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The Sixth meeting of the Global Coordinating Group for WHO's mental health programme 
took place in Copenhagen, WHO Regional Office for Europe (EURO), from 9 to 13 December 
1985. It was the Group's main task to advise on the Organization's collaboration with 
countries in the field of mental health during the time period 1990-1995, i.e. the 
period of the Eighth General Programme of Work. The Group saw this as an opportunity to 
review mental health activities planned for the financial biennium 1988-1989 as well, 
i.e. the time period which the Group reckoned as the transition period from the Seventh 
to the Eighth General Programme of Work. 

A mental health need assessment was carried out, which was based on specific country 
programmes for which WHO's support had been requested via WHO country offices, on 
collective requests for WHO's collaboration via resolutions passed in Regional 
Committees, the World Health Assembly (WHA) and similar policy bodies, and on the 
judgement of independent mental and public health experts and research workers. The 
Group identified a high awareness of mental health problems in the populations and at 
highest government level, which is not always matched by health professionals. Hence, 
promotion of mental health and advocacy of healthy mental development and functioning 
remains an important target for WHO's work, and mental health leadership training ranks 
high in such efforts. Similarly, curricula and skills training in the field of 
psychosocial factors related to health and health programmes should have been developed 
and introduced in schools for health personnel - depending on the region - in at least 
one third to half of the countries. 

It was felt that by 1995, at least half of the countries in each region should have 
well established mental health planning and coordinating mechanisms; and that such 
countries should have national mental health programmes which clearly specify how to 
deal with mental and neurological disorders and with problems related to alcohol and 
drug abuse. A measureable reduction of alcohol- and drug-abuse problems should be 
possible in at least one quarter of all affected countries, and the current unfavourable 
trends should be reversed in most of the other countries. · 

In its technical capacity, WHO should have produced, assessed and made available to 
countries materials and techniques for use in the promotion of mental health; 
psychosocial interventions should have been designed and tested in support of primary 
health care (PHC) and each of its essential elements; and guidelines for the 
prevention, treatment and management of mental and neurological disorders at different 
levels of the health care system should have been pilot tested and released for use in 
countries. 

The Group devoted considerable time in specifying concrete activities which WHO 
should undertake in order to achieve these targets, and on the approaches deemed most 
appropriate for supporting countries in their national collective efforts to promote and 
protect the mental health of their populations. 

It was felt that regional and global mental health coordinating groups should meet 
in line with the Organization's biennial planning cycles; and that the next meeting of 
the Global Coordinating Group should be scheduled at such a time that the Group would be 
able to review the Eighth General Programme of Work and the corresponding medium-term 
programme of work. 

2. Introduction 

The Sixth Meeting of the Global Coordinating Group for the Mental Health Programme 
took place in Copenhagen at the WHO Regional Office (EURO), from 9-13 December 1985. 
Dr P.O. Petersson, Director of Health Promotion, opened the meeting and welcomed the 
participants on behalf of the Regional Director. 

Dr J. van Londen accepted to chair the meeting, and Dr J. Arroyo, to act as 
Vice-chairman. Dr R. Florenzano and Mr W. Gulbinat were appointed rapporteurs. 
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The agenda of the meeting and the list of participants are enclosed as Annexes 1 
and 2 respectively. 

WHO's planning cycles are defined by its General Programmes of Work (GPWs), which 
cover six-year intervals, and by its budgetary biennia. While a general programme of 
work describes the main directions of work, specifies the targets, and lists the 
activities carried out in order to reach those targets, the budgetary biennia provide 
the financial basis for the Organization's work. At the same time they allow for the 
adjustment of WHO's activities in response to changing or new emerging needs of its 
Member States. 

The scope of the mental health programme covers not only prevention and control of 
psychiatric and neurological disorders - the traditional concern of the mental health 
professions - but also several new areas of work, such as alcohol and drug dependence, 
the application of mental health knowledge in general health care, and the development 
of a better understanding of the psychological aspects of health and social development 
in general. This entails not only attention to the psychological side effects of rapid 
socio-economic change but also a partnership between mental health workers and those 
working in disciplines or social sectors other than health, e.g., welfare, labour, and 
education. A summary document containing objectives, targets, approaches and activities 
for WHO's Mental Health Programme for the time period of the Seventh General Programme 
of Work (1984-1989) is attached as Annex 3. 

The Group's meeting coincided with the end of the first biennium of the Seventh 
General Programme of Work, which covers the time period 1984-1989. It reviewed the 
achievements of the programme in relation to the targets set for the Seventh General 
Programme of Work and briefly discussed the activities planned for 1986-1987. In view 
of the fact that the budget for this biennium is already approved by WHO's governing 
bodies, changes to the planned work would be an exception to be justified only if they 
were in response to specific requests by the governing bodies or member states, to meet 
unexpected and unforeseeable demands. 

The budget for the last biennium (1988-1989) of the Seventh General Programme of 
Work is in preparation. At the same time the Eighth General Programme of Work needs to 
be discussed and drafted. While the classification of the Organization's programmes 
remain basically unchanged, (see Annex 4) new targets to be achieved by 1995 have to be 
formulated. The Group saw this as an opportunity to review the mental health programme 
as a whole. Rather than viewing the formulation of targets for a point in time ten 
years from now as a speculative intellectual exercise, the Group interpreted its task as 
a challenge to streamline the programme now, in the light of what seems achievable today 
or in the near future. It was therefore decided to also look critically at the targets 
for the Seventh General Programme of Work and discuss the Organization's activities in 
1988-1989 from the point of view of how they contribute to the targets set for 1995, or 
how they contribute to facilitate work to be carried out during the time period 
1990-1995. If indicated from such a point of view, even adjustments to the 1986-1987 
work plan could be considered. 

In the light of this, the objectives of the meeting were specified as follows: 

1. to review mechanisms for learning about countries' mental health needs and to 
agree on means for further increasing support for mental health programmes at 
country level; 

2. to review progress on work on major initiatives identified for special 
attention during the Fifth meeting of the Global Coordinating Group and to 
review new projects proposed since 1983; 

3. to agree on the implementation of specific activities in the 1986-1987 biennium; 
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4. to review programme and budget proposals for 1988-1989; 

5. to agree ou the outline of the mental health component of the Eighth General 
Programme of Work and the corresponding medium-term programme covering the time 
period 1990-1995. 

3. Review of the situation: development since 1983 

The Global Coordinating Group for the Mental Health Programme last met in December 
1983( 1). The committee started its deliberations by reviewing the world mental health 
situation with particular emphasis on the developments during the biennium 1984-1985. 
The discussions were based on reports prepared by the representatives of the Regional 
Offices, supplemented by reports of the chairmen of regional mental health coordinating 
groups or similar planning bodies. In addition, working papers had been prepared by 
Headquarters staff with regard to programme developments and accomplishments. 

The Group identified similar developments in the mental health field and common 
trends which may be expected to continue during the years to come. However, as one 
would expect, numerous observations pertain to particular situations, countries or 
regions only and, in spite of their local importance, must not be generalized. The 
present report therefore starts with an analysis of the situation globally and continues 
with the presentation of the situation in each of the WHO regions. 

3.1 Common trends 

Common trends will be described in accordance with the classification of the 
Organization's Mental Health Programme (see also Annex 3). 

3.1.1 

mental health policy and programme promotion, coordination, evaluation and 
support (10.0)(2) 

Psychosocial factors in the promotion of health and human development (10.1) 

prevention and control of alcohol and drug abuse (10.2) 

prevention and treatment of mental and neurological disorders (10.3) 

Mental health policy and programme formulation, coordination, evaluation 
and support 

3.1.1.1 Evaluation of the world situation 

The last decade has witnessed a remarkable increase in the awareness among 
governments, top level health administrators and decision makers in developed and 
developing countries about the magnitude and nature of mental, neurological and 
psychosocial problems, and with regard to the pervasive importance of psychosocial 
factors for general health and overall development. WHO has responded to these needs by 
formulating a mental health programme which not only deals with psychiatric and 
neurological disorders, but also stresses the psychosocial needs of people, points to 
psychosocial factors affecting health and health services, and aims at mitigating 
adverse effects of rapid economic and technical development. At the same time, 
activities of the programme concerned with care for mental disease changed emphasis from 

(l)Report of the Fifth meeting of the Global Coordinating Group for the Mental 
Health Programme, 29 November- 6 December 1983, Washington, DC (MNH/POL/84.1). 

(2)The numbers refer to the WHO classification of programmes: see page 8 of 
Annex 3. 
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predominant attention to specialist care to the incorporation of mental health 
components in primary health care, and the development of community support systems 
which permit patients - even if they suffer chronic impairment - to live a socially and 
economically productive life. 

The change of the focus of care for the mentally and neurologically ill, new ways of 
handling drug and alcohol related problems, the widening of the scope of mental health 
programmes to include psychosocial aspects of health and health care, as well as the 
emphasis on prevention, posed considerable managerial problems, particularly in 
developing countries. One such problem is that modern mental health programmes are 
multidisciplinary and, by nature, multi-sectorial, which means that there is no 
"'natural'" professional group who could take central managerial responsibility for them. 
Psychiatrists are often reluctant to deal with psychosocial aspects of health, health 
care and social development; public health experts on the other hand may lack the 
psychosocial as well as clinical expertise to deal with all aspects of the programme, 
including care for the mentally ill. As a result, government awareness of the type and 
magnitude of mental health problems in the country, and the wish to act, cannot often be 
directly translated into programme formulation and implementation. 

Another problem relates to the coordination of action within the mental health 
field. In some countries certain of the problems - e.g. those related to alcohol- or 
drug-abuse acquire high visibility and in response, vertical programmes insufficiently 
codrdinated with other public health action become established. This may not only 
jeopardize the medium- and long-term effectiveness of such programmes, but may also 
distort resource allocation at national level to the detriment of other health or mental 
health programmes, which from a public health point of view may have at least the same 
priority, but which are less visible or dramatic for the public. 

The Group stressed that mental health programmes have become protagonists in the 
development of health managerial processes in a number of countries, particularly where 
national mental health coordinating groups or similar mechanisms were established to 
review the mental health situation in the country to establish priorities, tu advise the 
government on resource allocation, initiate programme implementation, monitor and 
evaluate progress and re-programme resources as necessary. Managerial skills are scarce 
in the health field, particularly in developing countries, and the WHO mental health 
programme has illustrated how they could be developed, advocating their importance by 
their successful use. 

3.1.1.2 Progress of WHO's mental health programme 

A key mechanism for facilitating mental health policy formulation, implementation 
and evaluation at national and higher levels is that of the Mental Health Coordinating 
Group. In many countries coordinating groups proved to be particularly useful in 
bringing together representatives of various disciplines (such as public health, health 
personnel development, health education, behavioural sciences, psychiatry, 
neurosciences) and sectors such as welfare, education, labour, whose collaboration is 
prerequisite for formulating, monitoring and implementing mental health programmes at 
country and internationally levels. WHO advised on the methods of work for such groups 
and provided a platform for an exchange of information and experience with regard to 
coordination and programme development among countries. 

In the American, Eastern Mediterranean and South-East Asian regions mental health 
coordinating groups met with the participation of the chairmen of the national 
coordinating groups and other national representatives; the African Mental Health 
Action Group met with the participation of representatives of governments and liberation 
movements. 
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Information requirements for mental health programming and management have changed 
significantly, with a change in the focus of mental health programmes which took place 
in many countries during the last two decades. In response to government requests, WHO 
coordinated multicentric research on indicators of health and mental well-being with 
particular emphasis on psychosocial factors affecting health and the organization of 
health services. In an interregional activity health planners and decision makers 
representing countries from all WHO regions agreed on core criteria for identifying and 
selecting such indicators suitable for assessing, evaluating and monitoring national 
health strategies. 

WHO has been collaborating with countries in establishing information systems to 
facilitate and support managerial processes for national health development. During the 
biennium 1984-1985, WHO started to collect information and experience from different 
countries with a view to develop a compendium on mental health problem assessment, 
information and statistics for health planners and technical staff, and the network of 
information centres on topics of mental health concern is expanding. At present five 
centres (in four regions) are participating by acting as information resource centres to 
WHO Member States. WHO also stimulated the design of national mental health information 
profiles to be used by health planners and health politicians. Most countries of 
European and Western Pacific regions applied this model in collecting and reporting 
pertinent information. 

On the basis of studies and consultations with key experts and centres from a number 
of developing countries, a set of guidelines necessary for the introduction of mental 
health components into country health services has been promoted. The document also 
contains guidelines pertaining to training, to the functional roles of different levels 
of health workers, and draws attention to simple technology, such as flow-charts for the 
identification and management of mental health problems. These flow-charts are 
currently being evaluated in several developing countries. 

3.1.2 Psychosocial factors in the promotion of health and human development 

3.1.2 .1 Evaluation of the world situation 

It is recognized that a significant proportion of the people who present 
themselves to health workers do so because they have psychological and social problems. 
Even when they present with a physical problem, there may be psychological or social 
problems which have caused or precipitated the physical problem, or which may in fact 
affect its course and outcome. Added to this, most physical conditions cause some 
psychological and social problems for a patient, as well as to their treatment. The 
concentration by health workers on a patient's physical problem to the exclusion of his 
needs in the wider domain, brings criticism to the present system in that it fails to 
deal with the "whole person" and dehumanises the patient. 

In addition to this, patients' perceptions of their own illness and their concepts 
of what health is, and the community's perception of these issues, markedly affect 
health behaviour. It is important that health workers dealing with patients, as well as 
those working at other levels of health care, become aware of these aspects of health 
problems. 

Most education for health workers however introduces them to the techniques and 
language for dealing with physical problems, but on the whole the psychological and 
social problems are dismissed as "not real" or outside the competence of the health 
worker. The Group emphasized that the training of health workers and the organization 
of health care should enable them to deal with psychosocial problems and see their 
patients as people functioning in a specific way within their community. This approach 
reflects a difference between providing health care and healing on the one hand, and 
mechanistic treatment and other specific, often highly technological interventions, on 
the other. 



MNH/POL/86.6 
Page 6 

Social structures, processes and trends have both direct and indirect effects on 
mental health. Since the position of an individual within the socio-economic system 
determines to a large extent his or her living environment throughout the life cycle, 
both the amount of exposure to pathogens damaging the nervous system and the access to 
protection in the form of adequate nutrition, safe housing and occupational environment, 
preventive and supportive health care, etc. are directly associated with social 
factors. Although poverty as such does not necessarily imply mental ill health, there 
is a strong social class gradient in the distribution of mental and neurological 
morbidity, and people living in economically and socially deprived conditions tend to 
have higher rates of disorders such as mental retardation and neurological handicap (due 
to preventable causes), epilepsy, peripheral neuropathies, and disability resulting from 
a variety of untreated or inadequately treated psychiatric conditions. Malnutrition, 
especially if accompanied by infectious and parasitic diseases, puts at serious risk the 
normal process of maturation and development of the central nervous system of the 
child. A variety of communicable diseases like measles, bacterial meningitis, 
poliomyelitis, malaria and trypanosomiasis - all with potentially crippling effects on 
the nervous system - claim a disproportionate number of casualties among the poor in the 
developing countries. Similarly, the exposure to neurotoxic substances like lead, 
methylmercury, phosphoorganic pesticides and mycotoxins is higher among the lower income 
groups in both developing and developed countries. 

The direct insults of poverty on the nervous system are further aggravated by its 
effects on behaviour patterns. By lowering the expectations and blunting the 
aspirations among the young, poverty may generate a self-perpetuating cycle of 
deprivation and an attitude of resignation or acceptance of the social status quo. 
Where such demoralization due to thwarted opportunities for personal growth and 
achievement is widespread, attempts among the young to overcome the constraints of the 
environment may take the form of deviant behaviour, including alcohol and drug use, 
delinquency, and risk taking. 

Migration as such does not necessarily lead to increased mental morbidity although 
in a minority of vulnerable individuals the sociocultural change associated with it may 
act as a trigger for a variety of neurotic, psychotic and psychosomatic illnesses. The 
net mental health effects of migration depend very much on the particular type of the 
move and the conditions and circumstances under which it takes place. Forced migration 
and, in particular, the status of a refugee or a displaced person, pose greater mental 
health risks than elective migration for economic reasons. 

All the social stresses mentioned so far exert their most serious pathogenic effects 
on mental health in the absence of the protective and buffering mechanisms that have 
evolved in human groups in all societies. For example, the noxious effects of a poor 
environment on the mental development of the child can be at least partially offset by 
the quality and continuity of parental care (which in the traditional extended family is 
provided by multiple figures and not just the biological parents). The deprivations and 
stresses of an unpredictable and generally hostile environment can be less pathogenic if 
a supportive social network (family, friends, neighbours) is available. 

