway houses

Psychiatric agricultural rehabilitation villages

Ordinary housing

Assessment, treatment and management coordinated

by a home care clinician from a community mental health centre
Case management and assertive community treatment
Domiciliary support centres

Clinical services in educational, employment and correctional settings
Telephone hotline services
Trauma relief programmes in refugee camps or community settings
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I) Human resources: Formal community mental health services require at least some
staff with a high level of skills and training. However, many functions can be delivered
by health workers with some training in mental health. The labour-intensive nature of
community mental health services means that greater numbers of staff are needed than
in other mental health services in order to maximize reach.

Il) Clinical outcomes: These depend on the quality of service provision. Well-resourced
and well-funded community mental health services give many people who have severe
mental disorders an opportunity to continue living in the community, thus promoting
community integration (see Section 7.1). Many community mental health services, e.g.
day centres, sheltered workshops and supported housing, play a crucial role in giving
social care to people with mental disorders. This can have a significantly positive impact
on clinical outcomes and the quality of life.

lll) Acceptability: High levels of satisfaction with community mental health services are
associated with their accessibility, reduced stigma associated with help-seeking for
mental disorders and a reduced likelihood of human rights violations.

IV) Access: Community mental health services are highly accessible to users, especially
those with severe mental disorders requiring continuing input from mental health
services. These services are less stigmatizing than segregated mental hospitals, and
this further improves their accessibility. The main barriers to access arise from the
paucity of such services, which may be attributable to the high costs of setting up and
running them and to shortages of trained personnel. These barriers are especially
noticeable in developing countries, where community mental health services are usually
only available to a small minority of people. Rural populations and minorities in
developed countries face similar barriers to access because of the unavailability of such
services.

V) Financial costs: In many countries, deinstitutionalization followed by community
reprovision has been driven by the expectation of lower costs for service providers,
especially public health providers. However, experience during the past decade suggests
that the cost savings are minimal, particularly in the short term. Community service
providers have to incur additional expenditure on travel and transport for staff, especially
in rural areas. Additionally, fewer users can be assisted because of the time required for
travelling. Community mental health services of good quality which provide a wide
range of services meeting diverse clinical needs are cost-intensive and personnel-
intensive. Any cost savings are likely to take many years to materialize. Savings result
from reduced use of inpatient beds, which are an expensive resource in most developed
countries and many developing countries. There are cost savings for people with mental
disorders through reduced travel and reduced indirect costs as services go to the user
rather than the other way round.

2.2.2 Informal community mental health services

In addition to professionals and paraprofessionals in the fields of general health or mental
health, local community members may provide a variety of mental health services.
Although these people may have received little or no formal training in mental health
skills, they can provide much of the required care, especially in settings where people
with mental disorders live at home with their families. Informal mental health providers
vary according to the different mental health resource scenarios and sociopolitical
situations of countries and regions. Box 3 contains examples of providers of informal
community mental health services.
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Providers of informal community mental health services are unlikely to form the core of
mental health service provision. Countries would be ill-advised to depend solely on
these services. However, they are a useful complement to formal mental health services.

Traditional healers do not easily fit into specific service categories in this section.
Traditional healers may be faith healers, spiritual healers, religious healers or practitioners
of indigenous or alternative systems of medicine. In some countries they may be part
of the informal health sector. However, in many others they charge for their services
and should therefore be considered as part of the privately provided formal health care
services. In many countries they are the first point of contact for a majority of people
with mental disorders and sometimes they give the only available services. They also
have high acceptability and in general are readily accessible because they are usually
members of the local communities that they serve. Notwithstanding the important role
played by traditional healers in many societies in providing care to persons with mental
disorders, it should be noted that some traditional healing practices have been associated
with human rights violations. In particular there are concerns about violations of the rights
of vulnerable groups, e.g. children, women and the elderly.

Box 3. Examples of providers of informal community mental health services

Traditional healers

Village or community workers

Family members

Self-help and user groups

Advocacy services

Lay volunteers providing parental and youth education

on mental health issues and screening for mental disorders
(including suicidal tendencies) in clinics and schools
Religious leaders providing health information on trauma reactions
in complex emergencies

Day care services provided by relatives, neighbours or retired
members of local communities

Humanitarian aid workers in complex emergencies.
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I) Human resources: In general these are readily obtainable in most communities,
especially in rural and isolated communities where formal health services are not easily
available.

ll) Clinical outcomes: These services can play an important supportive role in improving
outcomes for persons with mental disorders. They are important for maintaining integration
in communities and providing support networks that minimize the risk of relapse. In
many developing countries they are the main source of mental health provision and are
most likely to be used by people with acute, brief and psychosocial stress-driven
mental disorders.

1ll) Acceptability: This tends to be high as communities perceive them as being more
responsive to their expressed needs. These services are usually consonant with
community perceptions and explanatory models of mental disorders and their treatment.
There are, however, some concerns about human rights violations, especially regarding
the use of traumatic treatment methods and the risk of violations of the rights of
vulnerable populations, e.g. children, women and the elderly. Interventions are not
subject to quality control measures such as may apply to public providers.

IV) Access: There are few access barriers because these services are nearly always
based in the community and enjoy a high degree of acceptability, thus reducing the
likelihood of stigma associated with their use.

V) Financial costs: Informal mental health services generally enjoy a significant cost
advantage in comparison with nearly all formal mental health services (see discussion
on traditional healers above). However, not all these services are necessarily free and
users may have to bear some costs.

2.3 Institutional services in mental hospitals

The key feature of these services is their independent stand-alone style, although they
may have some links with the rest of the health care system. They can be subdivided
into specialist institutional mental health services and dedicated mental hospitals.

2.3.1 Specialist institutional mental health services

These are usually specialist public or private hospital-based facilities offering various
services in inpatient wards and in specialist outpatient clinic settings. They are not
merely modernized mental hospitals but are services that attend to very specific needs
requiring an institutional setting. Furthermore, they are not expected to provide primary
mental health services to the general population but act as secondary and tertiary referral
services. They include acute and high-security units, specialist units for children and
elderly people, and other specialist services such as forensic psychiatry units.
Examples of these services are given in Box 4.
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Box 4. Examples of specialist institutional mental health services

Specialist inpatient care
Medium-security units
High-security units

Specialized units/centres for the treatment of specific disorders
and for related rehabilitation programmes, e.g. eating disorder units

Specialist clinics or units dedicated to specific mental disorders
of children and adolescents

Rehabilitation services for specific disorders of children and adolescents,
e.g. autism and psychotic disorders

Respite care

Specialist clinics or units dedicated to specific disorders of the elderly,
e.g. Alzheimer’s disease

I) Human resources: Specialist services require a large complement of trained specialist
mental health staff. Shortages of such staff are a serious problem in developing countries.
The absence of trained personnel can make it difficult to maintain the desired quality
of service and creates a risk of skewing the service towards custodial care with little
therapeutic input.

Il) Clinical outcomes: Specialist services are usually tertiary referral centres. Patients
with mental disorders that are difficult to treat make up a large proportion of their
case-loads. The success of specialist services is highly dependent on the quality of
services and infrastructure available to them. In developed countries, where many of
these specialist services are well funded and well resourced, they provide care of high
quality with sufficiently good outcomes to justify their continuation. In developing countries
the lack of finances, infrastructure and personnel usually means that many of these
services are absent or inadequate.

Ill) Acceptability: As with all segregated mental health institutions, specialist mental
health services are associated with social stigma and consequently may not be highly
acceptable. Service users are frequently reluctant to use these services except as a last
resort. This may not necessarily be a problem as specialist services are not expected
to encourage people to use them as first-line care providers.

IV) Access: Nearly all specialist services have problems of access both in developed
and developing countries. Many of these services are not easily available, even in developed
countries, and are almost absent in developing countries. These specialist services are
located in the vicinity of large urban areas but are frequently at some distance from
them. Transport links to the hospitals in question may be inadequate, resulting in high
costs of access. Stigma associated with segregated mental health services provided by
specialist facilities acts as a barrier to use. Some of the access problems do not have
easy answers. It is arguable, however, that specialist services should not be readily
accessible services of first resort. For reasons of sustainability, moreover, specialist
services have to be centralized and access has to be limited by the requirement of a
professional referral.
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V) Financial costs: The cost of setting up and running specialist services is high in
comparison with that of other forms of service delivery. The reasons for this include the
high level of investment required to set up dedicated units and the high staff costs
associated with low ratios of staff to patients. In addition, costs rise because institutions
have to care for individual patients over long periods of time. In many developing countries
the cost of specialist units is not necessarily high because staff costs are lower than in
developed countries, and investments are often at a low level as units function in
substandard conditions. It is difficult to evaluate the financial disadvantage of specialist
mental health services in such circumstances. However, if specialist services of good
quality were provided in developing countries the above financial issues would apply
equally to them. The exact distribution of these costs between service providers and
service users depends on the funding arrangements in particular countries. Even when
such services are publicly funded the users incur the indirect costs of obtaining care
from them.

2.3.2 Dedicated mental hospitals

These are old-style mental hospitals, mainly providing long-stay custodial services. In many
parts of the world they provide either the only mental health services or a substantial
component of such services. This may appear to contradict Atlas data indicating
that only 37% of countries have no community care facilities, that 87% of countries
have identified mental health as an activity in primary care, and that regular training
of primary care personnel takes place in 59% of countries (World Health Organization,
2001b). However, these percentages do not reflect population coverage. Thus India,
with a population in excess of 1 billion, has a community mental health programme in
22 districts covering a population of only 40 million (Jacob, 2001).

I) Human resources: In many countries, mental hospitals consume most of the available
specialist mental health resources. This acts as a serious barrier to the development
of alternative community-based mental health services. Moreover, there are high rates
of staff burnout and demotivation and there is a gradual decline in skills of mental
health professionals.

Il) Clinical outcomes: Many of these institutions provide only custodial care of the
kind found in prisons, frequently of extremely poor quality. Clinical outcomes are poor
because of a combination of factors, e.g. poor clinical care, human rights violations, the
nature of the institutionalized care process and a lack of rehabilitative activity. High
costs and poor clinical outcomes mean that these institutions represent the least desirable
use of the scarce financial resources available for mental health services. This is
particularly true in developing countries where mental hospitals offer the only mental
health services.

lll) Acceptability: Mental hospitals generally do not enjoy high acceptability among
people with mental disorders and communities. Significant stigma is associated with
segregated mental hospitals, and people are usually reluctant to use these services
except as a last resort. This results in delays in seeking treatment from such services,
which in turn adversely affects clinical outcomes. Mental hospitals in developing and
developed countries have a history of serious human rights violations. During the past
two decades this has led to either their closure or their comprehensive reform. In spite
of the improvements made, serious human rights concerns still surround the remaining
long-stay mental hospitals in developed and developing countries.
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IV) Access: Nearly all mental hospitals have problems related to access. They are usually
based at some distance from urban areas and have poor transport links. People with
mental disorders who are kept in these institutions may be isolated from their families
because, for example, it is often very difficult to receive visitors or maintain contact with
the outside world. Access is also hampered by cumbersome procedures related to
admission and discharge and by the stigma associated with such institutions.

V) Financial costs: Mental hospitals are expensive and, in many developing countries,
consume a significant portion of the budget meant for mental health services, leaving
few resources for community-based initiatives. In Indonesia, for example, 97% of the
mental health budget is spent on public mental hospitals (Trisnantoro, 2002). Many of
the hospitals tend to be of a fixed nature with static long-stay populations of patients.
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3. Current status of service organization

around the world
|

Very few countries have an optimal mix of services. Even within countries there are
usually significant geographical disparities between regions.

Many countries rely on mental hospitals as the main providers of mental health care.
These hospitals are usually located at a considerable distance from urban areas. This,
along with poor transport facilities, emphasizes the segregation of people with mental
disorders. The physical appearance of the hospitals is often menacing: many are
surrounded by high walls with sentry towers, reflecting the custodial nature of the care
provided. The institutions are often poorly equipped. Basic amenities such as toilets,
beds and personal space for private belongings are often unavailable. Staff/patient
ratios may be very low. This makes it unlikely that patients will receive professional
attention of good quality on an individual basis. Human rights violations of all kinds
are common. Box 5 contains an extract from a report of the National Human Rights
Commission of India on the workings of the country’s mental hospitals. It provides a
good insight into the nature of such institutions and the difficulty of reforming them in
order to overcome basic problems.