People in the developing countries are exposed to a multitude of stresses of the 
type mentioned above ranging from deprivation and malnutrition to consequences of war, 
poverty and environmental deterioration. Social network and other features of community 
life until recently played an important protective role in these countries. Recent 
trends of community disintegration and breakdown changed this and left the population 
vulnerable and open to a variety of psychosocial and physical health damage. 

In regard to primary and general health services, methods have become available for 
assessing psychological and social factors which patients present independently or in 
connexion with physical complaints when they contact primary health care service. A 
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prerequisite for psychosocial assessment at primary health care level is an increased 
awareness by primary health care personnel of psychological and social components of 
patients' complaints. Appropriate training modules are nowadays more and more often 
applied and curricula of medical schools and schools for other health personnel are 
being adapted accordingly. Improved methods for assessing development in childhood are 
being produced, which enable health workers at all levels to have a clearer conception 
of healthy psychosocial growth. 

With regard to social factors and factors of human and economic development which 
adversely affect the mental health of the people, obviously, the ultimate goal should be 
primary prevention of such problems by correction and elimination of social 
inequalities, poverty and deprivation - a goal whose attainment is not within the means 
of the health sector and may be remote in time. This does not mean that the health 
system and, above all, primary health care, have no role to play where macro-social 
factors seem to be the major threat to health and psychosocial wellbeing. In addition 
to the instrumental tasks implied in each of the essential components of primary health 
care, health services also have to play their vital nurturing and psychologically 
supportive role, especially for the socially and economically deprived. Where the 
"natural" protective mechanisms of human groups are eroded, as is typically the case 
with "modern" poverty aggravated by mass exodus from the villages, slum subculture and 
urban pauperization, primary health care can be a defence against the adverse health and 
psychosocial consequences of such trends. 

In the area of psychosocial research, attention has been focused on the 
characteristics and functions of social support networks, and their relevance for health 
care in different societies. Considerable gains in knowledge have been made in the 
study of occupational stress and the nature of psychological and behavioural mechanisms 
for coping with stress. New knowledge has also been obtained in relation to the 
development, and possible prevention of social disability associated with mental 
disorders. 

3 .1.2 .2 Progress of WHO's mental health programme 

The Steering Committee of the programme of research and training in biobehavioural 
sciences and mental health met in Geneva to review a series of proposals made by the 
task forces< 3 ) • The latter had examined the need for biobehavioural and mental 
health research as related to primary health care, prevention of alcohol-related 
problems, and adaptation to rapid socio-technical change. From among more than thirty 
proposals, five were selected for early implementation; they covered prevention of 
injuries in children, effects of psychosocial interventions in prenatal care, prevention 
of health problems through modification of lifestyle, psychosocial impact of economic 
change on families in contrasting cultures, and psychosocial stimulation and health 
promotion programmes for preschool children. These proposals will now be the basis for 
multicentric studies aiming to obtain knowledge and to strengthen research 
infrastructure in this area. 

There is increasing evidence that behavioural patterns rank high among the risk 
factors for widespread chronic noncommunicable diseases, and that the central nervous 
systems mediates in specific ways the action of a variety of environmental and 
intra-organism pathogenic causes. WHO initiated a series of consultations with 
behavioural scientists and neurophysiologists to seek bridges between the approaches of 
these different disciplines and propose interventions for prevention programmes. One 
such consultation, convened jointly with CINS (Collegium Internationale Activitatis 
Nervosae Superioros), took place in Moscow in May 1985 and dealt specifically with the 
behavioural and psychophysiological aspects of cardiovascular diseases. 

(3)Expanded Programme of Research & Training in Biobehavioural Science and Mental 
Health, Geneva, 2-5 October, 1984. 
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A multicentre project was to design and evaluate specific interventions which will 
mitigate the adverse impact of psychosocial problems on the health of the aged. 
Projects which aim at the prevention of alcohol-related problems in adolescents were 
initiated. 

WHO is coordinating the activities for the promotion of the health and psychosocial 
development of children that have been launched in several countries. Action-oriented 
research on the identification and monitoring of the stages of psychosocial development 
in childhood is being carried out in China, India, Pakistan, Senegal, Sri Lanka and 
Thailand. Linked to these efforts is the testing of methods to identify families likely 
to be providing a home environment unfavourable to healthy development in children, with 
a view to focusing promotive and preventive efforts on the families most in need. 

A set of criteria for the assessment of the psychosocial aspects and quality of day 
care has been developed and tested in Nigeria, Greece and the Philippines, and a review 
of knowledge on early stimulation programmes has been prepared. An annotated 
bibliography on child welfare legislation in a broad spread of countries has been 
produced, with a view to drafting guidelines for Member States on how to ensure that the 
mental health needs of children are adequately taken into account. 

3.1.3 Prevention and control of alcohol and drug abuse 

3.1.3.1 Evaluation of the world situation 

The analysis of trends in the frequency and severity of drug abuse and drug 
dependence has revealed a general increase of the problem in most countries. Although 
different drugs are predominant in particular cultures, there is a general trend towards 
wider diffusion of patterns of drug use across national boundaries. There is an 
increasing tendency to multiple drug use and to drug use in conjunction with consumption 
of alcohol. 

Cannabis is the most widely abused drug in the world. Although people o~ all ages 
are at risk, two groups in particular are affected: adult smokers in rural areas of 
Africa, Asia and the Middle East, and the young in urban and semi-urban areas of the 
Americas, Europe and the Western Pacific. A new trend in Africa is the increasing use 
of psychotropic substances in addition to traditional cannabis use. 

Abuse of raw opium is limited to a smaller number of countries in the Eastern 
Mediterranean, South-East Asia and the Western Pacific regions, particularly rural poppy 
growing areas; while in urban areas heroin use is increasing, particularly among the 
young. 

Heroin use is spreading throughout European countries. However, on the North 
American continent, although still a serious problem, heroin abuse appears to have 
become stablized, or even declined. 

Cocaine, despite its high cost to the consumer, is becoming the preferred drug of an 
increasing number of affluent drug-using populations in Europe and North America. 
Increased production of cocaine and a consequent price decline are now bringing cocaine 
within reach of a large number of users. In the Andean area, traditional coca leaf 
chewing continues among rural populations, with the new phenomenon of the smoking of 
coca-based paste spreading rapidly among the young generation in urban areas. Abuse of 
hallucinogenic drugs (including LSD, peynote, psilocybine and phencyclidine) affects 
young urban populations in North America and - to a lesser extent - in Europe and 
Australia. 

It is estimated that there is a total of 48 million drug abusers in the world, 
including 30 million cannabis users, 1.6 million coca leaf chewers, and 1.7 million 
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opium-dependent and 0.7 million heroin-dependent persons. Cocain use is spreading 
epidemically but firm data on the rise of the problem are lacking. Data are lacking 
also on the number of people abusing psychotropic drugs and are dependent on them in the 
community. WHO has produced several publications to bring existing methods of 
assessment to the attention of those responsible for dealing with these issues at 
country level. 

Amphetamines, barbiturates, sedatives and tranquillizers are consumed in most 
countries and their abuse, as well as multiple drug abuse, is increasing throughout the 
world, parallel to their increasing availability to both licit and illicit markets. The 
sniffing or inhaling of volatile solvents is also spreading in a number of countries, 
particularly among pre-adolescent and early adolescent urban populations. 

Expressions of concern over alcohol abuse are no longer confined to countries that 
have traditionally recognized its presence; reports have been received from countries 
in all WHO regions, including those with long traditions of abstinence from alcohol, 
indicating sharp increases in health damage, crimes and accidents in which alcohol 
played a part. 

Although some countries in Western Europe and North America are now reporting a 
levelling off and even a moderate decline in alcohol consumption, the global trend is 
still that of continuing growth, with particularly sharp rises in commercial production 
of alcohol beverages in some developing countries in Africa, Latin America and the 
Western Pacific. The rapid growth of alcohol consumption in developing countries is 
likely to be followed by increases in related problems which will put a severe strain on 
scarce economic and social resources. 

Although increases in such problems are generally associated with national increases 
in alcohol consumption, forecasts based solely on the growth in per capita consumption 
by country are likely to be inaccurate because particular groups within the population 
usually account for a disproportionate share of increased consumption. In developing 
countries, young males living in urban areas are often the first to start heavy 
drinking. High proportions of related problems can therefore occur in such population 
groups even when national per capita consumption remains relatively modest. 

3.1.3.2 Progress of WHO's mental health programme 

WHO continued its collaboration with countries in policy analysis related to drug 
abuse. The process of formulation and evaluation of national policies in selected 
countries was reviewed and analysed; guidelines were developed for such policy 
formulation and for evaluation of its impact in reducing drug abuse. Part of this work 
relates to legislation. Hence WHO, in collaboration with other agencies of the United 
Nations system, reviewed and analysed legislation on treatment of drug and alcohol 
dependence in 43 countries. 

Many countries, particularly those in the developing world, have decided to 
incorporate components of drug abuse control into their primary health care programmes. 
WHO is collaborating with countries in three regions, and with nine collaborating 
centres, in preparing guidelines and a manual on drug and alcohol-related problems for 
primary health care workers. The guidelines have been tested in pilot projects in all 
those countries. 

WHO has further carried out the work assigned to it under the Single Convention on 
Narcotic Drugs, 1961 (as modified by the 1972 Protocol) and the Convention on 
Psychotropic Substances, 1971. This entails assessment of the benefits and risks 
involved in the use of narcotic drugs and psychotropic substances with dependence 
liability. On the basis of such evaluation, recommendations are formulated and 
forwarded to the Secretary-General of the United Nations and subsequently debated at its 
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Commission on Narcotic Drugs. During the biennium the Commission placed 33 commercially 
available benzodiazepines and pentazocines under the 1971 Convention. A further list of 
17 amphetamine-like substances is awaiting debate by the Commission in February 1986. 
In order to streamline the evaluation process, the Director-General submitted to the 
Executive Board in January 1984 new procedures for reviewing psychoactive substances for 
international control under the 1971 Conversion. They include the convening of an 
annual expert committee on drug dependence and a working group on programme planning; 
they also allow for closer collaboration with governments and other interested parties; 
for example, the International Federation of Pharamaceutical Manufacturers Association 
and the pharmaceutical companies concerned. 

Working with countries on the development of comprehensive national policies to cope 
with alcohol-related problems remains another priority of WHO's work. Building upon 
previous activities in all WHO regions, particularly in Europe, and upon a series of 
intercountry and national workshops in the African region, experience is being gathered 
on a range of approaches to policy development and implementation. A review of national 
policy measures has been completed that presents data on the current and potential 
impact of different strategies. Advisory services were provided to countries to review 
the nature and magnitude of the alcohol-and drug-abuse problem and to evaluate the 
national programmes and the services available for prevention and control. 

WHO has collaborated with Member States in reviewing the role of various treatment 
approaches and in updating the "state of the art". The United Nations Commission on 
Narcotic Drugs, in Resolution 3 (S-VI), recommended that governments obtain information 
from WHO inter alia on the hazards of indiscriminate prescribing of methadone for 
treatment of opiate addiction. Since the United National General Assembly, in 
Resolution 32/124, had invited WHO, in collaboration with UNFDAC, to initiate action to 
design models for prevention, treatment and rehabilitation in the case of drug abuse, 
WHO asked 20 countries to summarize their experience in using methadone; its role in 
these countries was analysed and a pertinent document finalized. 

Development of techniques for identification, prevention and management of 
alcohol-related problems in primary health care settings is another priority area. 
Simple screening procedures for the early detection of those problems have been tested 
in six countries. These procedures are also being used in studying a range of simple, 
low-cost treatment interventions that can be undertaken by primary health care workers. 
The role of general medical practitioners, of community networks, and of nongovernmental 
organizations has also been examined particularly in relation to alcohol-related 
problems in the family. A review of different approaches to preventing these problems 
in young people was prepared. 

3.1.4 Prevention and treatment of mental and neurological disorders 

3.1.4.1 Evaluation of the world situation 

Mental and neurological disorders are widespread in all populations and cultures and 
continue to be a source of distress, impaired productivity, and diminished quality of 
life for significant numbers of people and families. 

In most populations the lifetime incidence of mental disorders can be estimated at 
no less than 15%; and at any point in time about 5% of the population suffer from 
long-term disability due to mental illness or handicap. In the developed countries the 
main causes of such disability are: chronic psychosis such as schizophrenia, 
depression; dementia and other organic brain syndromes of mid- and late life, 
epilepsy, consequences of cerebrovascular disorders, neurosis and psychosomatic 
disorders. Suicide is among the leading causes of death in younger people in a number 
of countries, and there are epidemiological data which indicate that, at least in Europe 
and North America, the incidence of depressive illnesses is increasing in the younger 



MNH/POL/86.6 
Page 11 

age groups. In the developing countries, the principal causes of chronic mental and 
social impairment are similar to those prevailing in the developed countries, but there 
is relative excess of distress reaction associated with psychosocial stress, organic 
brain syndromes due to trauma, infection or parasitosis, and behaviour disorders in 
adolescence, especially in the rapidly growing Third World cities. 

Neurological disorders such as epilepsy, stroke and its sequelae, parkinsonism, and 
peripheral neuropathies, are important contributors to disability and excess mortality 
all over the world. While the incidence of stroke is showing a tendency to stablize or 
even decline in some developed countries, there is an alarming increase of this disorder 
in parts of the developing world, notably Africa. Tropical and parasitic diseases are 
the underlying cause of both the very high rates of epilepsy and peripheral neuropathy 
in certain areas of the Third World. The sequelae of malnutrition in early life, 
especially if aggravated by infectious disease, may be at the root of long-term 
vulnerability of the central nervous system to various pathogenic factors and stresses. 
Generally, the pace of aggravation of the mental health and neurological problems in the 
Third World - coupled with the demographic trends towards population increase -
outstrips very seriously the capacity of national health systems to cope with such a 
burden. 

Mental health and neurological research has made major strides in the last decade, 
and much of the promising development has occurred on the basis of advances in basic 
neurosciences, clinical research, and epidemiology, or ingenious combinations of these 
different approaches. Examples are the identification of a Deoxyribo Nucleic Acid (DNA) 
marker for Huntington's disease as a result of epidemiological, clinical and laboratory 
studies; the discovery of endogenous ligands for receptors in the brain which bind 
psychoactive substances; new leads in the research into transmissible dementias; the 
development of refined, specific diagnostic criteria for the major mental disorders and 
of instruments for their identification in community surveys and clinical settings; and 
increased knowledge about the structure and functions of protective social networks. 
WHo-coordinated research has contributed new data on the age- and sex-specific incidence 
of schizophrenia in different cultures, on the effects of psychotropic drugs in various 
populations, and on the prediction of impairments of social functioning in severe 
psychiatric illness. Reliable estimates of the prevalence of neurological disorders in 
a variety of countries has been obtained through WHO studies. 

Major breakthroughs in the methods for control of mental disorders may be expected 
to occur in the early 1990's when a new "crop" of psychotropic drugs, resulting from 
current research into transmitter precursors and neuromodulators will enter the clinical 
trial stage. Other important developments in the next decade concern the ante-natal 
identification (with possibility for primary prevention) of some of the severe 
degenerative disorders of the central nervous system, improved non-pharmacological 
methods for stress management, and the definition of disease markers for some of the 
major psychiatric disorders which will facilitate epidemiological and clinical research 
into their causes. New insight into mental functions, as well as new practical 
diagnostic tools are likely to result from developments in the field of artificial 
intelligence. Generally, a qualitatively new phase in the understanding of human beings 
and behaviour is likely towards the end of the century and, provided that socio-economic 
conditions are favourable, increased possibilities for prevention and treatment may 
significantly improve the lot of many people around the world. 

3.1.4.2 Progress of WHO's mental health programme 

With the increasing shift of mental health care away from custodial institutions and 
into primary health care settings, the need for improved diagnostic tools and new 
classification concepts is now more acutely felt, especially by mental health workers in 
developing countries. A major conference, eo-sponsored by the Government of Indonesia, 
WHO and other member states of the Association of South East Asia Nations (ASEAN) 
(Jakarta, February 1984), made a range of proposals for the revision and updating of 
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such tools and concepts, emphasizing their usefulness to planners and providers of 
mental health care in developing countries, and taking into account recent advances in 
the understanding and management of mental disorders. 

In the same context, work proceeded on the classification of diseases of ~he nervous 
system and an Application of the International Classification of Diseases to Neurology 
(ICD-NA) was prepared which is compatible to the Ninth revision of International 
Classification of Diseases (ICD). 

Closely linked to this action is the development of new diagnostic technology to 
provide mental health workers with standardized interview designs and decision trees for 
identifying specific mental disorders and psychosocial problems - a prerequisite for the 
rational choice of intervention. Two such instruments - the Composite International 
Diagnostic Instrument (CIDI) and the Schedules for Clinical Assessment in 
Neuropsychiatry (SCAN) - passed in 1985 from the drawing board to the field and are 
currently undergoing validity and reliability tests before being released for use. CIDI 
is designed for field use by lay workers taking part in community surveys of mental 
health problems, whereas SCAN is primarily for use in research or clinical settings. 

In 1985, results became available from the WHO-coordinated studies on the incidence, 
manifestation and course of schizophrenia and related disorders. They show that 
potentially disabling mental disorders occur at about the same rate (2.1 to 4.1 per 
10 000 population in the risk period of ages 15-54) in all seven areas studied, and that 
early detection by the health services is possible. 

In collaboration with the Expanded Programme on Immunization, a strategy was 
formulated for assessing the effects of large-scale immunization on the incidence and 
prevalence of mental and neurological disorders or conditions in the population 
concerned. Parallel arrangements have been made for experts to assess the mental health 
consequences of measles eradication campaigns (e.g., in the United States). A document 
on prevention of mental, neurological and psychosocial disorders has been prepared for 
submission to the Executive Board in January 1986. It specifically points to metnods 
which are relevant to the primary health care level, although its scope is wider than 
primary care. 

The first three issues of the WHO Newsletter, "Biological approaches to mental 
health", (to be produced at six month intervals) were published in "Progress in 
neuro-psychopharmacology and biological psychiatry". A study on diabetic peripheral 
neuropathy was completed and a document produced which provides general practitioners, 
diabetologists and neurologists with up-to-date information on the prevention of 
neurological complications especially related to diabetes mellitus. A study on 
traumatic peripheral neuropathy, which involved field research centres in China and 
Italy, was finalized. 

Field research centres in Canada, Italy and Nigeria completed their WHO-coordinated 
work on neuroendocrinology and behaviour in aging. The study showed the correlation of 
neuroendocrinological changes and behaviour in different age groups and the decline of 
these parameters with aging, particularly in neurohormone levels. 

3.2 Specific regional and country trends 

The Group analysed specific regional and country trends and corresponding WHO 
responses in the field of mental health on the basis of the reports presented by 
representatives of the WHO regional offices and regional mental health planning bodies, 
such as regional coordinating groups. The results of these analyses are presented 
region by region. 
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The African Region is characterized by a relatively low density and uneven 
distribution of population and an insufficiently developed network of communications, 
both within and between countries; rapid pace of socio-economic change which often 
disrupts or clashes with the traditional values and structures of society; high rate of 
economically motivated migration and large numbers of refugees fleeing famine, war and 
persecution. The health situation is characterized by widespread tropical and parasitic 
diseases; other infectious diseases; infant malnutrition and diarrhoeal diseases; 
sequelae of injuries; and vascular disorders and, particularly, hypertension. These 
factors and conditions are closely related to the picture of mental health and morbidity 
in the Region in which the following features are prominent: 

(i) high prevalence of psychotic and non-psychotic conditions and of 
neurological disorders associated with organic damage to the nervous 
system, due to infection, nutritional or metabolic disturbance, or 
trauma. Such conditions affect all age groups, but their social 
significance is reinforced particularly by the fact that they are frequent 
in children; 

(ii) high prevalence of psychosocial disorders often related to the stress of 
uprooting, migration, resettlement and urbanization, including 
psychosomatic and neurotic conditions, depression, conduct disorders in 
children and juvenile delinquency, psychosocial malaise, apathy and 
demotivation, as well as alcohol and drug abuse. The latter in particular 
are recognized in a number of African countries as a problem of rapidly 
growing importance; 

(iii) increasing numbers of people with chronic disability associated with 
conditions such as schizophrenia or epilepsy, often with severe secondary 
social effects on the family. 

The psychosocial aspects of health, health care and overall development have been 
seriously neglected in most African countries. Training in these aspects of health has 
been insufficient and much of the knowledge necessary for application in this area is 
still lacking. The understanding of the authorities that this is an area of priority in 
training and service provision is often non-existent. 

In contrast to the magnitude and severity of the above problems, the mental health 
infrastructure in the African Region, regarding both services and research, is still 
very weak. Although centres of excellence in mental research, e.g., university 
departments, exist in some countries, their number is far too low in the region as a 
whole. 

There are, on the other hand, significant assets for the mental health programme in 
the African Region. In many countries of the region, traditional social support 
networks are maintained and provide a firm basis on which programmes devoted to the 
enhancement of psychological wellbeing and development can take place. Many of the 
cultures of Africa contain beliefs and ways of dealing with life events which are 
helpful in coping with stress and adversity. The absence of rigidly fixed, heavily 
institutionalised health care systems in itself may in fact prove to be an asset for the 
development of an appropriate, effective and affordable service system providing care to 
those who need it. 
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3.2.1.2 WHO support to country and intercounty mental health programmes 

The Regional Office, actively supported by Headquarters in Geneva, over the 
years had shown a commitment to research and training in the region. These activities 
include an epidemiological study of morbidity caused by mental and neurological 
disorders, development of a multisectorial approach to integrate the prevention and 
treatment of these disorders into general health services and primary health care, and 
the development of appropriate training in mental health for all categories of health 
workers. These are taking place in countries like Tanzania, Zimbabwe, Rwanda, Nigeria 
(WHO Collaborating Centre for Research and Training in Aro, and the African Regional 
Health Education Centre in Ibadan) and other countries. 

Mechanisms for mental health programme formulation and promotion were also pursued. 
In AFR, WHO collaborated with the governments of Botswana, Burundi, Kenya, Lesotho, 
Rwanda, Swaziland, United Republic of Tanzania, Zambia and Zimbabwe as well as the 
African National Congress and the South West African People's Organization in 
formulating and implementing national mental health programmes. WHO was instrumental in 
the organization of intercountry workshops in Kenya, Rwanda and Swaziland, each devoted 
to the incorporation of mental health components in national health programmes. These 
types of activities were considerably facilitated by the decisions and recommendations 
of the African Mental Health Action Group (AMHAG), a high level body of government 
representatives of the above nine African countries and two liberation movements, which 
meets annually in Geneva on the occasion of the World Health Assembly. 

Bilateral support by Belgium, Denmark, Norway and the USA has continued to be the 
major source of funding of the activities in this programme. A new development has been 
the funding given to the African Mental Health Association by the Canadian International 
Development Agency. These funds are to be used to create or strengthen local mental 
health associations. 

The Division of Mental Health prepared a background paper for the meeting of the 
Advisory Committee on Medical Research for the African Region, which took place in 
Tananarive, Madagascar, from 15 to 19 April 1985. The paper gives a review of the 
situation, a list of possible priority areas for research in the region, and specific 
suggestions for activities that could be undertaken in 1985. These priority areas 
concern the fields of mental health service research, research on psychosocial factors 
related to mental health and human development, and "baseline" investigations of mental 
health, mental and neurological morbidity. These research areas were identified in the 
light of the needs and concerns expressed by countries in the region. The final choice 
among those proposals will of course be made by the countries, taking into account their 
specific interest and needs, their existing (and projected) research infrastructure and 
the possibility to attract support from WHO and from research institutions in Africa and 
elsewhere. In doing so, it will be important to fully utilize existing mechanisms of 
technical cooperation among developing countries, and the African Mental Health Action 
Group was mentioned as an important source and coordinating mechanism in this respect. 

The Regional Office for Africa will be reorganized, as announced by the Regional 
Committee in 1985. One of the features of particular importance to the Mental Health 
Programme is the proposed subregional structure with mental health representation in 
each subregion. 

3.2.2. The Region of the Americas (AMR) 

3.2.2.1 Overview 

The Region of the Americas is composed of 35 countries, which despite their 
differences show numerous common traits and share a number of common health problems. 
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Two of the countries, i.e., Canada and the USA, are far more developed than the rest 
and similar to the most advanced countries of the European Region with which they 
maintain numerous linkages. 

One country in the region is still in the category of least developed countries. 
The rest are in different stages of development and show a tendency toward the 
improvement of their economic and social indexes. However, the present economic crisis 
is affecting the pace at which their health systems and health conditions are 
advancing. The bulk of the technical cooperation provided by the Organization is 
concentrated in these developing countries. 

In most of the countries, communicable diseases and diseases associated with adverse 
environmental factors are declining and infant mortality rates are decreasing. At the 
same time, life expectancy is increasing and chronic diseases and disabilities are 
rising, including mental disorders and psychological consequences of somatic diseases. 
This poses a formidable problem for the administration of services that have to divide 
their meager resources between these two fronts. 

Twenty years ago the most common indicators available on the severity of health 
problems were mortality rates. With the improvement of reporting systems, particularly 
from in- and outpatients services and with the demand for services by the social 
security systems, the importance of chronic diseases and psychological problems has 
become evident. Tnis new perception of needs and the increase in the awareness of the 
public of problems such as those associated with drinking and drug abuse, have generated 
an increasing number of requests for WHO's input in the field of mental health from the 
countries concerned. 

Apart from the clinical psychiatric conditions for whose control the countries seek 
cooperation, new fields for collaboration have appeared in the last few years. 

A common request refers to consultantships, organization of seminars and provision 
of travel and study grants in the field of assessment of needs and programming of 
national and provincial mental health services. 

Other requests are oriented towards the strengthening of teaching and training 
programmes, and few are directed to the promotion of research. Many countries subscribe 
to the promotion of community mental health activities and practically all of them 
adhere to the strategy of extension of health services through primary health care, 
including in that extension the provision of minimum mental health services. 

A Regional Coordinating Group for the mental health regional programme met in Panama 
in April 1985. The global and regional medium-term programmes of work were reviewed and 
recommendations for regional implementation were formulated, underlining the importance 
of mental health at the primary health care level and recognizing the need for the 
promotion of teaching and research commensurate with the needs and present situation of 
the countries of the region. 

Psychosocial factors as part of the regional and national programmes are recognized 
as important, but very few countries have introduced that approach within the mental 
health and general health programmes. 

3.2.2.2 WHO support to country and intercountry mental health programmes 

In AMR, the Organization has been collaborating with countries in drafting a 
national mental health programme for Argentina, in evaluating mental health services for 
the state of Rio de Janeiro, Brazil, in designing a national psychiatric care programme 
for Grenada. It also supported national workshops on community mental health for St 
Thomas (US), Virgin Islands and Antigua. 

The WHO Regional Office for the Americas (AMRO) has cooperated in the development of 
new mental health country programmes in Colombia, Uruguay and the West Indies. In 
Colombia, a new project supporting the development of mental health services at the 
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provincial level was started in 1984. AMRO consultants in epidemiology, community 
mental health and primary health care were involved and two national meetings were held 
to discuss those themes. In Uruguay, in 1985, after the return to constitutional rule, 
a new mental health project was established. The main concern has been the redefinition 
of the national mental health programme and the upgrading of psychiatric care at the 
State owned facilities. 

In the West Indies, (Antigua, Bermuda, British Virgin Island and Cayman Islands), a 
new mental health project was started focusing primarily on training, through 
fellowships. Psychiatric nursing and alcoholism prevention have been identified for 
three countries as priority fields. 

Technical cooperation activities in AMR are programmed on an annual basis according 
to the guidelines set up by the American Regional Programme and Evaluation System 
(AMPES).(4) 

Ongoing activities initiated prior to 1983 include support to the development of 
national mental health and substance abuse prevention and control programmes, technical 
cooperation with national programmes, dissemination of information and promotion of 
teaching and training. New projects developed since 1983 included: 

Regional Mental Health Coordination Group. In 1984 the Regional Director 
approved the creation of a regional advisory group for the mental health 
programme. The first meeting took place in Panama in April 1985. The global 
and regional medium-term programmes as well as the AMPES programme for 1985 
were reviewed and suggestions for the implementation of activities in the 
region were made. The Group is scheduled to meet every two years. 

Periodic meetings of the Directors of Mental Health of the Central-American 
sub-region. The first meeting of this group, convened by AMRO, took place in 
Panama in April 1985, immediately before the meeting of the Regional 
Coordinating Group. In this meeting the different mental health programmes of 
the sub-region were presented and the role of AMRO discussed. Technical 
cooperation in mental health among the countries of the sub-region, 
dissemination of information and training were debated. The group agreed to 
meet periodically, and the inclusion of the meeting as a regular activity of 
the AMRO programme was requested. 

Mental Health Action Group for the Caribbean. A series of consultations for 
the development of this project started in late 1983. In 1984 a team of 
consultants visited several countries to promote the creation of national 
coordinating groups in countries which compose the Caribbean group. The 
Conference of Ministers responsible for Health for the Caribbean community 
(CARICOM) endorsed the creation of the Action Group in 1984. 

Psychosocial development of the child. The evaluation of early stimulation 
projects in selected countries of the region was undertaken as a joint activity 
of AMRO and the Inter American Institute of the Child (1984-1985). Follow-up 
activities are scheduled for 1986. 

<4 )The Regional Mental Health Programme (1984-1989) provides the general framework 
for the mental health component of the Annual AMPES exercise. Every fall the technical 
branches of the Washington Regional Office and the AMRO offices in the countries draft 
their proposals for the ensuing year. After exchange of correspondence and consultation 
between the Regional Office, the country offices and the Governments a final budget is 
prepared. 
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Psychosocial problems of old age. A pilot study on the prevalence of dementias 
in older people in selected areas was proposed in mid 1985. A consultation 
group met in August and a proposal for an epidemiological study was drafted. 
Three countries, i.e. Argentina, Chile and Cuba were identified as prospective 
participants based on their expressed interest and local favourable 
conditions. These countries are now adapting the general proposal to their 
national situations. Contingent upon the availability of funds, field work 
will start in 1986. 

Risk taking behaviour in adolescence. An international seminar on this subject 
took place in Mexico in April 1985. Training courses on management of problems 
of adolescents utilizing family therapy techniques were conducted in Costa 
Rica, Honduras and Panama in 1984-1985. 

Caribbean Seminar on Drug Abuse Prevention. This Seminar was conducted in 
Barbados in October 1985, with the participation of 15 Caribbean countries. 
The group reviewed the need for continuing work in this field and recommended 
the establishment of a joint action group on drug abuse prevention. 

The Eastern Mediterranean Region (EMR) 

3.2.3.1 Overview 

Perhaps the most significant development during the last decade is that psychiatric 
services which were previously totally confined to a few large mental hospitals, are now 
gradually being decentralized. Psychiatric units have started functioning in many 
general hospitals in the large cities with both in- and out-patient facilities in many 
countries of the region, for example, in Egypt, Cyprus, Iran, Sudan, Syria, the Gulf 
States and Pakistan, and more recently in the Yemen Arab Republic, Democratic Yemen and 
Somalia. In some countries like Sudan, Egypt, Cyprus and Democratic Yemen, the process 
of decentralization has been taken still further and psychiatric services are being 
provided at district hospitals and smaller peripheral units, along with other general 
health services. 

Though many countries have agreed in principle that mental health should be 
incorporated in the primary health care system, so far this has been managed only on a 
limited scale in Egypt and Sudan. However, a significant development in this respect is 
the training programmes in mental health for general physicians which have been started 
in a large number of countries. A review of these training programmes suggests that so 
far most of them are not specifically geared to the needs of primary health care. These 
training programmes are generally oriented toward imparting up-to-date knowledge in 
psychiatry rather than concentrating on teaching essential practical skills to general 
physicians so that they can look after a large number of patients with mental, 
neurological and psychological problems who currently attend the health services at the 
primary health care level. 

Recognizing the shortage of mental health professionals and even general physicians, 
some countries like Egypt, Sudan and more recently Democratic Yemen have started mental 
health training programmes for non-physicians and health personnel working at primary 
health care level. Democratic Yemen has also introduced a programme of essential drugs 
for neuropsychiatric services. This has greatly reduced the cost, and initial reports 
suggest more satisfaction with the services. 

The shortage of qualified mental health professionals in almost all the countries of 
the region is well known. For example, facilities for training, leading on to a 
postgraduate qualification in psychiatry, are available only in a small number of 
countries such as Egypt, Pakistan, and Iran and to a limited extent, Saudi Arabia and 
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Jordan. Sudan has also very good facilities and it is about to start its postgraduate 
training programme in psychiatry. Iran has recently upgraded the facilities by 
establishing a central Teheran Psychiatric Institute. Training facilities for clinical 
psychology are at present limited only to Egypt among the Arab speaking countries of the 
region, while psychiatric nursing training is available in Bahrain and Egypt. 