Box 5. Functioning of mental hospitals in India

The National Human Rights Commission of India investigated the 37 public mental
hospitals in India housing nearly 18 000 patients. A report on the investigation was
published in 1999. The following information taken from the report highlights some of
the gross human rights violations occurring in these institutions.

The overall ratio of cots (beds) to patients was 1:1.4 indicating that floor beds were a
common occurrence in many hospitals. Even in hospitals with cot to patient ratios of
1:1, many of the cots had been sent for repair, with the result that patients had to sleep
on cold damp floors.

In the male wards of the hospitals at Varanasi, Indore, Murshidabad and Ahmedabad,
patients were expected to urinate and defecate into an open drain in public view.
Toilets in many of the hospitals were badly clogged with faeces. There were no taps
in the toilets in some hospitals. Thirteen of the hospitals (35%) had very dirty toilets.

Many hospitals had problems with running water, often reflecting a scarcity of water in the
state concerned. Water storage facilities were poor in 26 of the hospitals (70.2%) and there
were associated water shortages. Patients sometimes had to go out of their wards in order
to obtain water. Safe drinking-water was not easily available in some hospitals. A shared
bucket of water was located outside each ward. During the night, when they were locked
up, the patients in many hospitals had to reach through the bars of the ward in order to
scoop water into a shared mug. Some of the hospitals did not provide hot water for
bathing, even during the winter. Open baths were common (i.e. there were no bath-
rooms/washrooms and people had to take showers outdoors). Sixteen of the 37 hospitals
(43.2%) had cells. In some hospitals, many patients were confined in a single cell. In others,
there was one patient to a cell. Many single cells lacked water, linen, beds or toilets.
Patients were locked in all the time and had to urinate and defecate in their cells.

Source: Quality assurance in mental health. New Delhi: National Human Rights
Commission of India; 1999.
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Some developing countries have taken steps to make mental health services more
widely available by integrating them into primary care. Some other countries have also
made mental health services available in general hospitals. Unfortunately, both ways of
providing these services are only available to small proportions of the populations con-
cerned, usually in urban centres or selected rural areas. There has been little concerted
effort to use primary care as the principal vehicle for the delivery of mental health serv-
ices. Box 6 and Box 7 contain examples of integrated services. Box 8 contains exam-
ples of geographical disparities in the provision of mental health services.

Box 6. Examples from various countries of mental health services in primary care

Argentina: In Neuguen Province, cooperation between primary care general practitioners
forming part of the general health sector and consulting psychologists from the mental
health sector was hampered by different training paradigms. The general practitioners
desired more training in mental health issues and better coordination with consulting
psychiatrists and psychologists. The provincial health department responded by creating
a commission on mental health which, among other things, focused on constructing a
sound referral and consultation network and training primary care general practitioners
and nurses in remote rural regions. In order to design an appropriate training programme
the commission convened a conference for general practitioners to which professionals
with diverse international experience and training in mental health issues were invited.
There were representatives of nursing, psychiatry, primary care medicine, the clergy,
social work, and law. The training team included people from Argentina, Chile,
Guatemala, the United Kingdom, Uruguay, and the USA. After the training experience
the mental health commission, which included representatives of the fields of mental
health and primary care, coordinated further training and long-term follow-up of both
the general practitioners and local psychologists in the primary care setting (Collins et
al., 1999a). This approach to integrating mental health care into primary care operates
on various levels. At the level of the provincial government there is cooperation between
the mental health and primary care sectors on the mental health commission. At the
primary care level there is wider intersectoral cooperation between different professions
with a stake in the issues. The training programme promotes cooperation between general
practitioners, nurses and social workers in the context of providing support to families,
and a similar training programme has been designed for nurses (Collins et al.,1999a). In
the context of the consultative approach pursued at the primary care level, some general
practitioners in rural regions meet every month with traditional healers to coordinate the
treatment of certain illnesses, enhance the degree to which communities trust general
practitioners, and prevent dangerous dual treatments involving the use of herbs and
medications (Collins et al., 1999b).

China: General primary health care services are provided by outpatient clinics in street,
neighbourhood or district general hospitals (Pearson, 1992; Yan et al., 1995). There are
various community services at the primary care level. They include home beds with visits
from personnel attached to district or neighbourhood hospitals and nursing or supervisory
care groups organized at the street level and the residents’ association level (Pearson,
1992). In Shanghai there are hot-line services for adolescents and the elderly (Ji, 1995).

Botswana: Psychiatric nurses based in secondary-level district hospitals oversee a
number of primary care clinics in each district. They visit these clinics regularly and
meet primary care workers who have identified vulnerable cases in the community
(Ben-Tovim, 1987).
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Guinea-Bissau: A well-functioning primary care system with an infrastructure and paid
workers was in place before the recent war. Nurses in the primary care health centres
were trained to identify and treat cases of major mental disorder presenting in clinics
(De Jong, 1996).

India: The Bellary district project involved the training of all categories of primary health
and welfare personnel, the provision of essential psychotropic drugs, a simple record-
keeping system, and a mechanism for monitoring the work of primary care personnel
providing mental health care services (Murthy, 1998). Primary care centres generally
provide preventive and curative services for 30 000 people and have one or two doctors
and 15 to 20 basic health workers. The doctors in the clinics supervise the health workers,
who visit families at home and carry out a wide array of health activities. Patients are
seen in the centres without appointment. On average a consultation lasts between three
and five minutes. Despite all the inputs of mental health training there still appears to
be a relatively low recognition of emotional disorder by primary care doctors. This is
attributable to patients presenting with somatic complaints and to the brevity of the
consultations (Channabasavanna et al., 1995).

Islamic Republic of Iran: Efforts to integrate mental health care started in the late 1980s
and the programme has since been extended throughout the country. There are now
services for about 20 million people (Mohit et al., 1999).

Pakistan: A model of mental health care delivery integrated into primary care was
initially developed in two subdistricts of Rawalpindi (Mubbashar, 1999). It is now being
replicated in parts of all provinces. The component of training in mental health has been
integrated into the training programme of district health development centres. These
centres have been set up to build the capacity of primary care personnel so that they
can handle the emerging common health problems. Under this scheme more than 2000
primary care physicians and more than 40 000 primary care personnel (including female
health workers and multipurpose health workers) have received training throughout the
country in a decentralized manner. More than 65 junior psychiatrists have been trained
in community mental health so that they can act as resource persons in the development
of community mental health programmes in their areas and provide the training, referral
and evaluation support necessary for integrating mental health care into primary care.
A national essential drug list has been formulated which includes all the essential
neuropsychiatric drugs. Another crucial development has been the inclusion of priority
mental disorders in the national health management information system. The
Government has agreed to fund the integration of mental health into primary care on a
national scale and a separate budget has been allocated for this purpose.

Tanzania: Rural dispensaries are provided by public, private and voluntary sources.
These facilities offer basic medical services in rural regions (Ahmed et al., 1996). In
some rural areas, agricultural rehabilitation villages provide sheltered employment,
continuous contact with local community members, and ongoing psychosocial support
from traditional healers, community health workers, and general practitioners. These
community-based services provide an alternative to hospital inpatient services for long-term
and medium-term patients (Kilonzo & Simmons, 1998).
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Box 7. Examples from various countries of mental health services
in general hospitals

Ethiopia: The services at the tertiary level have collaboratively developed a programme
of mental health care at the secondary level by training psychiatric nurses. Twenty-
seven regional hospitals and one health centre have opened psychiatric units, each
operated by two psychiatric nurses (Alem et al., 1999).

Nepal: Secondary-level psychiatric units are located in district hospitals. The facilities
at the secondary level include smaller psychiatric wards in the military hospital and two
regional hospitals, and a small community mental health programme at three other
regional hospitals. The mental health care units outside the capital do not include
services for long-stay inpatients (Tausig & Subedi, 1997).

Tanzania: Community mental health care teams have been established in secondary-
level clinics in the capital city but there are no such teams in rural areas. In both rural
and urban areas, secondary-level facilities are located in psychiatric units in district
general hospitals (Kilonzo & Simmons, 1998).

Tunisia: Since 1956, 300 new psychiatric beds have been provided in small psychiatric
units in five general hospitals throughout the country, and the bed capacity of the only
mental hospital has been halved.

Box 8. Examples from various developing countries showing the concentration
of mental health services in urban areas

Botswana: Specialized mental health services are found in the capital city and regional
centres, while the rural regions rely for mental health services on primary care clinics,
the visits of psychiatric nurses to these clinics, and traditional healers (Ben-Tovim, 1987;
Sidandi et al., 1999).

Cambodia: Although 85% of the country’s population lives in rural areas there are few
mental health resources other than traditional healers in these areas. There are relatively
few district mental health clinics in outlying regions. Patients often travel over 300
kilometres from neighbouring districts and provinces in order to reach a clinic.

Costa Rica: Most mental health care workers are concentrated in urban settings.
The rural regions are understaffed (Gallegos & Montero, 1999).

Ethiopia: All tertiary psychiatric institutions are based in the capital city, as are most
psychiatrists. The regional hospitals with psychiatric units are in both urban and
rural regions. There are plans to extend the psychiatric service to more district
hospitals and health centres in the rural regions. There are no mental health services
in primary care clinics in either urban or rural settings. Traditional healers meet the
mental health needs of rural communities. It is common practice for people in rural
regions to care for family members with mental disorders at home (Alem et al., 1999;
Awas et al., 1999).

Former Eastern Bloc countries: Mental health services are still organized by central
planning bureaucracies and there is a clear demarcation between local and central
administration. Authority resides at the centre, i.e. the urban centres. Remote rural areas
are forced to supply services conceived and financed by the central bureaucracy
(Tomov, 1999).
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Nigeria: Urban hospitals have more medical personnel and their support facilities
function more efficiently than government hospitals in rural areas (Gureje et al., 1995).

Pakistan: There are residential and day care facilities for people with learning difficulties
which provide social, vocational and educational activities in the big cities. However,
these services are not accessible to the vast majority of rural people (Yousaf, 1997).

South Africa: There are almost 500 registered psychiatrists, but because of factors
such as emigration and preferences for working in urban areas and the private sector
there are areas of the country, indeed whole provinces, where there is only one psychiatrist
for over 5 million people in the public sector.

Tanzania: In the rural areas the ratio of Western-trained doctors to the population is
1:20 000 while that of traditional healers to the population is 1:25. In these areas,
primary mental health care still relies on medical officers, mental health nurses and
auxiliaries. Psychiatrists are found only in the major urban centres with regional psychiatric
facilities. The imbalance in the numbers of mental health professionals between urban
and rural areas is also reflected in the presence of community mental health care teams
in the capital city and their absence from rural areas.

In some countries there are good examples of intersectoral collaboration between
nongovernmental organizations, academic institutions, public sector health services,
informal mental health services and users, leading to the development of much-
needed community-based services. At present such activities are limited to small
populations in urban areas; the vast majority of rural populations have no access to
such services. There is an urgent need to encourage such activities as they can provide
mental health services in a manner that is acceptable to local communities. Box 9 contains
examples of such intersectoral collaboration.

Box 9. Examples of intersectoral collaboration from various countries

Cambodia: There is intersectoral cooperation between external donors and mental
health services at the tertiary level. The Canadian Marcel Roy Foundation for the
Children of Cambodia funded a children’s mental health clinic at the tertiary mental hospital,
while the International Organization for Migration supported by the Norwegian Council
for Mental Health initiated a project for training doctors as psychiatrists.

Czech Republic: The FOKUS association for mental health care involves
intersectoral cooperation. This service provider has become a nongovernmental
organization, which allows it to receive government funds and private donations.
FOKUS obtains funds from the Ministries of Social Affairs, Health, and Culture, the
Labour Office, and the Prague Municipal Government, as well as from foreign and local
private donor organizations. (Holmes & Koznar, 1998).

Ethiopia: Intersectoral cooperation takes place at the national level between the
Ministry of Health, the University Department of Psychiatry and WHO. These bodies
began a training programme for psychiatric nurses in 1986 (Alem et al., 1999).