One additional problem which is being faced in many countries is the lack of clarity 
of the role of various members of the mental health team such as psychiatrists, clinical 
psychologists, social workers, nurses. Many mental health professionals received their 
initial training in the West and often transfer prejudices and interprofessional 
rivalries from there to developing countries. To extend the mental health services, 
particularly in the context of primary health care in developing countries, it is 
important that these rivalries are quickly contained so that the total potential 
contribution of each professional group is integrated into the larger national 
programmes of mental health. It was also noted that while in-service training 
programmes in mental health for doctors have started in many countries, the teaching of 
mental health and behavioural sciences in undergraduate medical curricula continues to 
be inadequate. 

A review of the country reports presented at a recent meeting in Damascus points to 
most encouraging changes taking place in some countries of the region. The stigma about 
mental illness is becoming less and people are more openly coming forward for treatment 
to modern psychiatric services. In a number of countries, for example in Egypt, Saudi 
Arabia and Sudan, there is now a senior officer in the Ministry of Health who is 
designated to look after the mental health activities in the country. Though most of 
the countries still do not have a national mental health policy, there are countries 
such as Democratic Yemen and Somalia which have already placed mental health on the list 
of health priorities in their countries. 

A remaining stumbling block in the provision of mental health services is the 
existence of old and outdated mental legislation in the countries of the region which 
makes it difficult for many of those in need to utilize these services. Some countries 
such as Pakistan and Sudan are taking active steps to improve their legislation. The 
poor state of the records of the present mental health services is seen as a serious 
shortcoming in many countries, which is hampering the development of national programmes 
of mental health. A good information system would be essential for starting some 
action-oriented research in the countries of the region. Furthermore, there is very 
little collaboration between university departments and ministries of health in the 
implementation of mental health programmes. 

International conflicts and their effects on large sections of the population, and 
periodic migration of large numbers of mostly adult male population, are serious stress 
factors in many countries. Another disturbing new mental health problem emerging in 
many countries is the rising trend of drug abuse among youth. While it was appreciated 
that drug abuse is a complex social problem involving many sectors and often the 
solutions do not lie in the health field, nevertheless, the mental health services have 
the primary responsibility of tackling the health related problems associated with drug 
dependence. 

Encouraging developments are innovative approaches which some dedicated health 
workers have introduced in their countries to cope with the very difficult problems of 
mental health with limited resources. Often these innovations go unnoticed or are 
considered routine matters in a given country. For example, the practice of admitting a 
relative along with the patient in a psychiatric inpatient service in a general hospital 
or a mental hospital is currently exercised in many countries of the region like Sudan, 
Yemen, Libya, Pakistan. It is an improvement in the service from a mental health point 
of view and is a practical step in view of the limited number of nurses and other 
staff. Among the other innovative approaches, the use of the mosque and other religious 
institutions for community involvement need mentioning, which occurs in Egypt, Saudi 
Arabia and many other countries. This is of practical importance in tackling the 
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problem of drug dependence. Another interesting approach has been reported from Yemen, 
where until recently there was no mental hospital, and the problem was approached by 
converting part of a prison into an open hospital for mental patients. 

In conclusion, it appears that in the field of mental health, the last decade has 
seen highly significant developments. Though limitations in resources, particularly in 
the field of qualified manpower, continue to be a serious constraint, a new phase in 
mental health care in the region has emerged with emphasis on decentralization of 
services, integration of mental health with general health services, and the 
organization of training programmes in mental health for general physicians and other 
health personnel working at primary health care level. The time is now ripe to organize 
these individual efforts and fragmented activities into comprehensive national mental 
health programmes, including not only those of prevention and treatment of the mentally 
ill, but also the promotion of mental health as a logical step towards Health-For-All. 

3.2.3.2 WHO's support to country and intercountry mental health programmes 

In EMR, the share of mental health in WHO's Regular Budget for the year 1984-1985 
was about 1% (i.e. less than half a million dollars). However, an additional amount of 
about a quarter of a million dollars was available through voluntary funds from one 
country for help to some neighbouring countries. Out of 22 countries, ten countries had 
budget commitments for mental health. On evaluations made by WHO review missions, it 
was found that only half of them had utilized these funds adequately by the end of the 
biennium. Other countries either did not utilize these funds or later used them for 
some hurried orders of supplies and equipment during the last six months. 

At present, in the majority of countries, the WHO collaborative programmes appear to 
be disjoined and not organized towards clear goals and objectives. In most of the 
countries there is no clear mental health policy or a programme of mental health. As a 
result, when. the question of collaboration with WHO comes up, the country's response is 
usually not very structured but appears to be based more on and hoc decisions. 
Sometimes it is the report of a previous consultant which forms the basis for action, 
but more often it is some isolated activity helping some individual department or 
persons which constitutes the WHO country programme. 

One other limitation is that WHO deals mainly with ministries of health who often do 
not have adequate representation of mental health. In many of the countries it is 
difficult to identify a suitable national counterpart. The problem is further 
complicated in large countries like Egypt or Pakistan which have a federal organization 
with many provinces with independent health organizations, and a central ministry of 
health which has only limited influence on their functioning. 

WHO has its own limitations. Its role is generally advisory. Its staff cannot go 
and do the field work in the countries. Its manpower is limited. For example, in the 
mental health unit at the Regional Office, there is only one person who deals with the 
programme. Travel is restricted and hardly more than 4-6 countries can be visited in a 
year. Suitable consultants are also difficult to recruit. 

During the last decade, in spite of such limitations the Organization's mental 
health programme has made significant contributions in the following areas: 

there is an increased awareness and acceptance of the mental health component 
of the WHO programme in the countries. More countries are now keen to develop 
this programme. During the 1984-1985 biennium, 10 countries had allocated 
funds for mental health activities. During 1986-1987, 15 countries (out of 22) 
have allocated funds in the WHO budget. Two or three more countries have also 
indicated their interest for undertaking activities in 1988-1989. 
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The number of mental health professional staff has steadily increased in many 
countries; for example, in Syria, there were nine psychiatrists in 1976, and 
there are now 30. WHO has contributed to this programme by providing 
fellowships to a number of trainees. 

There is wider acceptance of the principle of decentralization and integration 
of mental health in general health services. Psychiatric units at general 
hospitals have been started in many countries. In some countries, such as 
Democratic Yemen, Egypt and Sudan, mental health services are being extended to 
primary health care level. Training of general practitioners in mental health 
has started in many countries. 

In future collaboration with countries, WHO will have to encourage governments to 
develop mental health policies and to draft national plans of action. Mental health 
programmes should not be restricted to the care of the chronically ill, but mental 
health should be seen in its comprehensive role of health protection and promotion as 
well as disease prevention and control. 

Particular emphasis needs to be placed on the mental health training of primary 
health care workers. But again the term promotion of mental health should not be used 
in its restricted sense as a synonym for the treatment of mental disease. Primary 
health care personnel in developing countries are faced with considerable 
responsibilities for individual and community health care. The clinical, educational, 
and technical functions they must perform are numerous and place an enormous burden upon 
their work satisfaction and professional effectiveness. Although these personnel have 
generally received training in the technical aspects of health care and service 
delivery, they have generally only limited exposure to behavioural sciences and have 
learnt few psychosocial skills which could enhance their work satisfaction and 
professional effectiveness. These skills include, but are not limited to: 
interpersonal communication, psychosocial assessment, stress management and behaviour 
modification, cultural sensitivity and problem solving skills. 

3.2.4 The European Region (EUR) 

3.2.4.1 Overview 

A significant change in the region after 1983 was the retirement of Dr Leo Kaprio, 
Regional Director for 18 years. Due acknowledgment has been paid to his leadership and 
support to the Mental Health Programme during the 18 years of his tenure as Regional 
Director. 

Algeria has left and Israel has joined the membership of the region, so that the 
total number of member states has remained at 33. 

Sub-groupings of European countries in the WHO region take place geographically 
i.e., East and West, North and South, Nordic Group, British Isles, Danubian countries 
and the Mediterranean countries. Yet more groupings take place by language: English, 
French, Russian and German in particular, as they are the official languages of the 
Regional Office. 

Intergovernmental organization groupings also take place: Commission of European 
Countries (CEC), Council of Europe (CE), Council for Mutual Economic Assistance 
(COMECON). 

In 1979, a mental health advisory (coordinating) group of representatives from 
Member States was convened in Bielfeld (FRG). The outcome of this meeting was minimally 
helpful, although a gratifying exchange of information was achieved. Since 1980, the 
Regional Office has obtained advice on programme development in mental health, primarily 
from principal WHO Collaborating Centres for Research and Training in Mental Health, 
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from members of the expert panels and from national counterparts. Also advice and 
exchange of information on programme development has been a feature of each working 
meeting of the Mental Health Unit in the Regional Office. 

Important opportunities for Mental Health programme development have occurred in the 
major administrative reorganization of the Regional Office. Health-For-All policy and 
the Regional Strategies and Target document preparation has permitted a viable and 
visible platform for executive advocacy, along with the Consultative Group of Programme 
Development, the Consultative Group on Budgeting Questions, and to a lesser extent the 
Health Development Advisory Committee. 

A major disappointment has been the neglect of the mental health field by the 
European Advisory Committee on Mental Research. 

External advocacy and support has been achieved by regular personal contact, by 
telephone, by telefax and by correspondence with national counterparts in 30 Member 
States. This has been, and will continue to be, an invaluable network and 
infrastructure. It has helped in dealing with WHO fellows. This is important since 
EURO places upwards of 80% of WHO fellowships from all regions. 

In spite of strenuous efforts to achieve joint working of programmes, and joint 
working between regions, e.g. EURO and AMRO, as well as efforts of joint working between 
EURO and Mental Health Division in Headquarters, inseparable barriers still exist. 

The Seventh General Programme of Work in EURO introduced three programmes within 
principal programme area 3.10. Each programme has five principal objectives, and 
wherever possible and appropriate, these objectives were supported, and at times even 
replicated in the country programmes. 

The first of those three programmes with the title 10.1, ''Psychosocial factors and 
mental health'', also covers activities related to the prevention and treatment of mental 
and neurological disorders. In this respect it differs from the programme 
classification for the rest of the Organization (see Annex 4) where those two broad 
groups of activities are treated as separate subprogrammes of programme area 10. Other 
programmes are "3.10.2(a) Prevention of alcohol abuse" and "3.10.2(b) Abuse of 
pshychoactive drugs". The objectives of those three programmes are listed in Annex 5. 

The programme area on abuse of psychoactive drugs has been considerably strengthened 
by the establishment of a regular budget post from 1986. 

3.2.4.2 WHO's support to country and intercountry mental health programmes 

In EURO, country programmes were re-established in 1984 as the paramount effort for 
the delivery of WHO technical support to Member States in the achievement of the global 
target Health-For-All by the Year 2000 (HFA/2000). 

Spain, Geneva and Portugal quickly included mental health in country cooperative 
programmes from 1984. Morocco was carefully prepared and advised on the introduction of 
mental health to the country cooperative programme. Malta, Yugoslavia and Turkey are 
other countries preparing a WHO country cooperative programme with a mental health 
component. 

In some countries (e.g., Bulgaria), a standing Joint Consultative Committee between 
the Ministry of Health and WHO provided and established a forum and platform for 
credible, reliable and regular advocacy for the Mental Health Programme. In others 
(e.g., Greece and Spain), the presence of important national representatives at training 
courses on Managerial processes for national health development (MPNHD) encouraged easy 
communication and understanding in country programme development. 
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A major initiative was the Second Conference of European Health Ministers which was 
held in Stockholm in April 1985 on "Mental Health in the Future". Twenty-one countries 
were represented and 17 Ministers of Health attended. Papers were presented and 
debated, a review of WHO programmes in Mental Health in Europe was presented, and a 
final report with recommendations was issued. 

From the Commission of European Communities, Directorate of Employment, Social 
Affairs and Education, generous funding was given to Greece to support the 
implementation of their National Mental Health policy for the years to 1990. 

Since the last meeting of the Global Coordinating Group for the Mental Health 
Programme a series of intercountry activities was carried out in the European Region. 

Following recommendations of the Scientific Group on Senile Dementia (Paris, 
1983), EURO organized a Workshop on Assessment of Dementia in the Elderly 
(Glasgow, 1985), and an International Meeting on Alzheimer's Disease and 
Related Disorders (Brussels, 1985). 

An international study on the content and structure of mental health training 
in schools of Public Health has been undertaken by the National School of 
Public Health, Lisbon, Portugal. 

A consultation on the Contribution of Psychology to Programme Development 
(Bonn, Federal Republic of Germany). 

Working Group on Crisis Intervention and Psychiatric Emergency Services, 
Vienna, Austria, 25-28 February 1985. The summary report of the Working Group 
is being published in four languages. The material compiled in this meeting 
will be used for updating, complementing and adding supplementary information 
to PHE No. 11, "Crisis Admission and Emergency Psychiatric Services". This 
manuscript will be considered for publication by EURO in "Public Health in 
Europe". 

Psychiatric Case Registers (a joint activity with WHO, Headquarters). A 
Working Group in Groningen, 30 September to 2 October, reviewed draft 
manuscripts and prepared a text for submission to Elsevier Publishers, 
Netherlands. The text includes a worldwide inventory of psychiatric case 
registers and many scientific papers, describing the work of centres and 
collaborative work between centres. 

Indicators for monitoring progress in mental health in Europe. This activity 
will continue through to 1989 with frequent consultations and collaborative 
studies by many centres concerned with the Mental Health and with the 
Alcohol-and Drug-Abuse Programmes. The focus will be preparation, testing and 
application of indicators for progress on European targets 4, 12, 16 and 17 of 
the Regional Strategies of Health-for-All.(5) 

EURO supported countries' efforts to formulate national alcohol policies by 
reviewing existing policies. In this context case studies were carried out on 
government decisions and statements from the Federal Republic of Germany, 
Norway, United Kingdom and USSR. Also, barriers to implementation of policy 
proposals were identified. 

The first meeting of investigators collaborating in the study on community 
response to alcohol-related problems (an adaptation of the interregional study 
with the same name) took place in Madrid (June 1985). It is expected that this 
intercountry project will continue until 1987. 

(5) Targets for Health-for-All, WHO, EURO, Denmark 1985. 
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All Member States in the South-East Asia Region have committed themselves to the 
social goal of Health-of-All by the year 2000 through primary health care. This 
commitment reflects itself in varying degrees in the countries' health policies and 
health plans. Even where there is a clear policy commitment to the Health-of-All 
strategy, it may be limited to fields under the direct responsibility of the Ministry of 
Health. 

A policy commitment to primary health care and the integration of mental health 
skills into PHC exists in several countries of the region. However, in most countries 
implementation of such policy faces considerable resistance. First, non-psychiatric 
health professionals cannot always easily be convinced of the usefulness of such 
skills. Second, it proves very difficult to convince psychiatrists - whose working 
capacity usually is fully absorbed in mental hospitals or private practice - to make 
their skills available to non-specialized health staff. Thirdly, psychiatrists often 
tend to have strong initial inhibitions against venturing into areas outside the 
treatment of mental diseases, thereby considerably reducing the scope of skills they 
would have to offer, and limiting them to detection and treatment of psychoses which are 
perceived as a low priority in most developing countries. In this context, it is 
interesting to observe the acceptance of the importance of skills related to child 
mental health in Sri Lanka and the vigorous implementation of related training 
programmes. This acceptance has followed the recognition of the usefulness of child 
mental health skills for the functioning of the PHC infrastructure. At the same time, 
specific psychiatric skills do not seem to be in great demand, and the WHO country 
programme, which has psychiatrists mainly from the mental hospitals as counterparts, 
does not seem to be able to forge ahead with comparable vigour. 

On the other hand, a successful psychiatric programme in the Maldives (beginning 
with the training of one general practitioner in basic psychiatric skills) has generated 
an opening for the inclusion of a wider range of behavioural and psychosocial skills 
into the PHC infrastructure. 

National advisory bodies on mental health have been constituted in several countries 
of the region, in most instances with support from the WHO country programme, but none 
has been able to function to its full potential capacity. One exception is the Child 
Mental Health Core Group in Sri Lanka. This multi-sectoral group however is not 
'advisory' but 'coordinates', what each member of the group is doing in his/her 
respective area of responsibility. 

There have been no additional developments concerning the establishment of focal 
points (divisions, or directorates) for mental health within Ministries of Health. This 
was planned for 1984-1985 in India, but is now probably happening in the 1986-1987 
biennium only. Where such focal points exist, they historically came into being as 
central mechanisms to administer the functioning of the mental hospitals in a country, 
and this continues to be their main function. Under these circumstances, a 
reorientation of the respective unit towards more Health-for-All and Primary Health Care 
concerns is, for obvious reasons, not always easy. 

It still happens that a country programme proposal consists almost entirely of 
extra-regional fellowships of doubtful relevance to mental health activities in the 
country. 

The question of a country's mental health needs, as far as WHO can respond to them, 
arises only where there is a national mental health programme shaped in congruence with 
the country's overall commitment to Health-for-All. If not, WHO's role can be one of 
sensitizing governments and the mental health counterparts towards a Health-for-All and 
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PHC orientation in their mental health activities, which may include preparing the 
ground for the formulation of a national mental health plan or programme, relevant to 
these concerns. 

An observation which applies widely in countries of SEAR refers to primary health 
care. Countries put emphasis on building a PHC infrastructure and on technical contents 
of curricula for basic health workers. Parallely, WHO activities to a large extent are 
oriented towards development and adaptation of knowledge, methods and techniques to fit 
the requirements at PHC level. Additional efforts are however needed to clarify the 
"functional" aspects of PHC. Analysis and prevention of the burn-out syndrome in health 
workers, improvement of the social acceptability of health workers in carrying out their 
tasks, prevention of exploitation of ignorance by health workers, improving the 
technology for generating and maintaining health-related social action are examples of 
such functional aspects. 

3.2.5.2 WHO's support to country and intercountry mental health programmes 

The following activities are either new, have changed in form, or have gained 
in visibility: 

Identification of 'risk families': Based on the work on indicators of 
child mental health in Sri Lanka, the identification of families at risk or 
providing an environment unfavourable for optimal development of children and 
in special need for promotive and preventive interventions, is now Government 
policy in Sri Lanka. The 'home risk card' is being introduced country-wide, 
beginning with the project areas of the UNICEF-funded child mental health 
project. This activity, with its special obvious relevance for Health-for-All, 
has gained high visibility in other countries as well, especially Indonesia and 
Maldives. The Indian Council of Medical Research and one State in India, 
Himachal Pradesh, have also shown interest in taking up related projects. 

Early stimulation programmes (for children from socially disad·vantaged 
families): This is an emerging activity, the initiation of which was greatly 
facilitated by a Headquarters-sponsored short-term consultant, Dr Barbara 
Tizard, to the Anganwadi programme (Integrated Child Development Scheme) in 
India. A project proposal is expected from the Department of Child 
Development, Baroda (India), and Indonesia has requested technical assistance 
from WHO for such a programme which is in the initial phases of 
implementation. In the child mental health project areas in Sri Lanka 
(covering now about one-third of the country), a number of small-scale and 
volunteer-run early stimulation centres have emerged: training material is an 
adapted version of the WHO Manual for the Training of the Disabled in the 
Community. 

Diagnosing behaviour: An ongoing project of preventive education is 
focusing on harmful impetuous behaviour, such as adolescent drug 
experimentation, impetuous suicide and group violence. Efforts are now under 
way to extend the concept of a behavioural diagnosis (sufficiently simple for 
utilization by primary workers) to other areas where behaviour changes are 
being aimed for. In a first project of this nature, the feasibility of 
reliably recognising (and diagnosing) behaviour of family planning 
acceptance/non-acceptance is being explored (India). 

Needs of families with a mentally retarded family member: A Regional 
Working Group had been formed for coordinated work in the region on the 
quantification of the perceived burden and needs of affected families, and on 
the impact of certain interventions on the same. 
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The Western Pacific Region, with its population of approximately 1.3 billion, is 
characterized by tremendous contrasts and differences in terms of overall development, 
size, climate, political system, culture, and level and type of development of health 
care. Because of this diversity and heterogeneity, the situation with respect to mental 
health varies widely from country to country. 

Severe mental illness such as schizophrenia and severe depression are a common 
concern of countries or areas of the region as there is no known human group or 
community - whatever its level of development - that can be said to be unaffected by 
these problems. In most countries, chronic schizophrenia accounts for 60% to 80% of the 
inpatient population of psychiatric hospitals. In many patients the disease tends to 
run a chronic or recurrent course, and thereby poses a severe burden on the affected 
individual, his family and the community. 

Although emphasis is being given to the development of community mental health 
programmes, the pattern of delivery of mental health services differs widely in the 
region. Several countries have made commendable efforts to develop an appropriate range 
of community accommodation, domiciliary services and various support services needed to 
maintain and rehabilitate patients in the community. In Australia and New Zealand, 
there has been a major reduction in the number of psychiatric inpatients in all states. 
At the same time, there has been a marked increase in admissions both to inpatient and 
outpatient services. In Japan, however, mental heath services are mainly based in 
psychiatric hospitals and the number of psychiatric beds has shown a steady increase. 

In Malaysia and the Republic of Korea, mental health services are largely 
hospital-based. In some other countries mental health services have been integrated 
into primary health care and have been shown to be effective, and even superior to, 
hospital-based care. In Viet Nam, psychiatric dispensaries and day hospitals are 
available in each district and are backed by support from provincial and national 
hospitals. 

The development of mental health services is closely linked with the primary health 
care services in Papua New Guinea where currently much of the mental health care is 
entrusted to community health and voluntary and church workers. 

If mental health services in general are accorded low priority in national health 
programmes, mental retardation receives even less attention. Although some services for 
mental retardation are provided in the more affluent countries, such services are simply 
non-existent in most of the developing countries of the region. 

Neurological disorders such as cerebrovascular disease and epilepsy are a source of 
concern throughout the region. Stroke is currently reported to be the most common cause 
of death in China, while it is the second most common after cancer in Japan. 

There has been growing concern with the mental health of the aged population in view 
of the increased life expectancy and the increasing proportion of the elderly in the 
population. Care for senile dementia has become an important public health issue in 
Australia, New Zealand and Japan. 

A number of trends related to the mental and psychosocial aspects of health have 
emerged as a consequence of rapid sociocultural change. Increased incidence of crime 
and violence, alcohol and drug abuse among adolescents and school adjustment problems 
are reported in many countries. An increase in suicide rates has been reported among 
young males in Samoa, Truk Island and among the elderly in Japan and Singapore. 
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While there has been growing awareness of the need to further develop the mental 
health service, progress in this field has been hampered by a number of constraints. In 
several countries, particularly those with limited resources, mental health issues 
continue to be given low priority in the national health programme. A stigma is still 
attached to a number of mental disorders, which further aggravates the social burden and 
interferes with the provision of effective treatment. 

3.2.6.2 WHO support to country and intercountry mental health programmes 

Based on a number of resolutions of WHO's governing bodies, a series of working 
groups, training courses and workshops have been organized, various advisory services 
have been provided, and new research activities have been initiated related to mental 
health. 

The achievements of the regional mental health programme in recent years may be 
summarized as follows: 

Contribution to regional and national mental health policy formulation through the 
organization of regional and national meetings and provision of advisory services: 
Examples of these activities at regional level, which have shaped the basis of regional 
mental health programmes, are the first and second meetings of the Regional Coordinating 
Group on the Mental Health Programme, held in Manila in 1979 and 1983 respectively; the 
Working Group on the Prevention and Control of Drug Dependence, in June/July 1983, and 
the Working Group on Mental Retardation, held in February 1985. It is planned to 
organize a third meeting of the Regional Coordinating Group in 1986. 

In China, a meeting of the National Coordinating Group on Mental Health was 
organized in Beijing in July 1985. It is also proposed to collaborate with the Lao 
People's Democratic Republic, Papua New Guinea and Viet Nam in organizing national 
coordinating groups on the mental health programme in the context of primary health care. 

Mental health manpower development through the organization of regional/national 
training courses, seminars and workshops: A series of training courses, workshops and 
seminars have been organized to develop community-based mental health services in China, 
Lao People's Democratic Republic, Papua New Guinea, th~ Philippines and VietNam. 

In China, WHO has collaborated in the reorganization of the mental health services 
by providing consultant services and conducting workshops and seminars on such topics as 
psychiatric epidemiology (1980), psychiatric undergraduate education (1981), child 
mental health (1981), mental health in general health care (1982), psychosocial aspects 
of primary health care (1983), post-graduate training in mental health (1984) and mental 
health in the aged population (1985). China also ratified the international drug 
control treaties and has set up a research centre on prevention of drug dependence at 
Beijing Medical University. 

Promotion and coordination of research on problems of public health importance for 
several countries in the Region: WHO collaborating centres are instrumental in 
developing research and training in mental health and neurosciences. There are nine WHO 
collaborating centres in the field of mental health and neurosciences in the Western 
Pacific Region (four in China, three in Japan and one each in Australia and Malaysia). 
Eight of these have been set up over the past five years (two in Beijing, two in 
Shanghai, and one each in Nagasaki, Chiba, Canberra and Penang). Other institutions 
will be proposed as WHO collaborating centres in specific areas of mental health such as 
alcohol-related problems, child mental health and psychotropic drugs. The main topics 
of research conducted by the collaborating centres have included studies on the 
provision of mental health care; research on the mental health of vulnerable groups 
such as children; research on the epidemiology of psychosocial problems, e.g., those 
related to drug or alcohol abuse. 
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In October 1984, a meeting of heads of WHO Collaborating Centres for Research and 
Training in Mental Health was convened in Tokyo to discuss ways of promoting 
coordination between the centres and to develop collaborative research activities and 
training. 

The Advisory Committee on Medical Research for the Western Pacific Region (WPACMR) 
recognized the importance of mental health research by establishing a sub-committee on 
biobehavioural science and mental health which identified three broad areas on which 
pertinent research should focus: studies on lifestyle and health and behavioural 
epidemiology; studies on psychosocial determinants of health behaviour and community 
response to health services; and studies on behavioural intervention and community 
participation in health development. The Committee emphasized that, besides supporting 
fact-finding research, which accounted for the bulk of the social science studies in the 
field of mental health, emphasis should also be placed on research involving 
intervention. For this purpose, efforts should be made to encourage and strengthen 
collaboration between research workers, health administrators and policy makers. It was 
emphasized that such collaboration would enhance the practical relevance and utilization 
of health behaviour research. 

Prevention and control of alcohol and drug abuse: In accordance with Resolution 
WPR/RC33.Rl5 on alcohol, a regional workshop on alcohol-related problems was convened in 
Manila in August 1983 at which a practical framework was prepared for the design, 
implementation and evaluation of alcohol prevention programmes as an integral part of 
the Health-for-All strategy. Similarly, a regional workshop on national policy and 
programme formulation for the prevention and control of alcohol-related problems was 
convened in Auckland in November 1984. 

In the same context, cooperation was extended to Guam and the Trust Territory of the 
Pacific Islands (Republic of Palau) in the formulation of effective national control 
programmes on alcohol and drug abuse. In Guam, a training programme was organized to 
develop the Employee Assistance Programme on prevention of alcohol-related problems. 

In the field of information exchange on drug abuse, a meeting of the Working Group 
on the Prevention and Control of Drug Dependence was held in Manila in June-July 1983 to 
review the situation and to make recommendations on ways and means of improving the 
exchange of information and expertise in the area of drug abuse control among experts in 
the region. 

Although there is an agreement that problems related to alcohol are of major public 
health importance, reliable data exist in only a few countries in the region. It is 
considered that the development and routine use of an appropriate methodology for case 
detection, adapted for use in individual countries, would be of great value. In this 
connexion, WHO supported the epidemiological study of alcohol-related problems in 
selected countries of the South Pacific. 

A serious weakness in this programme area is the lack of adequate training of health 
workers, including primary health care workers, which would enable them to recognize 
problems related to alcohol and drug abuse, and to respond to them effectively. Special 
attention needs to be given to curricula development and to the training of health 
workers to overcome deficiencies in these aspects of the programme. 

4. WHO's response to countries' mental health needs 

4.1 The process of planning 

It is WHO's main function to be instrumental to countries which formulated national 
health policies within the framework of the social target Health-for-All by the Year 
2000, and which now implement pertinent strategies based on the principles of primary 
health care (PHC) as defined in the joint WHO/UNICEF conference in Alma Ata (USSR, 
1978). The content of WHO's collaboration with countries is specified in the 
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Organization's General Programme of Work. The main purpose of a General Programme of 
Work is to describe the Organization's objectives in the various programme areas such as 
mental health, to set specific targets to be achieved by the end of the time period 
defined by the corresponding Programme of Work, and to outline in broad terms the 
approaches which will be applied in order to achieve the targets. At an operational 
level specific activities are selected which contribute to the targets. The set of 
activities (medium-term programme) specifies what is done where, when and by whom. 

The timing of the Sixth meeting of the Global Coordinating Group for the Mental 
Health Programme had been chosen so as to permit the Group to discuss the objectives, 
targets, approaches and an outline of activities for the time period of the WHO Eighth 
General Programme of Work, and to reach agreement on the content of what should be 
submitted for consideration by the Director-General and the Regional-Directors of WHO. 

The agreement on a set of targets to be achieved by the mental health programme in 
1995 would also have direct impact on the orientation of WHO's Mental Health activities 
in 1988-1989, (since the budgetary proposal for this last biennium of the Seventh GPW 
were due). The Group was encouraged to judge the contribution of the individual mental 
health activities planned for 1988-1989 in the light of the 1995 targets, as there was 
still room for pertinent budgetary adjustments. 

The managerial process for national health development is described in a series of 
WHO documents(6) and a paper was presented on its application to mental health 
programming. Need assessment is the cornerstone for mental health policy formulation, 
programme budgeting, evaluation and, if indicated, re-programming of resources. Need 
assessment is required at various levels: at country level in order to respond to the 
needs of specific populations or population groups; at WHO level in order to identify 
the needs of countries and groups of countries. Need assessment in the field of mental 
health poses particular problems, e.g., reporting of mental health problems is hindered 
by stigamatization of those afflicted, by the lack of awareness of mental health 
problems, and neglect of psychosocial aspects of health and disease. 

In the light of these issues, the Group decided to spend some time on the problem of 
how to define and assess mental health needs as well as review the mechanisms WHO uses 
in order to learn about country needs before it (a) drafted the targets for the mental 
health programme to be achieved by 1995; and (b) looked into the individual MNH 
activities (see Annex 3, pages 9-12) in the light of those new targets. 

4.2 The problem of defining and assessing mental health needs 

Assessment relies on the collection of data which can be gathered by a variety of 
processes. Chiefly, these are routine data collection (already available in ministries 
of health or other bodies), specially conducted surveys, or by calling together workers 
in the country in meeting(s), to formulate needs based on their own experiences. 
Combinations of the above would normally be used. These processes, in principle, are 
well known, although not always easy to apply, and the Group did not go into technical 
details. It emphasized however that need assessment for policy formulation is never a 
"clean" epidemiological or statistical process. It is neither obvious how to define 
mental health needs of people and populations, nor is it straightforward to measure such 
needs once they are defined, nor is there a simple well-established way which would 
enable the national health authorities to learn about such needs, and finally it is by 
no means self-evident that WHO's perception of the mental health needs of the people, 
population and countries all coincide. 

(6)Managerial Process for National Health Development, WHO, Geneva, 1981 
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There was a feeling, however, that the value of data had been overrated for policy 
formulation or for starting a mental health programme. Data, are often under utilized. 
Political, ideological or even random factors may have a much higher "triggering effect" 
than objective data. The suicide or the mental disease of a person of public visibility 
may have more impact than the best statistical information. 

In conclusion, the Group encouraged mental health planners to use data more 
imaginatively for programme formulation, e.g., by presenting mental health data with 
clear reference to events of high public visibility, and in this way generating public 
interest in the mental field. 

WHO learns about countries' mental health needs in various ways. In the World 
Health Assembly, Government delegations meet once a year, discuss health matters, and 
adopt resolutions. Similarly, Regional Committees meet annually. The UN General 
Assembly, other UN bodies (including UNFDAC Economic and Social Council) and specialized 
agencies may also address mental health issues. The resolutions and the spirit in which 
they were formulated reflect the countries' collective views on their people's health 
needs. Hence, resolutions pertaining to topics within the domain of the mental health 
programme are a way of formally expressing mental health country needs. 

Governments, at national level, formulate and implement health programmes. In 
countries where WHO is represented by a WHO office, governments usually discuss such 
plans with the WHO representative, particularly if a country requests WHO's financial, 
managerial or technical support. Hence, through the WHO representatives in the 
countries, WHO learns about the health and mental health needs of its Member States. 

A third way for WHO to learn about mental health needs of countries is informal and 
related to the experience of the staff working in WHO at all levels. This experience is 
based on staff knowledge of the pertinent literature, of the mental health situation in 
various countries, on country visits, on frequent contacts with peer groups, e.g., in 
international meetings, etc. 

Unfortunately, the mental health "messages" WHO reads from those three inputs are 
not always identical or complementary, but quite often contradictory. This is not 
surprising. Governments may find it easier to support a resolution verbally in the 
World Health Assembly than to implement it at home by appropriate resource allocations. 
Experience of WHO staff may be biased by education, socio-economic, cultural background, 
or by specific technical interests. However, there are certain observations which seem 
to pertain particularly to the mental health field. 