Israel: Regional mental health boards headed by psychiatrists are responsible for
supervising, coordinating and developing all mental health services and the collection
of all information on mental health in each region. Each board works with a regional
coordination committee that includes representatives of central government, insurers,
voluntary agencies, providers and service users (Tyano & Mozes, 1998).
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Romania: The Ministry of Health and Ministry of Education launched a programme
in 2001 to promote health education in schools, in which mental health issues are well
represented.

Tanzania: Psychiatric agricultural rehabilitation villages encapsulate an intersectoral
response by local communities, the mental health sector and the traditional healing
sector to the treatment and rehabilitation of people with severe mental disorders in rural
areas. Patients and relatives live with a village population of farmers, fishermen and
craftsmen and are treated by both the medical and traditional healing sectors. There are
plans for a more formal collaboration between the traditional healing and mental health
sectors, as the former could play an increased role in managing stress-related disorders
in the community. Traditional healers have participated in community mental health
training programmes and have shared their knowledge and skills in the management
of patients with mental disorders. Plans to increase communication between the
traditional healing and mental health sectors involve holding regular meetings and
seminars (Kilonzo & Simmons, 1998).

Zimbabwe: The Harare City Health Department and the University of Zimbabwe
Medical School are collaborating in a research project, in connection with which members
of the community and primary care nurses are looking for ways of treating depressed
women. Local terminology for depression and ideas on treatment were established by
interviewing traditional healers and key community figures including schoolteachers,
police officers, church officials and organizers of women’s cooperatives. Health workers
then presented the results of a survey of depressed women to community members
and coined a local phrase to describe the typical pattern of symptoms of depression.
The participants, who included community members, health workers and policy-makers,
were divided into working groups and asked to develop recommendations for treating
depressed women. They recommended that: 1) there should be a private room in primary
care clinics for counselling on emotional problems; 2) a directory should be created to
improve communication between helping agencies; 3) traditional healers, church leaders,
teachers and the media should be used to provide education for living; 4) the detection
and treatment of depression in primary care clinics should be improved (Abas et al.,
1995). The programme of identification and treatment at the primary care level was
integrated with a pre-existing highly developed initiative, viz. a maternal and child health
programme that involved cooperation between the mental health sector and the general
health sector. A more general mental health package was also integrated into the primary
care system in Harare on the basis of a similar cooperative approach. Consultations
between key health providers, policy-makers, academics and nongovernmental
organizations occurred at the city level and a multidisciplinary research team was
formed. The objective was to identify the mental disorders that occurred most frequently
among persons attending for primary care, in order to develop guidelines for understanding
and treating them at this level. The project involved collaboration between psychiatrists,
social scientists, primary care workers, traditional and faith healers and general
practitioners (Abas et al., 1995; Patel, 2000).
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Developed countries rely less on mental hospitals to provide mental health care. The
process of deinstitutionalization in the last three decades has led to a reduction in the
numbers of patients in mental hospitals and the closure of many of these institutions.
However, a different set of problems remains in these countries. The deinstitutionalization
process has not been accompanied by a sufficient provision of community-based
residential and occupational facilities (Thornicroft & Tansella, 1999). National constitutional
structures and funding pathways of health systems have impacted on both the rate of
deinstitutionalization and the provision of alternative community mental health services
in various developed countries (Goodwin, 1997). Deinstitutionalization in North American
and Western European countries leads to a gradual provision of community mental
health services. However, these services are often inadequate and unevenly distributed
nationally.

Even in developed countries there is insufficient emphasis on developing mental health
services in primary care. For example, depression is a common problem in primary care
settings but is still not identified or is undertreated by primary care practitioners in many
such countries. There is also an emphasis on developing more specialist services, e.g.
forensic services, to the detriment of general hospital-based psychiatric services.
For example, in the United Kingdom there has seen a vast expansion of medium-
security beds in the last few years while there is a shortage of acute general psychiatric
beds and the occupancy rate is nearly 100% in many of these general psychiatric
units. See Box 10 for a summary of some of the advantages and disadvantages of
deinstitutionalization.

Box 10. Advantages and disadvantages of deinstitutionalization
in developed countries

- Deinstitutionalization involves a shift in emphasis from custodial accommodation to
rehabilitation programmes in community settings. It is more humane in that it avoids the
detrimental psychological effects of long-term hospitalization and focuses on patients
becoming reintegrated into community settings.

- It involves the prevention of new admissions by providing alternative community
services and programmes that are supposedly cheaper to run. It thereby promotes
efficiency and cost-effectiveness.

- It involves the release into the community of all institutional patients who have
received adequate preparation. This avoids the detrimental effects of long stays such
as apathy and loss of interest, and also cuts the cost of supporting patients in hospital
settings for long periods of time (Thornicroft & Tansella, 1999).

- Deinstitutionalization has often not resulted in the securing of adequate long-term
funding for the maintenance of public mental health services in community settings
(Talbott, 1978; Goodwin, 1997).

- While leading to an overall decrease in the long-stay inpatient population, deinstitu-
tionalization has resulted in increasing numbers of readmissions, i.e. multiple short-term
stays for specific patients requiring inpatient treatment (Talbott, 1978; Breakey, 1996a).
- In some instances it has led to an increase in homelessness among persons with
mental disorders and to a high rate of mental disorder in prison populations.
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Two main conclusions can be drawn from the experiences that have been gained.

- Firstly, mental health services pose a challenge for both developing and developed
countries. However, the nature of the challenges differs. In many developing countries
there is gross underprovision of resources, personnel and services. This state of affairs
requires immediate attention. In developed countries some of the problems are: insufficient
community reprovision; the need to promote the detection and treatment of mental
disorders in primary care settings; the competing needs and demands of general
psychiatric services and specialist services.

- Secondly, more expensive specialist services cannot provide a solution to these
problems. Even within the resource constraints that health services confront in nearly
all countries, significant improvements in the delivery of mental health services can
be achieved by redirecting resources towards services that are less expensive, have
reasonably good outcomes, and benefit larger proportions of populations. In practice
this means emphasizing the delivery of mental health services through primary care.
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4. Guidance for orgamizing services

No single model of service organization can meet the needs of all countries. The
recommendations outlined in this section are broad principles that are likely to be
applicable in most countries. Each country should adapt them to its own circumstances.

People with mental disorders often have a complex range of needs that cannot be
fulfilled by the health services alone. Furthermore, different stakeholders in this field are
likely to have particular perspectives that can usefully inform the development of services.
People with mental disorders, their families and communities are equal partners with
mental health services, and it is important that all of these stakeholders should actively
communicate and collaborate with each other so as to meet the needs under consideration.
Health care settings and levels of care should be organized in a way that fulfils this goal
(World Health Organization, 2001).

4.1 Principles for the organization of services

The recommendations given below should be seen as a part of a comprehensive
reorganization of services. None of the individual recommendations can succeed on its
own in improving the care of people with mental disorders. The emphasis is on an
integrated system of service delivery which attempts to comprehensively address the
various needs of people with mental disorders. In such a system each of the distinct
channels of service delivery, e.g. services in primary care and services based in general
hospitals, has an important and complementary role with respect to the others. It is
necessary to provide a range and variety of services that can meet needs that arise at
different times.

Failure is likely, for example, if a strategy is adopted whereby primary care staff are
encouraged to perform interventions without making adequate provision for secondary
care services or community services in the field of mental health. None of the strategies
for service reorganization discussed below can stand on its own. Each strategy needs
support and in turn will support other parts of an integrated service delivery system.

The key principles for organizing services are discussed below.

I) Accessibility: Essential mental health care should be available locally so that people
do not have to travel long distances. This includes outpatient and inpatient care and
other services such as rehabilitative care. An absence of services locally acts as a
significant barrier to obtaining mental health care, especially for people living in remote
rural areas. Services located close to persons with mental disorders can provide continuity
of care in a comparatively satisfactory manner. It is difficult to address many social and
psychological issues when people have to travel long distances in order to contact
mental health services.

Il) Comprehensiveness: Mental health services should include all facilities and programmes
that are required to meet the essential care needs of the populations in question. The
exact mix of services required varies from place to place. It depends on social, economic
and cultural factors, the characteristics of disorders and the way in which health
services are organized and funded (see Section 6.2).
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Ill) Coordination and continuity of care: Especially for people with severe mental
disorders it is extremely important that services work in a coordinated manner and
attempt to meet the range of social, psychological and medical care needs. This
requires input from services that are not directly related to health, e.g. social services
and housing services. Persons with mental disorders often find it extremely difficult to
gain access to various essential services, with the result that poor outcomes occur.
Mental health services should therefore perform a coordination function and prevent the
fragmentation of care (see Section 7.2).

One way of addressing the need for continuity of care is to apply the sectoral or catchment
area method of organizing services. During the 1960s and 1970s, health departments
in North America and Western Europe divided their countries into health districts or
catchment areas, i.e. they defined geographical areas with populations of between 50
000 and 250 000 (Breakey, 1996b; Thornicroft & Tansella, 1999). Catchment area health
care teams covered all levels of service provision, i.e. primary, secondary and tertiary
care, and were responsible for the provision of health care services for all the inhabitants
of the areas concerned. Apart from the planning, budgeting and management advantages
of this approach, one of the key clinical advantages is that there is an enhanced
likelihood of providing continuity of care. This is of enormous benefit as many mental
disorders tend to be long-lasting and require ongoing care for substantial periods.

IV) Effectiveness: Service development should be guided by evidence of the effectiveness
of particular interventions. For example, there is a growing evidence base of effective
interventions for many mental disorders, among them depression, schizophrenia and
alcohol dependence. This evidence is reviewed in Section 7.1. (See also World Health
Organization, 2001a.)

V) Equity: People’s access to services of good quality should be based on need. In
order to ensure equity it is necessary to address issues of access and geographical
disparities. Equity should be taken into consideration when priorities are being set. All
too often the people most in need of services are the least likely or the least able to
demand services and are thus likely to be ignored when priorities are being set.

VI) Respect for human rights: Services should respect the autonomy of persons with

mental disorders, should empower and encourage such persons to make decisions
affecting their lives and should use the least restrictive types of treatment.
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4.2 Establishment of an optimal mix of services

Nearly all the service delivery models discussed in Section 4 have both strengths and
weaknesses. The key issue for service planners is to determine the optimal mix of
services and the level of provision of particular service delivery channels. The absolute
need for various services differs greatly between countries but the relative needs for
different services, i.e. the proportions of different services as parts of total mental health
service provision, are broadly the same in many countries. Services should be planned
in a holistic fashion so as to create an optimal mix.

Figure 2 shows the relationships between the different service components. It is clear
that the most numerous services ought to be self-care management, informal community
mental health services and community-based mental health services provided by primary
care staff, followed by psychiatric services based in general hospitals and formal
community mental health services, and lastly by specialist mental health services. The
emphasis placed on delivering mental health treatment and care through services
based in general hospitals or community mental health services should be determined
by the strengths of the current mental health or general health system, as well as by
cultural and socioeconomic variables.

There is little justification for including the kind of services provided by mental hospitals
when consideration is being given to the optimal mix of services. Mental hospitals
essentially provide long-stay custodial care. With the development of a range of
community-based services and specialist services there is no need for mental hospitals.
There will always be a need for long-stay facilities for an extremely small proportion of
patients, even if there is good provision of community-based services. However, most
of these patients can be accommodated in small units in the community, with an
approximation to community living as far as is possible. Alternatively, small long-stay
wards in hospitals can also provide other specialist services. (See also Planning and
Budgeting to Deliver Services for Mental Health.) Large-scale custodial institutional care
as provided by mental hospitals is not justified either by its costs, its effectiveness or
the quality of care provided.
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Figure 2: Optimal mix of different mental health services
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4.3 Integration of mental health services into general health services

In order to overcome the difficulties associated with segregated services it is necessary
to integrate mental health services into general health services. Integrated care helps to
reduce the stigma associated with seeking help from stand-alone mental health services.
In developing countries with acute shortages of mental health professionals the delivery
of mental health services through general health care is the most viable strategy for
increasing access to mental health care among underserved populations. Furthermore,
mental disorders and physical health problems are very closely associated and often
influence each other. For example, people with common mental disorders such as
depression and anxiety frequently present with somatic symptoms to general health
care services. An integrated service encourages the early identification and treatment
of such disorders and thus reduces disability. Other potential benefits include possibilities
for providing care in the community and opportunities for community involvement in care.