Over the last decade, governments' awareness of type and magnitude of mental health 
problems of their populations has increased. This observation is particularly striking 
since it applies both to developing and developed countries. Governments' new 
perception of the scope of mental health problems, transgressing the boundaries of 
psychiatric and neurological diseases and including psychosocial aspects of health, 
health services and general development has clearly challenged WHO, and as a response, a 
mental health programme has been formulated which found the unanimous collective 
approval and support of the Organization's Member States. However, the remarkable 
awareness of mental health problems at highest government level is not necessarily 
shared at lower technical levels of the countries' health systems. 

Decisions made collectively by governments of Member States are not automatically 
implemented in individual countries. One reason for this fact, which delays country 
action significantly, is that often there are no clearly defined or "natural" national 
counterparts for mental health programme formulation. Psychiatrists in charge of 
national services for the mentally ill may lack the broader mental health perspective, 
while health planners or administrators with a wide perspection may lack health 
managerial skills or expertise in the fields of mental health. 
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This observation very often is reflected in national health strategies in which a 
mental health component is either lacking or refers to neuro-psychiatric services only. 

It is one of the responsibilities of WHO to point to discrepancies between 
collective decisions of governments (e.g. in the Word Health Assembly or the Regional 
Committees), government action at country level or scientific evidence. The Group 
emphasized that it does not see WHO's role as that of a passive receiver of data or 
requests for action. On the contrary, it encouraged WHO to even translate an 
unperceived set of problems into a demand. On the other hand, it should also point to 
situations when a demand does not any longer correspond to a public health need. 
However, this is sometimes difficult. This is mainly due to the fact that there are few 
opportunities to point to such discrepancies in direct contact at the programme planning 
stage. In order to overcome such problems some Regional Offices send out country 
programming missions. In discussions with the national country authorities, programmes 
are reviewed and priorities of health action as well as for WHO's input are 
established. The Group underlined the importance of the presence of mental health 
expertise in such teams. This may be ensured through detailed briefing in the Regional 
Office before the mission visits the countries. It would be preferable however to 
involve Regional and Headquarters mental health staff and/or well informed consultants 
in the country mission, particularly in countries where national expertise in the mental 
health field is scarce. 

5. Plans for the WHO mental health programme 1986 - 1995 

5.1 Targets of the mental health programme in the light of WHO's overall target 
Health-for-All by the year 2000 

If citizens of the world have to be economically and socially productive the 
protection of their mental life is of essential importance. Current estimates indicate 
that in the world there are today 300 million people affected by mental, neurological 
and psychosocial problems such as those related to alcohol and drugs; levels of stress 
are continuously increasing and people are no longer shielded against the adverse 
effects of this stress by protective social networks. Mental health programmes in most 
countries suffer from serious shortage of resources and attitudes towards mental health 
are still unfavourable in many settings. A major task thus lies ahead for countries if 
they are to reach Health for All. This involves better information to the public, 
reorientation of resources within the health sector, and the promotion of the value of 
healthy mental development and life. Work over the last few decades demonstrates that 
progress along those lines is possible. 

The discussions about the targets and activities between now and 1995 were conducted 
keeping this major challenge in mind, and targets for 1995 were set in line with the 
expectations that the Ninth General Programme of Work can achieve its goal provided that 
a major effort is undertaken during the Eighth General Programme of Work. 

5.2 Targets, approaches and activities for the 8th GPW covering the time-period 
1990-1995 and implications for the biennia 1988-1989 and 1986-1987 

The Group reviewed WHO's work pertaining to the 7th GPW (i.e., the time period 
1984-1989) separately for the four main subprogramme areas: "Mental health policy and 
programme promotion, coordination, evaluation and support"; "Psychosocial factors in 
the promotion of health and human development"; "Prevention and control of alcohol and 
drug abuse"; and "Prevention and treatment of mental and neurological disorders"; 
formulated targets for each of these areas; discussed approaches for reaching these 
targets; and recommended concrete activities to be pursued during the time period 
1990-1995. At the same time it analysed where the focus of work in 1988-1989 should lie 
if the activities in 1990-1995 are to be successful, and commented on potential 
reorientations of the activities planned for 1986-1987. 
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Mental health olicy and programme promotion, coordination, evaluation and 
support (10.0) 

The broader scope of mental health programmes which include not only care for the 
mentally and neurologically ill but also action to deal with psychosocial problems (such 
as those related to alcohol and drug abuse) and psychosocial aspects of health and 
overall development require multidisciplinary and multisectoral involvement, in 
planning, implementation and evaluation of activities. 

A number of countries have therefore established multidisciplinary mental health 
coordinating groups whose task is the formulation, implementation and monitoring of 
national mental health programmes. WHO is promoting this concept and provides 
managerial and technical support to such groups, which proved useful for programme 
development. Both pertinent targets formulated for programme area 10.0 (i.e., "to 
promote the establishment of national and regional coordinating groups or equivalent 
support to these groups")(9) retain their relevance also for the time period of the 
Eighth General Programme of Work. By 1995, at least half of all Member States should 
have active mental health coordinating groups. 

The progress of the programme so far and the experience from a number of countries 
demonstrated that the value attached to mental development and functioning remains low 
in many countries. This is particularly true for personnel at middle health management 
level. Techniques for solving or reducing health problems or problems related to health 
care delivery therefore remain insufficiently utilized and the population is deprived of 
benefits that it could have if available knowledge were to be employed. Much more 
emphasis will therefore have to be placed on the promotion of mental health, and a new 
target has been formulated underlining the advocacy role of WHO in the mental health 
fields. 

It was hence proposed that two new targets direct WHO's work on programme area 10.0 
- Mental health policy and programme promotion, coordination, evaluation and support: 

Targets by 1995 

(i) National coordinating groups or equivalent 
mechanisms supported by appropriate administrative 
infrastructure will have been established and used 
for policy and programme formulation, 
implementation and evaluation, in at least half of 
the countries in each of the WHO regions. WHO will 
be able to provide technical support to these and 
to the regional coordinating groups, as well as to 
other efforts directed to the development of mental 
health policies and programmes. 

(ii) Materials and techniques for use in the promotion 
of mental health and for the advocacy of the value 
of healthy mental development and functioning will 
have been produced, assessed and made available to 
Member States. WHO will be able to fully cooperate 
with Member States in this respect. 

(8)Activities of Programme area 10.0 of the Medium-term programme (MTP) of WHO 
Headquarters are subsumed under programme area 10.1 (Psychosocial factors in the 
promotion of health and human development) of the regional MTPs. 

(9)see Annex 3, top of page 9 
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Specific approaches for achieving these targets will be: 

(a) To develop methods and materials which will 
facilitate mental health policy formulation and the 
evaluation of programmes. 

(b) To facilitate intercountry and interregional 
cooperation in these efforts. 

(c) To provide technical support to activities relevant 
to the above targets. 

The main activities to be carried out during the 8th GPW 
will be: 

10.0.1: Collaboration with countries in strengthening 
managerial processes for mental health 
development. 

10.0.2: Advocacy of healthy mental development and 
promotion of mental health 

10.0.3: Mental health leadership training 

10.0.4: Collaboration with countries in formulating 
national mental health policies and programmes. 

The concept of multidisciplinary coordinating groups promoted by WHO proved to be an 
efficient vehicle in the hands of governments to bring together at national level key 
administrators and planners concerned with mental health issues, and in this way raise 
their awareness of mental health problems and engage them in efforts to deal with such 
problems. The Organization's efforts in providing managerial and technical·guid&nce to 
these groups or similar planning mechanisms need to be increased and it is expected that 
WHO will continue to pay major attention to this topic during the time period 
1990-1995. It was also felt that the continuous functioning of such groups would be 
considerably enhanced if the managerial skills of the people taking part in pertinent 
work could be strengthened. A new effort will hence be indicated to examine the 
experience gathered in the work of such groups so far and to promote leadership training 
in the field of mental health through workshops and other means. The needs for such 
training have also to be considered in the light of an examination of the role and 
function of mental health units in the ministries of health. 

The network of collaborating centres will be further developed and supported. 
Mental health information support, including the development and application of mental 
health evaluation techniques (e.g., to assess cost effectiveness) will retain importance 
and the Organization will collaborate with countries in this respect. Mental health 
promotion and the advocacy of healthy mental development needs more emphasis. Pertinent 
WHO activities will be strengthened already in 1988-1989 and new initiatives will be 
launched thereafter. Collaboration with mass media, and other means of promotion and 
advocacy will be employed in this effort. 

Table 1 lists (in the last column) the targets of programme area 10.0 (mental health 
policy and programme promotion, coordination, evaluation and support) and shows which 
activities of the 7th GPW actually in operation (first column) will feed into the 
corresponding activities 10.0.1 planned for the time period 1990-1995 (third column). 
The table also indicates the orientation of the activities during the transition period 
1988-1989 from the 7th to the 8th GPW. The following explanations refer to Table 1. 

Regarding the managerial processes for mental health development (10.0.1) the Group 
felt that pertinent knowledge is gradually increasing and that all efforts be made to 
disseminate such information. During the time period 1990-1995 

a series of national workshops will be organized on mental health components of 
managerial processes for national health development; 
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Programme area 10.0 Mental health policy and programme promotion, coordination, evaluation and support 

The Seventh General Programme of Work The Eighth General Programme of Work 

Type of activity 

POL/01 (Mate
rials for policy 
formulation) 

POL/02 (Coordi
nating groups) 

Description of Work in 1988/89 

Gains significance, serves as "basket" for 
materials produced for application 
in 1990-1995 

Gains significance, scope will widen to 
include MPNHD and to accommodate for leader
ship training 

POL/03 (Mental Will - gradually - be fused with POL/02 
health action 
groups) 

NAT/01 (Colla- Network will expand and be strengthened. 
berating centres Direct financial support for those in 

developing countries may be considered 

NAT/02 (Common ICD component will cease by 1989 
language) 

NAT/03 (Inform
ation support) 

NAT/04 (Indica
tors) 

NAT/05 (Train
ing) 

Gains importance as information support 
function to MPNHD. Will gradually include 
alcohol and drug statistics 

Will gradually be merged with NAT/04; 
retains relevance for 1990-1995 

Training will become function of individual 
programmes: "umbrella'" will be phased out 

EVA/01 (evalua- Gains importance as technical element of 
tion techniques) MPNHD 

EVA/02 (Cost 
assessment) 

EVA/03 (Treat
ment evaluation) 

PRO/ 01 (Promo
tion of mental 
health) 

Shifts emphasis to mental health programme 
budgeting (element of MPNHD) 

Will become part of EVA/01 

The results and achievements of these 
PR0/02 (quality activities should be compiled and made 
of life of chro- available widely. It is important, however, 
nic patients) that striking success stories are selected, 

otherwise degrading effects may result 
PR0/03 (Child 
mental health) 

PSY/01 (Psycho
social factors 
in PHC) 

PSY /02 (Life
style modifica
tion) 

PSY /03 (Humanize 
care) 

CHA/01 (Psycho
social consequ
ences of 
disaster) 

RIS/01 (Abnormal 
risk taking 
behaviour 

RIS/02 (Old age) 

RIS/03 (Coping) 

Activities in 1990/1995 

10.0.1: Collaboration with countries in strengthening 
managerial processes for national health development 

- A series of national workshops will be 
organized as mental health components of MPNHD 

- Guidelines will be made available for formulating 
mental health programmes and for applying 
corresponding managerial processes 

- Experiences of countries will be compiled, analysed 
and disseminated on applications of MPNHD and its 
elements 

- Establishment and continuous function of national 
coordinating groups or similar mechanisms 
will be supported 

- Efforts will be made to improve the effectiveness 
of WHO collaborating centres by facilitating joint 
planning, direct exchanges of information and 
experiences between such centres, and by direct 
financial support 

- Mental health information support to MPNHD 

- Further development of evaluation methods and 
techniques in support of MPNHD 

10.0.2: Advocacy of healthy mental development and 
promotion of mental health 

- Develop and apply strategies for disseminating 
successful examples of mental health promotion 
(e.g. pr.,motion of the psychosocial development 
of children) 

- Strengthen self-help groups 

- Disseminate information on the concepts of the 
Organization 1 s mental health programme. 

10.0,3: Mental health leadership training 

- Promote the incoporation of mental health 
components into health leadership training 
programmes 

- Support countries in conducting seminars on 
improving leadership skills of mental health 
professionals 

Targets to be 
achieved 

10.0 Mental health policy and 
programme promotion 1 coordina-: 
tion, evaluation and support 

(i) National coordinating 
groups or equivalent mechani
sms supported by appropriate 
administrative infrastructure 
will have been established and: 
used for policy and programme 
formulation, implementation 
and evaluation, in at least 
half of the countries in each 
of the WHO regions. WHO will 
be able to provide technical 
support to these and to the 
regional coordinating groups 
as well as to other efforts 
directed to the development of: 
mental health policies and 
programmes. 

(ii) Materials and techniques: 
for use in the promotion of 
mental health and for the 
advocacy of the value of 
healthy mental development and: 
functioning will have been 
produced, assessed and made 
available to Member States. 
WHO will be able to fully 
cooperate with Member States 
in this respect. 
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guidelines will be made available for formulating mental health programmes and 
for applying corresponding managerial processes; 

the experience of countries in the application of MPNHD and its elements will 
be compiled, analysed and disseminated; 

the establishment and continuous function of national coordinating groups or 
similar mechanisms will be supported; 

efforts will be made to improve the effectiveness of WHO collaborating centres 
by facilitating joint planning, direct exchanges of information and experience 
between such centres, and by direct financial support. 

The above activities deal with the dissemination or application of existing methods, 
techniques and mechanisms. It is however not to be expected that the development of 
methods, e.g., in the areas of information and statistical support, indicator research, 
evaluation technology will have been completed by 1989. Hence application of the known 
and further work on the development of what is needed but not yet known, will be 
conducted in parallel: 

development of planning and coordinating mechanisms will continue; activities 
POL/01 - 03(10) will be merged to become a single identifiable entity; 

information support will remain an important concern of the programme, NAT/03, 
NAT/04 and EVA/01 may be presented as one programme area; 

work on evaluation of mental health programmes and services, including 
cost/effectiveness methodology will proceed. The present activities EVA/02 and 
EVA/03 may be merged. 

POL/01, dealing with the development of materials for policy formulation- presently 
an "umbrella" activity for all country programmes - will have to be expanded: skills 
and materials developed in various MTP activities, through POL/01, will be made 
available for direct use at country level. This applies particularly to the application 
of MPNHD. 

POL/02, presently with main emphasis on mental health coordinating groups, will 
retain its importance. However, since lack of managerial skills and infrastructure in 
many countries delays the functioning of such group activities, leadership training will 
have to be added. In this respect close linkage with MEP/07 (also dealing with 
leadership training) should be sought. Policy and programme promotion should not 
exclusively depend on the coordinating group concept and other mechanisms, such as 
mental health action groups (like the African Mental Health Action Group, POL/03) will 
have to be promoted and supported as well. It is hence envisaged to eventually merge 
POL/02 and POL/03. 

The network of collaborating centres (NAT/01) will need expansion and 
strengthening. This will be done mainly through collaborative research in which such 
centres will participate. Centres in developing countries may need particular 
attention, on occasion even direct financial support. 

The work on ICD-10(11) (NAT/02) will be completed by 1989. However, certain 
aspects of this activity, which also deal with the development of a "common language", 
may continue into the period 1990-1995, but such work will be reported elsewhere, e.g., 
under 10.3 (Prevention and treatment of mental and neurological disorders). 

(lO)The acronyms refer to special activities of the Medium-Term Programme in the 
field of mental health see Annex 3, pages 9-12. 

(ll)International Classification of Diseases, edition 10. 
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The activities NAT/03, NAT/04, EVA/01, EVA/02, and EVA/03 are essential components 
of MPNHD. They deal with information support (NAT/03 and NAT/04), evaluation (EVA/01 
and EVA/02), and mental health programme budgeting. Methods and techniques will be made 
available for use in Member States as soon as they are developed. It would be 
unrealistic however to expect that the development of methods would be completed by 
1989. Hence these activities will also have their identity in the time period of the 
Eighth General Programme of Work. The emphasis of EVA/02 should be shifted to mental 
health programme budgeting, and EVA/01 and EVA/02 should be merged. 

NAT/05, an "umbrella" activity for all training work carried out in the Seventh 
General Programme of Work, will be discontinued. It was felt that training activities 
pertaining to the main areas of the mental health programme of the Eighth General 
Programme of Work should have separate identities. 