Integration can be pursued at all levels. At the clinical level, mental health care can be
integrated into the primary, secondary and tertiary levels of general health care. This
may be accompanied by managerial and administrative integration as well as the
development of integrated information systems. (See also Planning and Budgeting to
Deliver Services for Mental Health.) For example, mental health professionals working in
the general health care system may have a management structure (line management)
that is quite separate from that of the general health staff. This occasionally creates
difficulties in their day-to-day working and in their relationships with colleagues in
the general health system. Managerial integration can help to resolve some of these
issues.

Information systems for general health are separate from mental health information
systems in many countries. This creates difficulties for planners and managers in the
general health system because they plan services without appreciating the burden of
mental disorders. The integration of mental health information systems with general
health information systems can improve the total health situation in a country. It can
also help advocate for better mental health services by making the substantial burden
of mental disorders obvious to health planners. However, some information specific
to mental health should be available in order to enable the appropriate planning and
evaluation of mental health services. This may require the modification of general health
information systems so as to include the recording of mental health service provision
and attendance by people with mental disorders.

Full integration, involving clinical, administrative, managerial and information systems,
has certain drawbacks. Mental health services may prefer to retain a degree of separation,
e.g. separate management structures at lower management levels. A degree of separation
may help to protect budgets for mental health care and to preserve the professional
identity of mental health staff.

When choosing between full and partial integration, countries should assess the potential
benefits and disadvantages of each and should take account of the way in which primary
care services are organized. In most situations, strategic planning for service integration
is necessary (Box 11).
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Box 11. Strategic planning for the integration of mental health services

Major issues in strategic planning include the following:

() Working out how the mainstreaming of mental health into the general health
delivery system is to be carried out. This involves setting out organizational
changes and delineating responsibilities.

(I Budgeting for new posts, physical facilities, equipment and transport.
(I Planning for mental health teams and their responsibilities.

(IV)Preparing job descriptions for various professionals and supporting staff
at each level of care, e.g. primary care workers, mental health care workers,
and supervisors, and specifying their responsibilities in connection with

the coverage of the various mental health conditions that are being targeted.

(V) Planning for: the institutional training of personnel requiring skills; on-the-job
training; continuing medical education; the insertion of mental health material
into the curricula of health and health-related training institutions.

(VI)Strategies for mobilizing and involving community members
and consumers at every level of activity.

At a basic level, integration into general health care involves:

- the integration of mental health services into primary care settings;

- the integration of mental health services into general hospitals;

- the development of links between primary care and secondary
services based in general hospitals;

- the integration of mental health care into other established health
and social programmes.
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4.3.1 Integration of mental health services into primary care settings

In countries with limited resources the integration of mental health care into the general
health delivery system necessarily involves integration into primary care. First and
foremost this requires the training of primary care staff. Primary care workers have to
assume increasing responsibilities for the promotion of mental health and the provision
of mental health services. Health workers in training institutions and those already in the
field have to be oriented towards the provision of services in the primary care setting.
They also have to be equipped with knowledge and skills enabling them to provide such
services. Primary care workers may resist taking on these roles. For example, they may
question their role in managing mental disorders. They may be uncomfortable about
dealing with mental disorders or they may ignore and withdraw from working with people
who have such disorders. Clinical outcomes, which are highly dependent on the
knowledge and skills of primary care staff, would consequently be unsatisfactory.
Furthermore, the acceptability of the service would be reduced if poorly trained staff
ignored mental disorders or did not pay equal attention to mental and physical disorders.
Solutions to these problems are considered in Section 9.

Primary care workers should be prepared to take part in this process. Their tasks,
obligations and responsibilities should be outlined as they participate actively in them.
They should be trained in the promotion of mental health and in the prevention and
management of priority mental disorders. The training should include all categories of
health workers and other workers whose work touches on the mental health of the com-
munity, e.g. security officers and receptionists in health facilities.

The training materials should include appropriate selections from those suggested for
the planning team at the national level as well as other materials available locally or
developed for the programme in question in order to meet the specific needs of the
community. A guide on such training is available (World Health Organization, 1982).

The time factor has to be considered if primary care staff are to devote themselves
adequately to mental health work. Primary care staff are overburdened in many countries,
being expected to deliver multiple health care programmes that are mainly concerned
with physical disorders. In such situations it is necessary to increase the numbers of
primary care staff so that they can take on additional mental health work. (See Planning
and Budgeting to Deliver Services for Mental Health.)

Primary care staff have to be adequately supervised if integration is to succeed. Mental
health professionals should be regularly available to primary care staff to give advice on
the management and treatment of people with mental disorders. Regular supervision
cannot be replaced by a system of referral to secondary and tertiary care. The absence
of supervision can lead to a high rate of such referral for even minor problems that could
be dealt with by primary care staff if they were supervised on site. A member of the
mental health team in the secondary care services could visit the primary care team on
a weekly or fortnightly basis to provide supervision. The mental health professional
should be available to discuss difficulties in management and to provide advice on
interventions to be carried out by primary care staff. This model of supervision has
worked well in India (Murthy, 1998).

Other issues that need to be addressed include the provision of an adequate infrastructure,
the availability of equipment and, most importantly, the availability of psychotropic
medication. The delineation of a few targeted mental disorders to be treated at the primary
care level simplifies the requirements for types of medicines. A list of medicines can
be drawn up in accordance with WHO recommendations on essential drugs at various
levels of care. All major categories can be made available at all levels, with a narrower
range of choices at the primary care level. Bulk purchasing of generic medicines
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ensures low costs and continuous supplies throughout the year. This approach also
simplifies training, as primary care workers only need to be proficient and skilled in the
use of a few selected drugs. (See Planning and Budgeting to Deliver Services for Mental
Health and Mental Health Financing.)

4.3.2 Integration of mental health services into general hospitals

Mental health services based in general hospitals can provide secondary-level care to
patients in the community and services to those who are admitted for physical disorders
and require mental health interventions. Integration into general hospitals requires facilities
and human resources. (See Planning and Budgeting to Deliver Services for Mental
Health.) The required facilities include beds for the management of acute mental disorders,
outpatient facilities, equipment for specialized tests, e.g. psychological tests, equipment
for specialized treatments, and medication.

The required human resources include specialist mental health staff such as
psychiatrists, psychologists, psychiatric nurses and social workers. These staff have
to take responsibility for the training and supervision of primary care workers.
Some of these specialist staff may not be sufficiently oriented towards primary
mental health care and community-based service delivery and will themselves
require training.

4.3.3 Establishment of links between primary, secondary and tertiary care

Primary health care is both an entry point and a referral point for mental health care and
prevention. In order to address the needs of persons with mental disorders for health
care and social support a clear referral and linkage system should be in place. It should
be operated in consultation with the district and regional levels. Regular meetings of
service providers should be held in order to review and improve the referral system and
to evaluate how the needs of patients are being met.

Even where specialist mental health services are well developed it is important to
improve coordination between them and primary care. If this is not done, care is often
duplicated or poorly coordinated and delays occur when primary care workers seek
help with patients in crisis.

4.3.4 Integration of mental health care into other established health
and social programmes

In developing countries, other basic health priorities compete with mental health for
funding. (See Mental Health Policy, Plans and Programmes.) Instead of competing, mental
health programmes should collaborate with other health programmes. For example,
programmes aimed at tackling maternal depression can usefully become part of a wider
reproductive health programme. HIV/AIDS programmes offer another opportunity to increase
the coverage of mental health services to vulnerable populations. Such collaborative
approaches should also be extended to programmes that are not directly related to
health, e.g. women’s mental health issues could be covered in programmes tackling
domestic violence.

4.4 Creation of formal and informal community mental health services

Formal community mental health services are the community counterpart of secondary
care services based in general hospitals. These include, for example, day centres for
persons with severe mental illness who have been discharged from hospitals, hospital
diversion programmes, crisis teams, group homes, halfway houses and case management
services. More examples of formal community services are given in Box 12. For many
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developing countries it will not be immediately possible to develop all these services. In
such circumstances, planners should decide which services are immediate priorities
and should concentrate efforts and resources on developing them. Other services may
be developed in a phased manner over time.

In many developing countries, moreover, some of these community-based services,
e.g. halfway homes or group homes, may not be needed to the extent that they are
required in developed countries because of the availability of good family support. This
is not to suggest that families should bear the entire burden of caring for persons with
severe mental disorders. However, community services should be designed to support
families in their attempts to care for relatives with mental disorders.

Developing countries should also use existing networks of nongovernmental organizations
in order to provide some community-based services. These may include clubhouses,
support groups, employment or rehabilitation workshops, sheltered workshops, supervised
work placements, and staffed and unstaffed residential accommodation. Examples
from Tanzania and Zimbabwe (Box 9) illustrate the use of available resources to provide
community-based services. Boxes 12 and 13 provide other examples of the use of formal
resources, e.g. hongovernmental organizations, and informal resources, e.g. neighbours
and religious leaders, for providing community-based services.

Box 12. Innovative formal and informal community mental health services

Psychiatric care units consist of patients’ neighbours, retired workers, and family
members who assist with the care of mental patients (Pearson, 1992).

Governments contract with nongovernmental organizations
to provide care for childless elderly people in small residential homes (Levkoff et al., 1995).

Teachers are trained as counsellors in order to provide therapeutic interventions
for children in schools (Nikapota, 1991). Lay volunteers provide crisis intervention services
in some of the major Indian cities (Murthy, 2000).

Community-based day centres in traditional Mongolian tented and portable
round houses called gers were started in 2000 on the grounds of district health centres
in the Songinokhairkhan and Chingletei Districts of Ulan Bator. The most significant
achievement in Chingletei was the setting up of a canteen in the day centre for use by
medical and dental staff. The staff constructed benches and tables from broken furniture
and used old crockery and cutlery from the hospital or from their own homes in setting
up the canteen. Notwithstanding the significant stigma and exclusion faced by persons
with mental disorders in Mongolia, medical and nursing staff of this health centre willingly
ate in the canteen (World Health Organization, 2000).
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Box 13. Meeting mental health needs in underresourced settings:
innovations of nongovernmental organizations in India

Nongovernmental organizations have gained considerable experience in health care in
India, notably in reproductive and child health services and research. In recent years a
growing number of nongovernmental organizations have begun to develop innovative
programmes for mental health care. In 1999 an attempt to coordinate nongovernmental
organizations working in mental health programmes identified more than 50 initiatives
across the country. The most common ones involved rehabilitation, the empowerment
of persons with severe mental disorders, and the provision of schools for children with
mental retardation. However, the range of nongovernmental organizations has grown
considerably in keeping with a growing awareness of the breadth of problems associated
with mental disorders, e.g. substance abuse, mental disorders in children, dementia
and violence. The four nongovernmental organizations profiled below work in different
areas of mental health, integrate research, training and service delivery, and collaborate
actively with other sectors of the health and social welfare systems. All have relied on
funding from a range of sources including individual and corporate donors, foundations,
donor agencies and the Government.

The Schizophrenia Research Foundation, located in the southern city of Chennai, is
one of India’s best-known providers of comprehensive integrated services for persons
affected by severe mental disorders. It was founded in 1984 by medical professionals
working in a local medical school. It now provides community, outpatient, day care and
residential care services for patients with severe mental disorders, including a range
of psychosocial rehabilitation services. It plays a leading role in advocacy for the
rights of persons with mental disorders, particularly for the formal acknowledgement
of the disability produced by mental illness. It is one of the country’s leading agencies
conducting research into all aspects of schizophrenia. Ilts Madras Longitudinal Study is
the most widely cited study of its kind on the outcome of schizophrenia in a developing
country. The Foundation is a WHO Collaborating Centre for Research and Training in
Mental Health.