Table 1 also shows how work of the 7th GPW feeds into corresponding activities 
10.0.2 (advocacy of mental health development) and 10.0.3 (leadership training) planned 
for the time period of the 8th GPW. It also indicates how the new targets for 1995 
affect the work during the transition period 1988-1989. The following explanations 
refer to these sections of table 1. 

The Group recommended that WHO, with regard to 10.0.2 (advocacy of health mental 
development) and 10.0.3 (leadership training) - during the time period 1990-1995 -
should: 

develop and apply strategies for disseminating successful examples of mental 
health promotion (e.g., promotion of the psychosocial development of children); 

strengthen self-help groups; 

disseminate information on the concepts of the Organization's mental health 
programme; 

promote the incorporation of mental health components into health leadership 
training programmes; 

support countries in conducting seminars on improving leadership skills of 
mental health professionals. 

In 1986-1987 and in 1988-1989 specific activities had been planned in this context. 
It seems necessary and possible however to compile successful examples of mental health 
promotion and actively publicize pertinent achievement. Activities PR0/01, PR0/02, 
PR0/03, PSY/01, PSY/02, PSY/03, CHA/01, RIS/01, RIS/02, and RIS/03 seem to lend 
themselves most easily for this purpose. 

WHO has also gained some experience in producing cartoons, posters, tape-slide 
programmes and similar material geared to mental health programme promotion. This work 
should continue and gain momentum, drawing from a series of different activities cutting 
across the medium-term programme. 

Activity POL/02 will have to be enlarged in scope so that leadership training (both 
mental health components in general health leadership seminars, and leadership seminars 
for mental health professionals) may be accommodated. 

Efforts will have to be made to promote mental health concepts by strengthening 
self-help, consumer or similar selected groups deemed suitable for mental health 
advocacy. 
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"Collaboration with countries in formulating national mental health policies and 
programmes (10.0.4)" is the ultimate goal of WHO's action in the field of mental 
health. All activities contribute and feed in here. The Regional Officers and the WHO 
Country Representatives are the natural counterparts for discussions with Member States 
about WHO's resources in the mental health field. 

5.2.2 Psychosocial factors in the promotion of health and human development 

The Group agreed that two new targets should determine WHO's work in area 10.1 on 
Psychosocial factors in the promotion of health and human development. 

Targets by 1995 

(i) Psychosocial interventions will have been designed 
and tested in each of the WHO regions in support of 
Primary Health Care (PHC) and each of its essential 
elements, and relevant techniques will have been 
made available to all countries. 

(ii) Curricula and skills training in the field of 
psychosocial factors related to health and health 
programmes will have been developed and introduced 
in schools for health personnel in one-third of the 
countries of the African Region and at least one 
half of the countries of the other WHO regions. 

Specific approaches for achieving the targets will be: 

To develop and apply methods and techniques which will 
allow countries: 

(a) to carry out research necessary to design or adapt 
appropriate intervention to support primary health 
care and its essential elements; 

(b) to develop means of incorporating these 
interventions in countries' health programmes; 

(c) to translate knowledge obtained into curricula and 
training materials suitable for use in schools of 
health personnel. 

The main activities during the 8th GPW will be: 

10.1.1 

10.1.2 

10.1.3 

10.1.4 

Psychosocial interventions in support of 
primary health care 

Preventing consequences of psychosocial risks 
to health 

Training in psychosocial factors 

Preventing consequences of individual risks to 
health 

Table 2 depicts how activities of the Seventh General Programme of Work feed into 
those planned for the time period of the Eighth General Programme of Work, and how 
these, in turn, contribute to targets 10.1 (i) and 10.1 (ii) of programme area 10.1 
(psychosocial factors in the promotion of health and human development). The subsequent 
explanations refer to this table. 
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The Seventh General Programme of Work The Eighth General Programme of Work 

Type of activity 

PSY /01 (Psycho
social assessment: 

PSY/02 (Comm
unity trials) 

PSY/03 (Humaniz
ing health care) 

PSY/04 (Psycho
social training 
materials) 

CHA/01 (Conse
quences of 
violence, 
disasters, etc.) 

CHA/02 (Leg
islation) 

CHA/03 (Apar
theid) 

CHA/04 (Work
place) 

CHA/05 (New 
technologies) 

RIS/01 (Risk 
taking in 
adolescents) 

RIS/02 
(Elderly) 

RIS/03 (Families 
exposed to 
severe stress) 

Description of Work in 1988/89 

Will be completed and feed into 10.1. 3 

Will be completed and feed into 10.1.1 

Will increase and continue as 10.1.3 

Will increase and continue as 10.1.3 

Will continue and go into 10.1.2 but will 
results will be fed into 10.1.3 

Will continue and go into 10.1.2 

Will be completed and feed into 10.1. 3 

Will continue and go into 10.1.2 

Will continue and go into 10.1.4 

Will continue and go into 10.1.4 

Will be completed and feed into 10.1.1 

Activities in 1990/1995 

10.1.1 Psychosocial interventions in support of PHC 

- Identify, analyse, document and disseminate 
interventions in support of selected elements of PHC 
(within/outside WHO) 

- Compile and "package" existing methods and 
techniques and provide the application 

- Increase the acceptability of work of PHC personnel 
by studying the interface between community 
and PHC services and by translating the findings in 
PHC work plans 

- Prepare guidelines and material for improving the 
psychosocial skills of PHC workers 

- Coordinate research and psychosocial assessment 
methods and instruments (for communities, PHC 
patients, etc.) 

- expand and strengthen the network of collaborating 
centres for research and training in psychosocial 
factors and health 

10.1.2 Preventing consequences of psychosocial risks 
to health 

- Review adverse effects of legislation in order to 
prevent psychological damage 

- Monitoring effects of the introduction of new 
technologies in mental health and behaviour 

- Formulation of strategies to make health services 
more effective in managing adverse psychosocial 
consequences of violence, institutional care, 
disaster, migration etc. 

10.1.3 Training about psychosocial factors 

- Produce resource material for use in PHC 

- Produce guidelines for preparation of learning 
materials for use in medical schools 

- Collaborate with medical schools and education 
NGO 

- Mechanisms for changing attitudes of medical and 
other health professionals 

10.1.4 Preventing consequences of individual risks 
to health 

- Prevention trials to be carried out in countries 

- Bereavement programme 

- Programmes to curb harmful a~d excessive risk 
taking behaviour 

- Identification of risk factors for individuals 

Targets to be 
·achieved 

10.1 Psychosocial factors 
in the promotion of health 
and human development 

(i) Psychosocial 
intervention will have been 
designed and tested in each 
of the WHO regions in support 
of Primary Health Care (PHCJ 
and each of its essentail 
elements, and relevant 
techniques will have been 
made available to all 
countries. 

(ii) Curricula and skills 
training in the field of 
psychosocial factors related 
to health and health 
programmes will have been 
developed and introduced in 
schools for health 
personnel in one-third of 
the countries of the African 
Region and at least one half 
of the countries of the 
other WHO regions. 
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In support of 10.1.1 (psychosocial interventions in support of primary health care) 
it is expected that by 1989 a series of reviews will have been carried out on the 
effects of psychosocial intervention trials as part of prevention programmes for groups 
of communicable diseases and non-communicable disorders. It was felt however that 
psychosocial intervention trials should focus more on primary health care, and that 
already in the last biennium of the Seventh General Programme of Work more emphasis 
should be placed on psychosocial interventions pertaining to specific elements of 
primary health care (as defined in the report of the Alma Ata Conference, 1979) so that 
by 1995 examples of such intervention in support of each one of the essential elements 
of primary health care will be available to all countries. 

To illustrate the type of psychosocial issues which were discussed in relation to 
the essential elements of primary health care, those elements are enumerated below with 
brief annotations on the substance of WHO's work. The sequence in which the PHC 
elements are listed corresponds to a preliminary assessment of the salience of 
psychosocial factors and skills in each one among them. 

Health education. Promotion of healthy lifestyles by techniques of persuasive 
communication; use of mass media and brief individual counselling; getting the 
messages to underprivileged, high-risk, or illiterate groups; avoiding "cognitive 
dissonance" in educating the community; the techniques of role-playing, modelling and 
group dynamics. 

Maternal and child care (including also family planning and fertility control). 
Behavioural and communication techniques to increase the coverage of antenatal care; 
psychosocial determinants and consequences of the reproductive behaviour of 
adolescents; counselling techniques in relation to fertility regulation; designing and 
evaluating early stimulation programmes for psychosocially disadvantaged children 
(stimulus enrichment of the environment). 

Immunization. Behavioural and attitudinal barriers to achieving satisfactory 
immunization coverage and approaches to their overcoming, mental health and psychosocial 
gains from the reduction and eradication of diseases like measles and rubella. 

Treatment of common diseases and injuries (including psychosocial problems like 
alcohol and drug abuse). The behavioural aspects of the management of most of the 
common mental and neurological disorders and mental handicap would be dealt with here. 

Prevention of endemic diseases. The behavioural and social components in the 
epidemiological chain of transmission of diseases such as schistosomiasis, AIDS, other 
sexually transmitted diseases; tuberculosis; behavioural risk factors in ischaemic 
heart diseases, diabetes, and certain cancers; behavioural facilitation of preventive 
technologies such as iodine supplementation to prevent endemic goiter. 

Nutrition. Social, economic, and subcultural factors influencing nutrition 
practices; psychosocial contributors and consequences of malnutrition; educational 
enhancement of the utilization of traditional, locally available foodstuffs; 
psychosocial causes and management of obesity. 

Environmental sanitation. Modifying traditional practices of waste disposal. 

Provision of clean water. The main problem being the local maintenance and repair 
of the system, once installed; another is the appropriate use of water. 

Much work has been accomplished in various parts of the world in relation to each of 
these components of PHC, and the information about specific approaches, achievements and 
results (or failures) needs to be brought together, analysed and presented. In context 
of the discussion on mental health issues in SEAR (see section 3.2.5.1) the Group had 
noted that all too often PHC in countries is understood in structural rather than 
functional terms. Since the effectiveness of a PHC infrastructure is essentially 
determined by behavioural factors it follows that such analysis would mainly have to 
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be part of the sub-programme area 10.1. In this regard this sub-programme area needs 
considerable strengthening and major activities will be analyses of reasons and 
prevention of the 'burn-out' syndrome in health workers, of the social acceptability of 
health workers in relation to their tasks, of how to prevent the exploitation of 
ignorance by health workers, of the technology to generate and maintain health-related 
social action; etc. 

Hence during the time period 1990-1995 WHO should: 

identify, analyse, document and disseminate interventions directed to selected 
elements of PHC; 

compile and "package" existing methods and techniques and provide their 
application; 

increase the acceptability of the work of PHC personnel work by studying the 
interface between community and PHC services and by translating the findings in 
PHC work plans; 

prepare guidelines and material for improving the psychosocial skills of PHC 
workers; 

coordinate research on psychosocial assessment methods and instruments (for 
communities, PHC patients, etc.); 

expand and strengthen the network of collaborating centres for research and 
training in psychosocial factors and health. 

When discussing "Preventing consequences of Psychosocial risks to health" (activity 
10.1.2) the Group was reminded that major man-made or natural disasters - fortunately 
rare - attract the interest of the general public for a short period of time, but that 
"minor" disasters affect a great number of population groups almost daily (e.g., high 
incidence of homicide, refugee status, racial, sex and age discrimination). Disaster 
preparedness programmes exist but usually do not include a psychosocial component. 
Victims of violence may find help for their physical injuries; their psychosocial needs 
however are widely ignored. In the time period 1990-1995 WHO's work should focus on: 

reviewing adverse effects of legislation in order to prevent psychological 
damage; 

monitoring effects of the introduction of new technologies in mental health and 
behaviour; 

formulation of strategies to make health services more effective in managing 
adverse psychosocial consequences of violence, institutional care, disaster, 
migration; etc. 

The Group felt that "Training about psychosocial factors" (activity 10.1.3) should 
concentrate on trainers of PHC workers, medical students, postgraduate students of 
public health. The contents of training should be problem-oriented and practically 
relevant. 

It is unlikely that training programmes based on the traditional discipline-oriented 
approach (i.e. a little of social psychology, a smattering of sociology or anthropology, 
and a touch of political economy) would succeed in meeting the above requirements. 
Instead of designing a mini-version of academic programmes in the behavioural and social 
sciences, it was proposed to adopt an explicitly eclectic approach to curricula 
construction in which concepts, methods and practical skills and techniques are 
presented in "packages", each corresponding to a major problem area. 
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Specifically, in 1990-1995 WHO would: 

produce resource material for use in PHC; 

produce guidelines for preparation of learning material for use in medical 
schools; 

collaborate with medical schools and other educational institutions in the 
formulation of curricula aiming to import knowledge and skills and inculcate or 
change attitudes of medical and other health professionals. 

Preventing consequences of individual risks to health (10.1.4) is a concern of WHO's 
mental health programme already figuring in the 7th GPW. For example, work on 
bereavement will be completed, and if evaluated as effective, Member States will be 
helped to introduce such programmes at a national level. Work will continue throughout 
the 7th GPW on groups identified to be at special risk. 

Activities should also begin within the 7th GPW to develop skills training 
technologies for psychosocial intervention in countries. Although these may be applied 
by those both within and outside the health sector, inputs are required from the health 
sector. The Group recommended that in 1990-1995 WHO should work on: 

prevention trials to be carried out in countries; 

bereavement programmes; 

programmes to curb harmful and excessive risk taking behaviour; 

identification of risk factors for individuals. 

5.2.3 Prevention and control of alcohol and drug abuse 

Foci of work in the programme on prevention and control of alcohol and drug abuse 
are policy formulation, advocacy of the public health interest and technology 
development. Although these issues remain a major concern of WHO, a shift of emphasis 
was recommended once the targets of the Seventh General Programme of Work have been 
achieved. Lack of orientation, of technical expertise and of managerial skills in drug 
and alcohol fields in many countries force health, social and other national authorities 
to pool resources and formulate alcohol, drug abuse or combined substance abuse 
programmes. While one of WHO's roles is to caution countries against the dangers of 
developing isolated technical programmes, it is also clear that programmes dealing with 
problem areas which were neglected for long periods or which gained sudden public health 
visibility need their own identity to develop. Once knowledge on how to deal with these 
problems has accumulated, full integration into national health strategies and services 
is indicated. WHO's attention should hence be directed to integration and a 
corresponding target is proposed. 

The need for preventive action through the formulation and implementation of 
appropriate policies at highest national level is increasingly recognized by many 
governments. It should hence be a realistic goal for WHO and governments to reverse, or 
at least stop, increasing trends in drug- and alcohol-related problems in those 
countries in which such policies have been in operation for a number of years, so that 
by the end of the Eighth General Programme of Work measurable progress should be 
achieved. 

Targets by 1995 

(i) Policies and programmes for the prevention and 
control of alcohol- and drug-related problems will 
have been incorporated into the national mental 



health, health and, as far as possible, development 
planning of at least half the countries in each WHO 
region, and the results of this experience will be 
disseminated to all Member States. 

(ii) Drug- and alcohol-related problems will have been 
measurably reduced in at least one-quarter of the 
affected countries in each WHO region, and the 
current unfavourable trends will be reversed in 
most of the other countries. 

The specific approaches to be utilized are to 
develop and apply methods and techniques which will 
allow countries: 

(a) to assess health and social problems related to the 
abuse of alcohol and drugs; 

(b) to promote widespread awareness and understanding 
of the size, complexity and repercussions of 
alcohol- and drug-related problems; 

(c) to design preventive, curative and rehabilitative 
interventions, particularly for use at primary 
health care level, and carry out research where 
necessary to gain knowledge relevant to specific 
country needs; 

(d) to include prevention and control strategies in 
their health policies and programmes. 

Specific activities during the time period 1990-1995 
should be : 

10.2.1 Development of policies for reducing 
alcohol-related problems 

10.2.2. Development and application of technology for 
reducing alcohol-related problems 

10.2.3 Development of policies for reducing 
drug-related problems 

10.2.4 Development and application of technology for 
reducing drug-related problems 

10.2.5 Responding to international drug treaties. 
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Regarding "development of policies for reducing alcohol-related problems " (activity 
10.2.1) special emphasis will be given to the advocacy of the public health interest, 
which will include advocacy directed towards the promotion of national alcohol 
policies. To achieve this, in the years leading to 1990, emphasis will be on gathering 
and analysing data which will subsequently become the ammunition for effective alcohol 
advocacy. 