The Sangath Society is located in the state of Goa on the west coast of India. It
was founded in 1996 by a team of health professionals working in the field of child and
adolescent development. In five years it has become the leading provider of community-
based multidisciplinary child and family guidance services in the region, with more than
350 referrals a year. The Society has extended services from the clinic to the community
with programmes aimed at improving child development outcomes, e.g. early intervention
for high-risk babies, and to schools with programmes for improving awareness and
teaching methods for children with different abilities. It actively collaborates with
government departments, academic institutions and other nongovernmental organizations
with a view to maximizing the potential for development of every child. It is a leading
agency for research on women’s mental health and adolescent health, and has also
been the coordinating agency for the country’s largest randomized control trial on the
treatment of depression in general health care.
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The T.T. Ranganathan Clinical Research Foundation was founded in 1980 by a woman
whose husband had suffered gravely from the consequences of a severe alcohol
addiction. This Foundation has pioneered a range of programmes for combating alcohol
addiction, with services delivered at every level of care from the community to a fully
equipped hospital. The Foundation’s major innovation has consisted of outreach camps
that are run for periods of two weeks to provide services for alcohol dependence in rural
areas. Services are thus taken directly to communities, and individuals are not expected to
travel to distant cities for specialized care. The Foundation’s TTK Hospital, providing a
range of medical and psychological therapies for alcohol dependence, has treated over
10 000 patients since its inception in collaboration with the United Nations Drug Control
Programme. The hospital was recently recognized by WHO as a Regional Resource
Training Centre.

Ashagram is a nongovernmental organization located in the Barwani District of the state
of Madhya Pradesh in Western India. This is one of the poorest regions in the country,
with high levels of illiteracy, severe environmental degradation and a large tribal population.
Ashagram was founded in the 1980s by lay persons as a resettlement colony for
people disabled by leprosy. Since then it has become a vibrant community with primary
education, comprehensive health care facilities and diverse income-generating units.
Mental health services were initiated in 1996 for persons with severe mental disorders.
The community participatory model was used to ensure that services were accessible
and in keeping with local cultural norms. The organization was largely run by mental
health workers from local villages who had received a basic education. The programme
on mental health was run alongside services for persons with physical disabilities. When
it was necessary for a person with a mental disorder to be admitted to hospital, therefore,
he or she would enter a ward used by other patients. The mental health programme has
now been extended to cover common mental disorders.

Source: Patel V, Thara R, eds. Meeting mental health needs in developing countries:
NGO innovations in India. Sage India (in press).

41



4.5 Limitation of dedicated mental hospitals

Mental hospitals are expensive to run and maintain. They produce poor clinical outcomes,
they are associated with increased rather than decreased disability, they stigmatize
patients, families and all people with mental disorders and they are associated with
violations of human rights. It is therefore important to reduce dependence on mental
hospitals as providers of mental health care. Deinstitutionalization is consequently a
necessary part of reforming the delivery of mental health services.

However, deinstitutionalization does not simply mean discharging people from long-stay
hospitals. It is a process involving significant and systematic changes whereby the
delivery of services becomes predominantly community-based rather than institutional.
Community provision of services has to go hand-in-hand with reducing the numbers of
people in mental hospitals. In the long run the savings from the closure of mental hospitals
can be expected to compensate for increased expenditure on community-based services.
In the transition period, however, services have to incur double running costs. (See
Mental Health Financing.)

Deinstitutionalization has to address the potentially negative effects of transferring
functions of the traditional mental hospital into the community. These are described in
Box 14. In addition, the following activities and services should be in place before
patients are transferred from hospitals to communities.

I) Mental health services should be available in primary care facilities.
This requires the training of family doctors, nurses and other primary
care workers to identify and treat mental disorders.

I) Beds, facilities and specialist staff should be provided in general hospitals
or in the community for the management of acute relapses requiring
short-term hospitalization.

Ill) Staff in existing mental hospitals should be retrained to take up positions
in general health care settings, including the supervision of primary care staff
and the provision of mental health services in general hospitals.

IV)Psychotropic medication should be available in primary care
and general hospital settings.

V) Formal and informal community mental health services should
be introduced in order to help with community rehabilitation.

Once the above community-based alternatives are in place, deinstitutionalization can
proceed in the following stages.

I) As a first step, all new admissions to mental hospitals should be stopped
and the patients concerned should be directed to psychiatric
units in general hospitals.

I) It is necessary to work with the families of patients due for discharge
in order to provide both the families and the patients with help
and support when discharge occurs.

[l) Discharge should begin with the least disabled patients and should
gradually move on to patients with increasing degrees of disability.

A minority of patients with severe mental disorders and severe disability require supervised
support for 24 hours a day. These patients can also be moved into small community-
based residential units with 24-hour nursing and other staff supervision if these are
available.
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Deinstitutionalization requires strong commitment on the part of planners, managers
and clinicians. Moreover, agreement is necessary among all the stakeholders regarding the
pace and timing of the process. Experience gained in Brazil shows that deinstitutionalization
can succeed even if resources are limited (Box 15). Experience gained in the United
Kingdom shows that community-based care for long-stay institutional patients can
enhance their quality of life if there is a well-planned and well-resourced reprovision
programme (Leff & Treiman, 2000). Service providers can be provided with financial
incentives for meeting time-bound targets in both the development of alternative
community services and the discharge of patients from long-stay institutions. Such financial
incentives include increased budgetary allocations for community-based services, the
provision of additional finances for the community resettlement of long-stay patients
from institutions, and incentives offered to community mental health agencies for reducing
bed usage. (See Mental Health Financing and Planning and Budgeting to Deliver Services
for Mental Health.)

Box 14. Effects of transferring functions of the traditional mental
hospital to community care

Physical assessment and treatment More appropriate treatment in primary care

or general hospital health services

Active treatment for short-term
and intermediate stays

Long-term custody

Protection from exploitation

Day care and outpatient services

Occupational, vocational
and rehabilitation services

Shelter, clothing, nutrition
and basic income

Respite for families and carers

Research and training

Treatment maintained or improved but
results may not be generalizable

Usually improved in residential homes
for those who need a high level
of long-term support

Some patients continue to be vulnerable
to physical, sexual and financial
exploitation

May be improved if locally accessible
services are developed, or may deteriorate
if they are not; negotiation of
responsibilities is often necessary between
health and social care agencies

Improved in normal settings

At risk, so responsibilities and coordination
should be clarified

Usually unchanged; place of treatment

at home, offset by potential for increased

professional support to family

New opportunities arise through
decentralization

Source: Thornicroft G, Tansella M (2000). Balancing community-based and hospital-based
mental health care: the new agenda. Geneva: World Health Organization.



Box 15. Examples of models of deinstitutionalization in practice

Brazil

Since 1991 there has been a 30% reduction in the number of psychiatric beds. From
1997 to 2001 there was an increase from 176 to 295 in the number of community-based
mental health centres, called psychosocial care centres. Various projects have been
carried out in the South-Eastern Region, which has the country’s highest gross domestic
product. In the State of Sdo Paulo, the City of Santos, with a population of over 400
000, had a highly profitable private psychiatric hospital with an authorized capacity of
260 patients. In fact, it was housing 575 mental patients, many of them hospitalized for
alcoholism. Numerous accusations of mistreatment and death through violence led the
State Government to carry out an evaluation of the hospital in 1989, on the basis of
which the hospital was closed. Five mental health centres, called psychosocial attention
centres, were established, similar to the model used in Trieste, Italy. With the participation
of users’ associations and public functionaries this chain of centres evolved to the point
where workshops were set up to provide the patients with paid work. The psychiatric
hospital was eventually closed. This experience is still one of the most important in the
process of change in Brazil (Alves & Valentini, 2002).

Cuba

The development of mental health services in Cuba is a good example of the organization
of services with different models over the last 50 years.

Asylum model (until 1959): Mental health services were scarce. There was only 1
psychiatrist per 150 000 population. The services were centralized in Havana and were
mainly in large mental hospitals (1 bed per 2200 population).

Hospital model (1960 to 1986): Mental health services were integrated into the
national health system and resources were increased and decentralized to the whole
country so as to improve access, coverage and quality. Psychiatric services in mental
and general hospitals were transformed into therapeutic communities. Attention was
paid to the development of human resources. The number of psychiatric beds increased.
There were 11 mental hospitals, 15 psychiatric services in general hospitals and 4
psychiatric services in paediatric hospitals.

Ambulatory and primary care model (1987 to 1995): Some mental health services
were incorporated into primary care, 20 crisis intervention units were created and two
psychiatric outpatient clinics were developed in municipalities, outside the general
hospitals. Meanwhile, 30 day hospitals started to function and the number of psychiatric
services increased to 23 in general hospitals and 10 in paediatric hospitals. The
number of psychiatric beds increased to 1 per 1100 population. The policy of human
resources development, introduced in the previous period, led to a significant increase
in the number of psychiatrists (1 per 9000 population).

Community psychiatry model (from 1996): The ambulatory and primary care model
were seen to be in need of improvement because they failed to modify psychiatric
epidemiology, they showed a poor cost-benefit ratio, consumers were dissatisfied and
there was poor participation of the population. Through the participation of multiple
stakeholders a new policy was formulated with the community mental health centres as
the core element of the services. These centres are staffed by multidisciplinary teams
(including psychiatrists) and they use any infrastructure that is available at the local level
(health facilities, schools, factories, community facilities, etc.). They are well connected
with primary care centres (family doctors and nurses) and with various organizations
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belonging to sectors other than the health sector. By the end of 1999 it had been
possible to accredit 111 community mental health centres. This strategy has allowed
an understanding of the needs of the population in each locality, the development of
appropriate action plans and a reduction in the demand for inpatient treatment
(Barrientos, 2001).




5. Key issues in the orgamization

of mental health services
===

The above recommendations for organizing mental health services have to take certain
key issues into account. These include the evidence base for mental health interventions,
the unique needs of people with mental disorders, the way communities and patients
access services, and other important structural issues such as the need for intersectoral
collaboration.

5.1 Evidence-based care

The evidence base for some commonly recommended service provision strategies is There is clear evidence
reviewed below. that, for many disorders,
community-based treatment
5.1.1 Community-based treatment and care without hospital admission gives substantially better
outcomes than inpatient
Eleven studies in developed countries have compared the effects of community-based treatment..

treatment with those of standard inpatient care (Braun et al., 1981; Conway et al., 1994).
The results are given in Table 1, where + indicates significantly better outcomes than in
controls and = indicates no difference between treatments and controls. Not all studies
measured the same variables. The last three studies involved multidisciplinary teams,
24-hour access, crisis intervention, patient advocacy, continuing care and non-insti-
tutional residential support or day centres as components of their community programmes.
Table 1 shows that community-based treatment was associated with substantially
better outcomes than inpatient treatment and care.

Table 1. Studies comparing the effects of community-based treatment with those
of standard inpatient care

Study  Global Psychosocial  Admission/  Length of Patient Less Employment  Family
symptom- adjustment readmission  stay in satisfaction ~ medication burden
atology rates hospital

1 + +
2 + + + + +
3 + + + + +
4 + + + + +
5 + + + + +
6 + + + + +
7 + + +
8 + + + = +
9 + + + +
10 + + + +
11 = = +

5.1.2 Hospital admissions followed by community based treatment

Thirteen controlled studies in developed countries have compared the use of shorter
hospital stays or substituted day care with control patients who received long-term
hospital care (Braun P et al 1981). Table 2 indicates that if admitted to hospital,
shorter stays are as effective as longer stays.
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Table 2.

Study  Global Psychosocial Admission/ Length of stay Employment Family burden
symptomatology  adjustment readmission rates  in hospital
= + = +
- + -
= + = +
+
+
+ + = + +
= (one year) =

= (two years)

5.1.3 Community-based treatment and care for persons with severe mental disorders

A selection of five valid studies comparing controls with community-based care for
persons with severe mental disorders who had previously been hospitalized for extended
periods is presented in Table 3 (Braun et al., 1981), where + indicates a significantly
better outcome than in controls and = indicates no difference from controls. Table 3 shows
that community-based treatment and care were associated with improved outcomes.

Table 3.
Study  Global Social functioning ~ Admission/ Independent living  Employment Family burden
symptomatology readmission rates
= + +
+ + + +
+ +
+ +
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5.1.4 Treatment of major mental disorders

There is substantial evidence demonstrating that the major mental disorders can be
effectively treated and that relapse rates can be reduced by a combination of
psychopharmacological and psychosocial rehabilitation interventions. In the treatment
of schizophrenia, for example, a combination of regular medication and family
interventions can reduce the rate of relapse from nearly 50% to less than 10% (Leff &
Gamble, 1995; Dixon & Lehman, 1995).

Programmes aimed at reducing depression in mothers and thus at reducing adverse
outcomes for their children have proved effective. They can be delivered in primary care
settings by, for example, health visitors and community health workers (Cooper &
Murray, 1998). There is also evidence to show that depression can be effectively treated
by primary care personnel using a combination of medications and psychotherapy or
counselling (Mynors-Wallis et al., 1996; Schulberg et al., 1996; Ward et al., 2000; Bower
et al., 2000; Sriram et al., 1990).

A full description of cost-effective interventions is available (World Health Organization,
2001a).

5.2 Episodic care versus continuing care

Health systems in most countries, and especially those in developing countries, are
designed to provide health care on the basis of the throughput model. This emphasizes
the importance of vigorous treatment of acute episodes in the expectation that most
patients will make a reasonably complete recovery without a need for ongoing care until
the next acute episode, if there is one. The model works well for a narrow range of
communicable diseases and is defended on the grounds that it helps to ration expert
resources and discourages dependency. It is, however, ill-suited to the needs of many
people with mental disorders whose conditions are only partially responsive to treatment
and whose medical condition is inexorably linked to difficulties in daily living.

Many mental disorders, especially those with a chronic course or with a relapsing-remitting
pattern, are better managed by services that adopt a continuing care model. This
emphasizes the long-term nature of the disorders and the need for a continuing therapeutic
input. A continuing care approach also emphasizes the need to address the totality of
patients’ needs, including their social, occupational and psychological needs. Such
approaches therefore require a significant degree of collaboration between different
care agencies.

The sectorization or catchment area method of provision is an example of organizing
services so as to maintain continuity of care. The catchment area team takes
responsibility for the provision of care on an ongoing basis for persons living in a
designated geographical area.

Effective continuing care requires the coordination of patients’ medical and social care
needs in the community. In many developed countries this emphasis on coordination
has led to the development of case management models of care. Case management
encompasses strategies aimed at minimizing service fragmentation by establishing
contact persons for the coordination of care (see Section 5.5).

5.3 Pathways to care
The pathways to care are the routes whereby people with mental disorders gain

access to providers of mental health services. These pathways influence the organization
of services.
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In established market economies the common pathways to care include:
- the primary care system;

- referral from secondary and tertiary medical care facilities;

- referral by other sources such as schools, social workers and courts.

In developing countries the most common pathways to care include:

village health workers;

- nurses;

- primary care clinics;

traditional healers;

direct access to specialist services in the public or private sector.

These pathways may hinder access to mental health services because of:

- low awareness of available services;

- alack of well-organized primary mental health care;

- inadequate links between services;

- alack of knowledge among rural populations about the causes of and treatments
for mental disorders, resulting in the underutilization of mental health services;

- inadequate mental health training of general practitioners and traditional healers,
contributing to low rates of detection, treatment and referral of mental disorders
in traditional and primary care settings;

- a failure of mental health services to actively identify cases in the community,
users being required to find and access available pathways;

- difficulty in accessing specialist services, partly associated with the
need for professional referral to specialist programmes.

These barriers often lead to negative outcomes, such as delays in seeking or obtaining
care until full-blown disorders have developed with a higher likelihood of poor long-term
outcomes and greater costs of treatment.

Service planners should organize services so as to overcome these barriers, improve
access and thus reduce the duration and severity of disability caused by mental disorders.
Some countries have attempted to overcome these barriers by improving communication
with local communities in order to increase the visibility of formal mental health services.
Communities need information about the availability of mental health services. Such
information should be disseminated through both formal and informal means.
Community health workers and primary care workers can actively promote mental
health issues and undertake early identification work in communities. The creation of
clear referral mechanisms from primary care to secondary mental health services and
vice versa is another strategy for reducing barriers to care (see Section 9).

5.4 Geographical disparities

In all developing countries there is an imbalance of resources between mental health
services in rural settings and those in urban settings. Innovative rural programmes are
therefore necessary in countries lacking many of the basic mental health resources, e.g.
primary care centres and psychiatric units. Health care personnel in many countries are
reluctant to serve in remote rural areas because of a lack of general facilities. It may be
necessary to consider providing financial or other professional incentives in order to
induce staff to serve in remote areas. In countries with reasonable transport links an
outreach service from primary or secondary mental health services to rural and remote
areas may represent a feasible option for extending services. Yet another strategy
involves training village-level workers in the basic identification of mental disorders and
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providing them with weekly or monthly supervision by visiting mental health professionals
(see Section 10, Barrier 2 and solutions).

5.5 Service-led care versus needs-led care

In order to be effective, mental health services have to focus on the needs of patients
with mental disorders and provide services to meet these needs. However, mental
health services often encounter problems in the implementation of this well-understood
and well-accepted principle of care.

Many services, including those of health care, social work, social security and housing,
are arranged hierarchically with distinctions between service levels and service
providers. These distinctions include separate managerial arrangements, separate
budgets and differences in the modes of entry into services, e.g. referral systems. These
services have often developed independently from each other. For example, health care
budgets are held and implemented by health ministries while housing budgets are
controlled and disbursed by housing ministries. In most cases these organizational
arrangements are based primarily on a managerial perspective and users have to adjust
to the peculiar structures of the services they need to access.

These organizational arrangements cause considerable difficulties for people with
mental disorders. In theory, users should be able to move seamlessly, in accordance
with their needs, between different service levels and service providers. But for people
with mental disorders these organizational structures often become barriers to obtaining
the care they need.

In order to address this problem it is essential that services be designed on a needs-led
basis rather than on a service-led basis. This means adapting services to users’ needs,
and not the other way round.

The coordination of care is an important aspect of developing needs-led care. In many
instances it is necessary for mental health services to link with and coordinate the activities
of agencies outside the health sector, e.g. housing, employment and social security, in
order to obtain the services required by patients.

The implementation of a needs-led service structure does not always require additional
financial resources. It does, however, require a commitment to adapt services to
patients’ needs. If, for example, patients have to travel long distances to clinics, their
needs can be met if the clinics are opened in the afternoon rather than in the morning.
This has no financial implications for the services.

The key points are that the needs of populations should be reviewed locally, consideration
should be given to how services are accessed locally, and service provision should be
modified so as to maximize the probability of meeting patients’ needs.

There are moves towards needs-led models of service provision in many industrialized
countries and in some developing countries. Examples include brokerage models and
assertive case management for patients with severe mental disorders (Stein and Test,
1980) and a model for psychosocial rehabilitation adopted in rural settings in Tanzania
(Box 9). These models are an acknowledgment that patients’ needs should be considered
first and foremost and that the organization of services should be adapted in order to
meet them.
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5.6 Collaboration within and between sectors

People with mental disorders have complex needs that cut across service sectors. It is
unlikely that the health sector alone can meet all the needs of these people for social
care. In developing countries, moreover, the mental health sector may be relatively small
in comparison with the other sectors that may be able to supplement its activities.
Collaboration is therefore essential if the outcomes of mental disorders are to be improved.

Collaboration is needed within the health sector, i.e. intrasectoral collaboration, and
outside the health sector, i.e. intersectoral collaboration.

Collaboration within the health sector involves links with primary and secondary mental
health care, links between the mental health sector and the general health sector at the
primary, secondary and tertiary levels, links with traditional systems of medicine, links
with nongovernmental organizations in the health sector, links with national and
multilateral donor agencies in the health sector, and links with international agencies
such as WHO.

Collaboration outside the health sector involves working with government departments
and nongovernmental agencies concerned with housing, employment, social welfare,
education and criminal justice among others.

5.6.1 Examples of levels of collaboration
Intersectoral collaboration can take place between the above agencies at various levels.

a) At the most basic level, collaboration can involve mutual data-sharing and information
exchange, thus increasing awareness between collaborators.

b) At a higher level, agencies are involved in consultation and planning but specific
services are still delivered by a particular agency.

¢) More intense collaboration involves agencies working together in the planning and
delivery of new services.

d) At the most intense level there are joint funding arrangements and joint managerial
responsibilities for specific services that are developed jointly by the collaborating
agencies.

5.6.2 Enhancing collaboration

The requirements for effective collaboration include, first and foremost, an acceptance
by the agencies concerned of the need for collaborative efforts. Mental health agencies
and the people involved in the planning and delivery of mental health services have to
take a lead in explaining and convincing people in other sectors, especially those
outside health, of this need. Some ways of enhancing collaboration include: involving
other sectors in policy formulation; delegating responsibility for certain activities to
agencies from other sectors; setting up information networks that involve agencies from
other sectors; and establishing national advisory committees with representatives of
relevant agencies from sectors outside mental health (Box 16).
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Box 16. Strategies for enhancing collaboration

The basic areas of collaboration include the exchange of information on: philosophy,
policy and the range of ongoing activities; areas of success; existing problems; and
areas of need. Personal visits are very effective in building networks and bridges.
These should be complemented by meetings, brainstorming workshops, newsletters,
telephone conversations, correspondence and the use of web sites where possible.

Policy formulation should involve as many relevant sectors as possible. Government
may decide to delegate the task of collecting ideas and seeking consensus to an
agency, e.g. a university institution, with appropriate experience. This might involve, for
example, holding a planning meeting with all stakeholders in order to clarify the mental
health policy interests of the participants.

Some government agencies, e.g. regional consultant hospitals, could take up the
responsibilities of training and supervising mental health workers in their regions.
Professional organizations might take up the function and responsibility of producing
educational or training materials for mental health workers. Governments might provide
subsidies to voluntary bodies for the purpose of providing mental health services to
communities. It is also conventional for governments to establish contracts with
institutions or individuals in universities for the monitoring and evaluation of activities in
the field of mental health. In many instances this approach is more cost-effective than
setting up research organizations in health ministries.

It is important to keep lines of communication open in order to maintain organic coherence
between the various sectors involved in mental health promotion. The motivation of all
actors and stakeholders requires them to be informed about what is happening all the
time. Communication can be maintained through electronic media, briefs and newsletters.

The process of setting up networks, information systems and communication strategies
is most likely to follow the policy development process. Stakeholders may have to be
involved from the outset, defining what they need to communicate about and how
communication can be achieved. The outcome, therefore, is likely to be dictated by the
objective situation obtaining in the country concerned.

It is important that national planning committees, representing all stakeholders, should
define the various advisory committees and their functions as well as their membership.
These committees should preferably include representatives of all the stakeholders.
Umbrella organizations may represent a number of bodies on these committees in order
to keep them small and functional.

52



53



6. Recommendations and conclusions
1

A number of general recommendations of how services for mental health can be
organized to optimise the delivery of high quality care are suggested below. These need
to be considered and adapted according to the specific country context.

- If possible, large and centralized psychiatric institutions should be closed down and
more appropriate community-based alternatives should be provided. It may not be realistic
to take this course immediately in many countries. In the short term these institutions
should be reduced in size, the living conditions of the patients should be improved, and
staff should be trained to deliver care in the community and improve the quality of care.
These institutions should be converted into centres for active treatment and rehabilitation.

- As far as possible, all new admissions to mental hospitals should be stopped.
Patients needing admission to hospital should be accommodated in psychiatric units in
general hospitals.

- Existing financial and human resources should be diverted from large mental
hospitals to mental health care services in primary care and to community-based mental
health services.

- The integration of mental health services into primary care and general hospitals
should be given priority. Integration forms the basis for reorienting services from the
institutional perspective to the community-based perspective.

= In developing countries, specialized mental health services should be made available
in general hospital settings at the district level.

- Informal mental health care, provided by families, self-help groups or volunteer
workers, should be maximized by improving the general understanding of mental
disorders and their causes, the available treatments, and management skills. Support
and education groups for families and other carers should be maximized.

= Financial disincentives should be used in order to discourage care in specialized
psychiatric institutions, and financial incentives should be used to promote care in general
hospitals and the community.

- In developing countries, mental health specialists should be used wisely in the
training and supervision of less specialized mental health workers.

- The service provision gap between rural and urban areas, and underprovision in any
underserved populations, should be reduced by extending the reach of general health
services and community mental health services.

- The training of health care professionals should encompass the psychosocial aspects
of care along with skills and knowledge about appropriate medical treatments.

- Consideration should be given to both the short-term and long-term requirements
for the training of specialist and general health workers. In developing countries it is
justifiable to emphasize the training of general health workers in the short term and in the
long term. Attention should also be paid to increasing specialist capacity in the long term.

- The involvement of consumer and family organizations in service planning and
delivery should be encouraged and increased.
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7. Scenarios for the orgamization of services

in countries with various levels of resources
=

These scenarios use two fictitious countries similar to those described in Mental Health
Policy, Plans and Programmes.

Country A with a population of 10 million and a low level of resources

There are two mental hospitals in the country which limit admission

to persons with severe psychosis and disruptive behaviour.

Outpatient treatment is available only in four cities

and covers 40% of the population.

The country has 20 psychiatrists, 30 psychologists and 80 psychiatric nurses.
About 30-50% of their time is spent on private practice and teaching.

There is a good network of primary care centres and a basic level

of primary care is available in nearly all rural and urban areas.

The main aims in organizing services should be to improve access to outpatient and
inpatient services throughout the country, especially for people living in rural areas, and
to help persons with mental disorders to continue living in the community.

The following steps should be taken.

a) Prioritization should be undertaken in respect of certain mental health conditions. It
is important that the community be consulted when priorities are decided so that its
perceived needs are addressed. This can be achieved by consulting widely with mental
health professionals, community leaders, and people with mental disorders and their
families. Two possible outcomes follow from such consultation. The community and the
professionals may either identify common mental disorders, i.e. depression and anxiety,
that should be prioritized for action because they affect the lives of many people and
because the cumulative disability for the population is much greater than that caused
by severe mental disorders, or they may decide that severe mental disorders with a
chronic course should be prioritized for action because they cause significant disability in
the persons concerned, hardship for the families of these persons and disruption to the
social life of other community members.

b) The next step should be to ensure that the limited number of mental health profession-
als is used to obtain maximum benefit. As far as possible, mental health professionals
should be used for training, supervision and dealing with referred cases rather than for
direct service provision for all persons with mental disorders.

c) Direct services should be provided by primary care workers, who should be trained
and supervised by the mental health professionals. The primary care workers should
refer specific cases to mental health professionals, who should provide specialist
consultations, draw up treatment plans and send patients back to the primary care
workers for the implementation of these plans.

d) Admission beds should be made available in as many general hospitals as possible.
Each general hospital should therefore have at least one psychiatrist, one psychologist and
four psychiatric nurses in its admissions unit. The mental health professionals should also
provide a consultation and liaison service to patients admitted for physical disorders.

e) Long-stay patients in the two mental hospitals should be reviewed in order to assess
their long-term needs for treatment and care. Assessments should attempt to ascertain
the level of support required in order enable the patients to live in the community. As a
first step, all new admissions to these two hospitals should be stopped and the patients
in question should be directed to the general hospital nearest to their home for admission.




A clear plan should be drawn up for discharging patients from these hospitals over a
period of five years. This process should start with those patients with the least disability
and with families who are willing to take them home. Ongoing treatment of the patients’
mental disorders should be handed over to local primary care centres and provision
should be made for periodic reviews of their treatment by mental health professionals
at the general hospitals nearest to their places of residence.

f) Training should be started for staff working in other health programmes, e.g. in the
HIV/AIDS programme, and for health care staff involved in providing reproductive and
child health services.

with a population of 10 million and a medium level of resources

- Some primary care centres deliver basic treatment for mental disorders
and one nongovernmental organization has a programme on life skills
and the school health environment.
- Most mental health resources are concentrated in two cities: there are
two inpatient units in general hospitals and there is a large mental hospital.
- There are 100 psychiatrists, 40 psychologists, 250 psychiatric nurses
and 40 occupational therapists.

The main aim in the organization of services is to extend access to them to underserved
populations, especially in rural areas.

This country should take the following steps.

a) The mental health conditions that are to be addressed should be prioritized (see
country A above).

b) All primary care centres, especially those in rural areas, should deliver basic treatment
for mental disorders. This requires all the staff in primary care centres to receive training in
mental health and continuing weekly supervision by mental health professionals.

c) Some mental health professionals should devote a significant part of their working
time to dealing with specialist referrals from primary care staff.

d) Outpatient clinics should be started in all primary care centres. These clinics should
initially function as specialist clinics and should be held once a week. Psychotropic
medications should be made available in all primary centres.

e) Referral links should be set up between primary care centres and psychiatric units
in general hospitals. This process may be aided by dividing the country into sectors and
identifying the catchment area for each psychiatric unit. Primary care centres in the
catchment area of a general hospital’s psychiatric unit, should refer patients to, and
receive supervision from, the mental health professionals in that unit.

f) Inpatient psychiatric beds should be set up in all general hospitals. General hospitals
in rural areas or other areas where access is poor should be prioritized for funding and
human resources.

g) There should be collaboration with the nongovernmental organization in order to
provide services for children and adolescents. Members of staff of the nongovernmental
organization should be trained to identify mental disorders and to acquire basic
counselling skills.

h) A plan should be implemented for gradually reducing the number of beds in the
large psychiatric hospital (see country A above).
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8. Barriers and solutions
=

Some of the barriers hindering the organization of mental health services are discussed
below and ways of overcoming them are suggested. The solutions indicated are not
necessarily the only ones that might be applied in order to achieve effective and

appropriate mental health services.

Barrier 1

Barrier 1

Primary care staff receiving skills training in the field of
mental health may not necessarily apply their newly
acquired knowledge in the course of their duties. In

Problems of motivating
primary care staff to apply
their training in the field

Guinea-Bissau, for example, primary care workers did not of mental health.
apply their skills to the identification and treatment of major

mental disorders on their own initiative (De Jong, 1996).

Solutions Solutions

1.Regular supervision and consultation with a designat- Regular supervision.

ed team of mental health professionals was effective
for primary care nurses in Guinea-Bissau.

2.Resistance to providing psychosocial counselling
may be attributable to a cultural reluctance to discuss
emotional issues frankly, a continued belief in the
somatic basis of many minor mental ailments, or the
attribution of the symptoms to a traditional supernatural
factor on the part of both primary care workers and
patients. The primary care nurses in this example may
have required additional training to address the
need for psychosocial counselling. The example of
Zimbabwe (Abas et al., 1995; Patel, 2000) suggests
that community-oriented research using key informants
could help to identify common local idiomatic forms of
minor mental ailments and generate recommendations
for treatment. These should form the basis of a
culturally relevant diagnosis and treatment programme
offered by primary care nurses. The educational
component should consist of learning to identify and
treat these idiomatic forms of minor mental disorders
on the basis of using the information gathered from
both nurses and the community.

3.Cambodia represents the inverse of the problem
found in Guinea-Bissau, viz. the resistance of some
local mental health trainers to incorporating traditional
concepts into the mental health training package
(Somasundaram et al., 1999). The solution is similar to
that in the example from Guinea-Bissau in that it
requires demonstrating to local health workers how
local idiomatic forms of mental illness complement or
coincide with Western categories of mental disorder.
Cross-cultural issues should therefore form an explicit
component of the skills training package.

Use local idiomatic forms
of mental illness as the
basis of training.

Demonstrate the
correspondence between
local and Western categories
of mental illness.




Barrier 2

Geographically large countries that are poor and have
predominantly rural populations may find it difficult to
establish workable networks of mental health services
at the level of primary care because of a lack of financial
and human resources in outlying primary care clinics.

The example of Botswana illustrates that psychiatric
nurses who regularly visit remote rural primary care
clinics represent a cost-effective way of spreading
scarce mental health personnel over vast geographical
regions (Ben-Tovim, 1987). The use of psychiatric
nurses would be even more effective if village-level
mental health workers aided them in identifying
vulnerable cases in the community. Such mental health
workers should identify patients and refer them to
local primary care clinics on the days when psychiatric
nurses make their visits. Another possibility would be
to train volunteer village community mental health
workers on the basis of the core-group trainer concept
(Somasundaram et al., 1999).

Barrier 3

For many countries the provision of adequate cost-
effective mental health services can be maximized
through an increasing emphasis on intersectoral
cooperation. However, this is by no means a
straightforward process.

The examples of Tanzania (Kilonzo & Simmons,
1998), Zimbabwe (Abas et al.,, 1995), Cambodia
(Somasundaram et al., 1999) and India (Box 6) illustrate
that cooperative approaches can occur at the national
or local level and can bring together local community
members, service providers and social agencies.
Cooperation between mental health services, general
health services, traditional healers and community
members is very important, leading to the development
of cost-effective and appropriate primary-level mental
health services.

Services such as psychiatric agricultural rehabilitation
villages and counselling for depression in primary care
are structured on the basis of a network of cooperation
between mental health services and various other
sectors. These services are products of intersectoral
cooperation, and in developing countries it may be
helpful to think of the mental health system as a
collaborator with other sectors in providing personnel
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Barrier 2

Geographically large countries

may have difficulty in
implementing coordinated
mental health services

at the primary care level.

Regular visits of psychiatric
nurses to designated
primary care clinics.

Training for village-level
community health workers.

Barrier 3

A lack of intersectoral
cooperation impedes the
development of innovative
and cost-effective mental
health services.

Programmes that forge
links between mental health
services, general health
services, traditional healers
and local communities.

Coordinate a collaboration
network in order to provide
mental health services.



(psychiatrists, psychiatric nurses, primary care nurses,
medical attendants, traditional healers, teachers, village
health workers, etc.), services (psychiatry, primary
care, traditional healing, education), and service items
(pharmacotherapy, counselling, herbal cures, relaxation
and meditation exercises).

Barrier 4

Existing services often obstruct the early detection
and treatment of mental disorders. The late entry of
users into the specialist mental health system is often
attributable to previous ineffective contacts with
traditional or primary care providers. This occurs for
the following reasons.

There may be a lack of knowledge among rural
populations concerning the causes of and treatments
for mental disorders.

A lack of mental health training and of coordination
of activities between traditional healers, primary care
staff and mental health professionals may contribute
to the absence of early detection and treatment at the
primary care level.

Primary care personnel may remain in clinics or
offices instead of actively visiting communities in order
to promote mental health and identify persons with
mental disorders who are in need of treatment.

Apart from specialized training for primary care
staff, countries with a more active community
approach to care, e.g. the Czech Republic and India,
have established better communication with local
communities and have thus made the pathways to
mental health services more readily visible. Where
community health workers and primary care workers
actively promote health education and early identi-
fication in communities, vulnerable persons and their
families are more likely than would otherwise be the
case to know about and use mental health services as
opposed to traditional healers.

Lines of communication can be improved if:

(@) home visits are made by community

health workers and general practitioners;

(b) regular meetings are held with community
members such as teachers, religious

leaders and traditional healers;

(c) there is community screening for major mental
disorders on the basis of an assessment scale

Barrier 4

Failure of services to detect
people with mental disorders
because of fragmented

care, ignorance and poor
communication on

mental health.

Active health education
and early identification in
communities at the primary
care level lead to improved
outcomes and a reduction
in the cost of care.
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such as that of the general health
questionnaire (Breakey, 1996c¢).

A reciprocal network of communication for primary
care staff and specialist mental health services at
the secondary and tertiary levels is required for
complex cases of severe mental disorders or
comorbid disorders.

Barrier 5

In many countries, mental health funding, personnel
and services are concentrated in tertiary-level
institutions. In contrast, a community-oriented approach
emphasizes:

(1) dedicated services for population groups;

(2) multidisciplinary personnel;

(8) treatment close to people’s homes, with minimal
disruption of family and social networks,

in preference to chronic institutional settings.

However, medically trained mental health staff and
the administrative bureaucracies responsible for the
organization of mental health services often resist this
decentralized community approach to service provision
(Gallegos & Montero, 1999; Rezaki et al., 1995; Tomov,
1999).

Staff resistance to a shift in resources to secondary-
level and primary-level settings in the community can
be overcome by restructuring the teaching curriculum
so that it includes community and public health
approaches to the management of mental health issues.

A concerted effort at national level to involve existing
tertiary-level staff in structural change is required. If
the roles of personnel are not diminished but redefined
with their cooperation, resistance to a shift in resource
allocation is likely to be less than would otherwise be
the case. For example, psychiatrists, psychologists
and psychiatric nurses can take on a variety of roles
ranging from direct clinical care to planning and
consultation.

The example of the former Eastern Bloc countries
indicates that both mental health staff and centralized
administrations often resist a shift in service priorities
even though gaps in service provision are recognized
by users and newly elected governments (Tomov,
1999). In this context, governments may wish to side-
step centralized bureaucracies by switching funds to
nongovernmental organizations or other non-profit
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A reciprocal consultation
network involving all three
levels of service provision.

Barrier 5

The concentration of

financial and human resources
in tertiary mental health
institutions.

Resistance to changing
to community care
among mental health
and administrative staff.

Restructure the teaching
curriculum so that it embraces
a public health approach

to mental health.

The roles of tertiary-level
staff can be redefined in
relation to clinical, planning
and consultative functions.

Shift funds from tertiary
providers to nongovernmental
organizations, primary care

or community-orientated
mental health services.



service providers that offer decentralized community-
oriented mental health services at the secondary and
primary care levels. In the Czech Repubilic, for example,
FOKUS, a nongovernmental organization providing
various mental health services, receives funding from
several government ministries (Holmes & Koznar,
1998).

Intersectoral collaboration between government
ministries, private non-profit service providers and
nongovernmental organization providers can be
expected to become increasingly important in shifting
resources from tertiary to secondary and primary
mental health services in communities.

Barrier 6

Some developing countries possess more community
residential and outpatient mental health services than
others. Nevertheless, few developing countries have
a sufficiency of these services in their rural regions,
and community services may be inadequate for children,
adolescents and the elderly in urban or rural regions.

Human and financial resources should be shifted
from institutional settings at the tertiary and secondary
levels to community settings at the secondary and
primary levels of service provision. The examples of
countries that have managed this change (e.g. India,
Israel) indicate that it can occur through national or
regional initiatives involving:

- resource allocation;

- staff training;

- follow-up of trained staff;

- intersectoral cooperation with families of users,
community members, other categories of health
workers, and education and social services.

Without strong government interest in the provision
of community alternatives to institutional mental
health services, little progress can be made beyond
a private niche market in urban settings. This is
particularly true in relation to mental health services
for children, adolescents and elderly people who
require special provision in the areas of policy legislation,
staff training and budget allocations.

Intersectoral cooperation is
vital in order to shift resources
from the tertiary level to other
levels of mental health care.

Barrier 6

Scarce community
mental health services.

National and regional

planning initiatives for resource
allocation, staff training,
performance evaluation and
intersectoral cooperation.

The development

of community mental
health services requires
the cooperation of service
providers and health
department personnel.

Community mental

health services for children,
adolescents and elderly people
require government
commitment and special
provision at the national

or regional level.
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Barrier 7

Some countries have attempted to shift the provision
of mental health services to the primary level of care,
i.e. with programmes aimed at integrating mental
health services into a pre-existing primary care network
catering for physical health. These attempts have
encountered many barriers.

- General practitioners, nurses and community
health workers located in primary care centres usually
lack training in mental health despite being the first
line of consultation for patients with mental problems.
The same is true of general practitioners in private
practice.

- Without sustained skills training and active follow-up
of primary care staff, the integration of a mental health
component into the detection and management of
mental health problems is unlikely to occur.

- Consultations last only about five minutes in many
developing and developed countries. Consequently,
much of the mental health skills training received by
primary care workers is wasted, as little in the way of
knowledge or services can be operationalized in such
a short time.

- General practitioners do not always have long-
term continuity with individual patients and may not
communicate with family members or traditional healers
about mental health problems in the community.

The solution to the first two points lies in changing
the emphasis of training for primary care workers and
in constructing a sound consultation and referral
network that enables easy access to mental health
professionals at the secondary and tertiary levels of
care. The training of established primary care teams
should preferably occur in the settings where they see
patients, and should involve simple steps in the
diagnosis and management of both common and
severe mental disorders.

The training of new primary care staff in the field of
mental health requires a change in emphasis from an
institutional psychiatry model to a community-based
public health model (Ozturk, 2000).

One possible solution is to link mental health needs
with general health concerns that have a higher
national priority but are nevertheless very relevant to
mental health, e.g. AIDS. This enables funding to
become available for the training of primary care staff
in a variety of mental health skills. For example, the
need for counselling skills within the framework of an
AIDS prevention programme has resulted in the
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Barrier 7

Problems in providing
mental health services
in primary care settings.

The training of established
primary care teams should
occur in service settings
and should involve
programmes in diagnosis,
management, and follow-up
consultations.

The mental health sector
should link its own initiatives
with general health priorities
in order to obtain funding
for primary mental health
care services.



appropriate skills training of primary care personnel in
South Africa (Freeman, 2000). In the context of primary
care the mental health sector should work in close
cooperation with the general health sector at the
national level in order to take advantage of such training
opportunities. Other linkages between specialist
mental health and general health concerns could
include the integration of:

- a children’s mental health component
into mother and child health care;
- an adolescent mental health component
into AIDS and substance abuse programmes;
- child and adolescent mental health
concerns into health education in schools;
- a geriatric mental health component into
programmes for family health and home visits.

The problems of brief consultation periods in primary
care in some countries could be solved by a more
active approach to early identification in the community.
This would save the time of general practitioners in
making diagnoses and would enable them to set up
management programmes whereby follow-up would
be performed by health workers. In India, where
primary care workers already visit local communities
in connection with general health issues
(Channabasavanna et al., 1995), mental health
promotion and early identification could be integrated
into these activities. This would make the diagnostic
and management tasks of general practitioners
more feasible in the limited time available for
consultation.

If the national model of primary care involves
impersonal clinical care by general practitioners and no
continuity of personal contacts between patients and
doctors (Ustiin & Von Korff, 1995), community health
workers or nurses from clinics should conduct periodic
follow-up visits with patients in their community settings.

Barrier 8

Many countries have fewer mental health resources in
rural settings than in urban settings. This is especially
the case for all tertiary services and specialist child,
adolescent and geriatric services. In addition, the
need to shift financial and human resources from tertiary
to secondary and primary care in community settings
(see barrier 5 above) there is also a need to shift such
resources from urban settings to rural areas. The
solution to the first issue may result in urban areas
developing an array of secondary and primary
community mental health services while remote rural
regions remain without comparable resources and

Active mental health
promotion and early
identification by primary
or local community
mental health workers.

Barrier 8

The urban bias: there are fewer

human and infrastructural
resources for mental health
services in rural areas.
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services. Shifting funds to rural areas may not result
in significant numbers of mental health professionals
moving to these regions, which is a major problem for
mental health services that rely heavily on human
resources. A significant shift of mental health infra-
structure from urban to rural areas is unlikely to occur
in most developing countries because of the financial
constraints on national health budgets.

The training of local community workers who can
assume some of the responsibility for the early
identification of vulnerable community members and
participate in the long-term management of such
patients after consultation with primary care general
practitioners or nurses. Skill components may include
attention to the developmentally different mental
health needs of children, adolescents and the elderly.

Mental health skills training for rural schoolteachers
in order to provide health promotion and early identi-
fication of mental health issues for children and
adolescents.

Mental health skills training for local village and
religious leaders including components relating to
children, adolescents and the elderly.

Mental health skills training for primary health care
workers and their ongoing consultation and follow-up
by mental health specialists were discussed above
(see Barrier 7).

Barrier 9

Despite the relative scarcity of mental health services
in many countries, particularly in rural regions, there
have been few sustained attempts to integrate a
mental health component into primary care.
Furthermore, community residential and outpatient
services are poor in rural areas in both developed
and developing countries. A major obstacle to planning
for primary mental health care and community
services is a lack of initiative at the national level for
achieving cooperation between mental health care,
primary care, and other sectors involved in mental
health, e.g. those of education, social services,
correctional services, nongovernmental organizations
and donor agencies.

- If cooperation between these sectors is absent at
the national level it is comparatively difficult for it to
occur at the tertiary, secondary and primary levels of
service provision.
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Train rural community health
workers in early identification
and attention to the
developmental needs

of children, adolescents

and the elderly.

Train rural schoolteachers

in mental health promotion
and the early identification
of children and adolescents.

Train rural village and religious
leaders in health promotion
and care of the elderly.

Barrier 9

National insensitivity to
the need for intersectoral
approaches



- The effectiveness and accessibility of available
mental health services may be compromised by a lack
of intersectoral cooperation at the point of service
provision.

- Different government ministries may run similar
psychosocial programmes without coordinating or
streamlining their resources.

- There may be a lack of coordination between service
providers and social agencies working with target
populations, e.g. the police, correctional services,
social welfare, education and organized religion.

- A lack of coordination between mental health
services and important informal sector participants
may occur, e.g. families of people with mental disorders
and traditional healers. This deficiency reduces the
visibility and accessibility of services to the target
group of potential users.

The examples of India (Box 6) and Israel (Box 9)
suggest that regional or national governments should
initiate intersectoral approaches to filling gaps in
mental health services at all levels of care.

Intersectoral approaches should begin with
cooperation at the national or regional level between
government departments and the providers of mental
health services, including public, nongovernmental
organization and private for-profit providers.

An intersectoral approach can be replicated at the
different levels of care by emphasizing the importance
of the consultation network.

At the tertiary level this network includes mental
health specialists forging links with related specialist
fields in their own institutions. It also includes the
forging of links with regional representatives of the
police, education and social welfare sectors, non-
governmental organizations and insurers in connection
with the planning and implementation of specialist
services, e.g. for children, adolescents and elderly
people.

At the secondary level the network includes mental
health workers consulting other sectors, including
local municipal representatives of the police, education,
organized religion, other social services and non-
governmental organizations. The consultations should
cover the coordination, planning and implementation
of community mental health facilities and rehabilitation
services. In addition it is desirable to consult regularly

Regional or national
governments should initiate
intersectoral action to fill gaps
in mental health services.

Cooperation between
government departments
and all mental health
service providers.

Cooperation between tertiary
providers, regional government
departments, nongovernmental
organizations and insurers

in planning specialist services.

Cooperation between
secondary providers, local
government departments,
nongovernmental organizations
and community and religious
leaders in planning community
mental health services.
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with the families of people who have mental disorders
and with traditional healers.

At the primary level the network includes consultations Cooperation between primary
with local community health workers and individual providers, local institutions,
contacts with local police, teachers, clerics, non- nongovernmental organizations
governmental organizations, family members and and individuals from
traditional healers. These consultations should cover communities in the
the coordination, planning and implementation of implementation of programmes
primary mental health education, the prevention of for the promotion of mental
mental disorders and the promotion of programmes in health and the prevention
community settings. of mental disorders.
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9. Glossary
-

Closed institutions / Institutions whose working is not open to scrutiny and inspection
by outside agencies, and which do not encourage such scrutiny. The term does not
refer to institutions that have closed down and are non-functional.

Double funding or hump funding / The provision of financial resources for operating
an existing service and a new service during a transitional period when there may be an
overlap in respect of the services provided and the group or groups served. The ultimate
aim is to terminate the existing service once the new service is fully operational and able
to meet the needs of the identified target group or groups.

Indirect costs / Costs, apart from direct service costs, incurred by people with mental
disorders and their families. For example, people with mental disorders may have to pay
for transport so that they can travel long distances to services, or they may lose income
as a result of having to spend time away from work while they attend clinics. Families
may lose income if family members have to stay at home and care for persons with
mental disorders.

Revolving door syndrome / A cycle of admission to hospital, discharge and readmission.
This may happen, for instance, because of non-adherence to medications or a lack of
follow-up by community-based services, with the result that patients with mental
disorders experience relapses.

Stand-alone services / Mental health services that generally function in isolation
and do not have strong links with the rest of the health care system. They have little
interdependence or reliance on other parts of the health system for meeting the needs
of their patients.
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