In addition, since WHO alone spearheads international efforts to reduce 
alcohol-related problems, emphasis will be given to international aspects of policy 
development, paying particular attention to opportunities for maximising the potential 
within the UN family. 
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Activity 10.2.2 deals with the "development and application of technology for 
reducing alcohol-related problems". Utilizing the results of activities in 1986-1987 on 
identification and in 1988-1989 on treatment and management, extensive training 
initiatives will be developed during the 8th GPW which will seek to transmit skills 
relevant to the needs of primary health care workers. At the same time, also building 
upon the work on treatment and management, the emphasis will shift from minimal 
interventions likely to be effective at an earlier stage in the natural history of 
alcohol-related problems, towards the treatment at secondary level of alcohol dependence 
as such. 

By 1990 information will also be available on the relative effectiveness of various 
models of health promotion for the prevention of alcohol-related problems. Attention 
will therefore be given to the dissemination of this information and to encouraging 
countries to develop interventions based upon the available knowledge. The capacity to 
work with countries in this task will be built up through the testing in 1986-1987 of 
various health promotion approaches. This experience will be utilized in the 
development in 1988-1989 of guidelines for the assessment and implementation of such 
approaches to the prevention of alcohol-related problems. 

In the 8th GPW, work in the area 10.2.3,"development of policies for reducing 
drug-related problems" will concentrate upon promoting the incorporation of an 
appropriate health emphasis into drug abuse control policies and developing greater 
coherence between country policies in socioculturally defined regions. A special effort 
will be made to evaluate the effects of policies and to disseminate the results of that 
evaluation. 

Thus, in 1986-1987 techniques will be developed to assess drug problems at country 
level, including the identification of appropriate indicators. By 1988-1989, methods of 
planning and training will have been developed which will lead towards the evaluation of 
policy measures. The overall trend in this area is therefore from the separate and 
specific aspects of policy components towards the integration of drug policies in wider 
health concerns. 

When discussing activity 10.2.4 "development and application of technology for 
reducing drug-related problems" the Group recommended that the overall shift of emphasis 
should be from the development of approaches in 1986-1987 and 1988-1989 to the effective 
promotion and application of these approaches in the 8th GPW. Thus, building upon 
experience in the areas of treatment and management, and upon continuing work in 
training and curricula development, 1990 will see the introduction of fresh and 
consolidated models of training in treatment and evaluation methodologies. 

In addition, a significant new line of research will be stimulated and coordinated 
which will focus upon the nature of drug dependence and relevant aetiological factors 
and which will help to identify potential approaches to preventive interventions. 

"Responding to the international drug treaty obligations" (10.2.5) remains an 
important task for WHO. The essential process of continuing to assess the usefulness 
and public health danger linked to the use of specific drugs and their combinations will 
of course continue through the remaining years of the 7th GPW and through the 8th GPW. 
In addition, however, guidelines will be promoted on the rational prescription and use 
of psychoactive drugs. For these guidelines to be available for use in 1990, it will be 
necessary in the years leading up to that date to test drafts of the recommended 
approaches in various settings, including schools for health personnel. Successful 
efforts will be monitored and specific approaches will be identified suitable for 
governments, for nongovernmental organizations including manufacturers and consumers, 
and concerned UN agencies. 

Table 3 shows the relationship between activities of the Seventh and the Eighth 
General Programmes of Work. 
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TABLE 3 

The Seventh General Programme of Work The Eighth General Programme of Work 

Type of activity Description of Work in 1988/89 

ALCOHOL COMPONENTS 

PAD/01 (Aware
ness) 

PAD/02 
(Policies) 

PAD/03 
(Statistics) 

PAD/04 (Employ
ment and family) 

Will develop more effective methods of dis
semination of material developed so far and 
continue development of advocacy material 

Completes data-gathering on cost benefit 
analysis (EURO), physical health damage* 
(WPRO), economic factors (HQ), and 
alcohol monopolies (HQ and AMRO); and 
consolidates for use in advocacy of national 
policies and for assessment of effects 
on health 

Integrates into general work on mental health 
indicators and information systems 

Will complete current activities and 
integrates into 10.2.2 as relevant 

PAD/05 (Biologi- Will complete alcohol 'component 
cal risk factors): 

DAT/06 (Physical 
health damage) 
see PAD/02 above 

DAT I 01 (Legis
lation) 

DAT/02 (Early 
identification) 

Work is expected to be completed by 1987 

Activities in 1990/1995 

10.2.1 Development of policies for reducing alcohol
related problems 

- Advocacy of the public health interest, to include 
advocacy of alcohol policies 

- Assessment of the effects on health of specific 
alcohol policy measures 

- Development of international aspects of alcohol 
policies, including initiations within UN family 

10.2.2 Development and application of technology 
for reducing alcohol related problems 

- Extensive training for primary health care level 
in techniques of identification and management 

- Development of treatment for alcohol dependence at 
secondary level of contact 

- Disseminate and stimulate effective approaches to 
health promotion and prevention of alcohol-related 
problems 

10.2.3 Development of policies for reducing 
drug-related problems 

- Advocacy and training; incorporation of health 
aspects into drug abuse control policies 

- Evaluate effects of drug policies and disseminate 
results 

- Assure coherence of country drug policies in 
socio-culturally defined regions 

10.2.4 Development and application of technology 
for reducing drug-related problems 

- Develop effective approaches to the prevention of 
DAT/03 (Treat
ment) 

Continues and utilizes to identify approaches iatrogenic damage 

DAT/05 
: 1"'--aining) 

relevant to 10. 2. 2 

After completion of manual (1987) continues 
development for application in 10. 2. 2 

DRUG ABUSE COMPONENTS 

PAD/01 (Aware
ness) 

Develop guidelines for assessing effective
ness of health promotion approaches 

Draw on experience from alcohol for develop
ment of relevant advocacy approaches. Build 
up ammunition for 10.2.3 

:PAD/02 (Policies) Produces guidelines on the development of 
techniques for assessment at country level, 
including identification of relevant 
indicators and investigation of methods of 
planning and training 

DAT/02 (Identi-
fication) Work will be completed by 1987 

DAT/03 (Treat- Continues and intensifies incorporation into 
ment) 10.2.4 

DAT/04 (Non- The work (EURO) will be completed by 1987. 
voluntary treat- No continuation is estimated after 
ment) completion of manual (1987) 

DAT/05 (Training): Continues development for application 10.2.4 

PAD/06 (Side 
effects) 

PAD/ 07 
(Therapeutic 
usefulness) 

PAD/08 (Guide
lines) 

* see also DAT /06 

The work will be complete by 1989 

Continues as required for treaty obligations 

Guidelines will be completed for promotion 
for 10.2.5 

- Introduce relevant training in effective methods of 
treatment 

- Stimulate and coordinate programme of research in 
aetilogical factors 

10.2.5 Responding to international drug treaties 

- Assessment of usefulness and public health danger 
linked to the use of specific drugs and their 
combinations 

- Promotion of guidelines to improve national 
prescription practices 

Targets to be 
achieved 

10.2 Preventing and control 
alcohol and drug abuse 

(i) Policies and progra
mmes for the prevention and 
control of alcohol and drug
related problems will have 
been incorporated into the 
national mental health, 
health, and as far as 
possible, development plan
ning in at least half the 
countries in each WHO Region 
and the results of this expe
rience will be disseminated 
to all Member States 

(ii) Drug or alcohol-related 
problems will have been 
measureably reduced in at 
least one quarter of the 
affected countries in each WHO: 
Region and the current 
unfavourable trends will be 
reversed in most of the other 
countries 
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5.2.4 Prevention and treatment of mental and neurological disorders 

Mental and neurological disorders are of major public health importance because of 
the high number of those affected and the severity of their consequences. In developing 
countries there is a lack of service infrastructure to deal with these problems; 
resources spent on the control of these disorders are often vast but there is 
considerable room for a more rational use of the investments made. Major advances in 
the methods for control and treatment of such disorders are within the reach of applied 
research, but without definite improvement in the health service infrastructure, they 
will not be of benefit to the majority in need. As it is expected that access to and 
coverage by health services will be significantly improved through the primary health 
care approach, the 6th GPW period was characterized by efforts to assess whether it is 
feasible to introduce care for selected mental and neurological conditions (such as 
psychoses and epilepsy) into primary health care. The success of these programmes far 
exceeded expectations. In a number of countries primary health care programmes 
incorporated selected preventive and treatment activities, and a significant change in 
attitudes to the introduction of mental health into general care occurred in many 
quarters. 

Encouraged by this development, WHO's efforts in the Seventh General Programme of 
Work are on the development of technological guidelines designed for disability 
prevention and clinical management within primary health care and the collection of 
information about the effects of public health measures on the incidence of mental 
disorders. The trends of development in the field allow the formulation of considerably 
more ambitious targets: 

Targets by 1995 

(i) at least half the countries in each of the WHO 
regions will have in their national mental health 
programmes clearly formulated ways of dealing with 
mental and neurological disorders, based within the 
framework of primary health care and giving 
specific targets in terms of coverage, quality of 
care and reduction of disability. 

(ii) Pilot-test and release for use in countries: 
(a) guidelines for prevention, treatment and 
management of mental and neurological disorders at 
different levels of the health care system, with 
special emphasis on their effective control at 
primary care level; and (b) a set of diagnostic 
criteria and standardized instruments for the 
assessment of these disorders. 

A series of approaches for the achievement of these 
targets have to be applied in parallel. These include: 

(a) participation in efforts to formulate national 
health policies and programmes; 

(b) promotion of integrated approaches for the 
understanding of the nature of mental and 
neurological disorders and ways of preventing and 
treating them; 

(c) stimulation and coordination of research involving 
universities and other scientific institutions and 
scientists from different disciplines. 



The main activities in 1990-1995 will be: 

10.3.1 

10.3.2 

10.3.3 

10.3.4 

Advocacy of the inclusion into primary health 
care components that will allow the prevention 
and appropriate management of mental and 
neurological disorders 

Collaboration with countries in programmes 
directed to the assessment, prevention and 
management of mental and neurological disorders 
of major public health importance 

Development of knowledge necessary to improve 
the functioning of services 

Research coordination and stimulation. 
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The first of the above targets implies that the techniques for the prevention and 
management of mental and neurological disorders will be available and that those 
responsible for national performance will be willing to incorporate relevant activities 
into these programmes. 

Development of techniques however is never a completed task: experience gathered 
with the use of techniques serves to improve them, new techniques become available and 
have to be tested. In the light of this the second target for programme 10.3 was 
formulated. 

By 1989 knowledge will have been compiled on methods for the prevention and clinical 
management within primary health care and at suitable referral echelons of selected 
mental and neurological conditions. This work will continue during the Eighth General 
Programme of Work and existing methods will be improved, but the focus will be on 
conditions which are not yet covered by primary health care services. Frequent mental 
disorders (such as psychoses and neuroses), epilepsy, cerebrovascular disorders and 
trauma, dementias, mental retardation, suicide and depressions, and mental and 
neurological disability will continue to be of particular concern in the Eighth General 
Programme of Work. In collaboration with countries WHO will disseminate training 
guidelines and training material geared at primary health care level as well as 
information about models in support of primary health care through effective mental 
health referral systems. 

Increased knowledge and experience which countries will gather in the process of 
implementing these programmes will also support more exact planning in the field of 
mental health, and it is expected that countries will be in a position to set specific 
mental health targets in their health development programmes and evaluate the manner and 
extent to which they are being achieved. 

WHO's unique position in the field of health care enables it to stimulate research 
in promising directions and to coordinate studies in which multi-centric and 
cross-cultural participation of centres is of importance for scientific, programmatic or 
political purposes. Accummulation of material in multi-centric studies, for example, 
can proceed faster, and the cross-cultural material can significantly enrich the growth 
of knowledge in this field. It is expected that research on disease markers, 
developmental precursors of mental disorders, and research on neuroplasticity will be of 
particular importance in these research coordination efforts. 

There is however also the need to stimulate and coordinate research in the field of 
mental health, even if this will not lead to the improvement of care in the immediate 
future. Such an effort by the Organization can help to bring the attention of 
scientists to important but neglected problems; it can also help in mobilizing the 
scientific community in support of mental health programmes. 
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Certain changes of emphasis are likely to be necessary if these activities are to 
bear fruit. These changes are given on Table 4. 

Basically, they can be summarized as follows: 

(a) activities of the 7th GPW contributing to the development of technology of care 
for the mentally and neurologically ill and the prevention of disability will 
be given more emphasis in the remaining years of the Medium-Term Programme 
(1986-1989); 

(b) training efforts concerning mental 
streamlined and promoted together. 
of manuals and materials which can 
with neuropsychiatric diseases; 

and neurological disorders will be 
Emphasis will be placed on the development 

be used in a broad scale campaign to deal 

(c) there will be a continuing effort to rally the scientific community of the 
world to support the WHO programme of collaboration with countries; 

(d) a series of preventive activities have been defined and submitted to the 
Executive Board of the WHO. They represent an important set of feasible 
activities, which could be applied in 1986-1987 and their effects measured in 
1988-1989 before general introduction in the 1990-1995 biennium). 

The prevention and control of mental and neurological disorders are only two of the 
components of the WHO mental health programme. Promotion of mental health and 
psychosocial aspects of health and health services are other areas which are not 
considered in this chapter. Nevertheless, treatment and prevention of diseases remain 
of particular importance in the programme, not only because of the enormous public 
health burden which they represent, but also because they are important touchstones of 
the programme. If mental health programmes of the future can deal with neuropsychiatric 
disorders in a competent way the credibility of the programme will increase, thus making 
work in the other areas of the programme less difficult. 

6. Conclusion and Recommendations 

1. The Coordinating Group agreed upon the targets for the Eighth General Programme 
of Work and the accompanying global and regional medium-term programmes of work. 

This was done after a detailed examination of previous programmes of work, an 
analysis of country situations, the recommendations of the regional coordinating groups, 
and the decisions and deliberations of the governing bodies of the Organization. 

2. The specific approaches and activities to accompany each of the targets were 
also discussed and their content agreed. The agreements on targets, approaches and 
activities were accepted as ensuring the full congruence of the mental health programmes. 

3. The WHA, the Executive Board, some of the Regional Committees, and other UN 
bodies emphasizing the need for the Organization to respond to the explosive growth of 
the problems with which the mental health programme has to deal, have adopted a series 
of resolutions, giving clear policy guidelines. The Coordinating Group felt that those 
regional committees which had not in recent years discussed this topic, should be 
informed about the nature and magnitude of problems and requested to provide guidance so 
that the mental health programme activities can be more effectively implemented. 

4. The Coordinating Group emphasized their conviction that regular meetings of the 
global and regional coordinating groups should be maintained in harmony with the 
preparation of biennial budgets, and in particular that the next meeting of the global 
group should occur in time to review the 8th GPW and the accompanying medium-term 
programmes of work. 
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TABLE 4 

The Seventh General Programme of Work The Eighth General Programme of Work 

Type of activity 

MEP/01 (Screen
ing and diagnos
tic methods) 

MEP/02 (Prevent
ion and manage
ment methods) 

MEP/03 (Suicide 
and mental 
retardation) 

MEP/04 (Studies 
on disease 
markers) 

MEP/OS (!CD) 

MEP/06 
(Teaching) 

MEP/07 (Public 
health 
administration) 

NEU/01 (Neurolo
gical disorders) 

NEU/02 
(Epilepsy) 

NEU/03 (periphe
ral neuro
pathies) 

NEU/04 (Cerebro
vascular 

disorders) 

NEU/05 
(Teaching) 

NEU/06 (Neuro
plasticity) 

DIS/01 (Dis
ability) 

DIS/03(Rehabi
litation 
services) 

Description of Work in 1988/89 

After completion of a major part of the work 
by 1986/1987 in selected centres, the robust
ness of the techniques will be tested by 
their application in order to prepare them 
for general release, These techniques will 
then be used in activities 10.3.1 and 10.3.2 
of 1990-1995 

Though a series of methods are expected to 
to be completed by 1986-1987 it is likely 
that developmental work will remain a central 
focus of activity. The packaging of 
material available should be completed and 
results of their application made available. 
It is however expected that there will be 
groups of disorders for which further 
techniques will have to be developed. If 
activity 10.3.2 in 1990-1995 is to be imple
mented much of the work will have to be comp
leted in this biennium. Particular emphasis 
will be given to techniques for the manage
ment of organic brain syndromes resulting 
from a variety of causes including trauma, 
parasitic and toxic disorders, drug use etc, 

By 1988 this activity will be phased out as 
an independent effort. Methods of prevention 
of mental retardation and suicide will be 
assessed. Rehabilitation of the mentally 
retarded will be given attention in 
conjunction with activity DIS/02 

Current efforts to coordinate research will 
continue involving centres in various 
countries. Major emphasis will be given to 
the development of centres in developing 
countries and their involvement in collabora
tive research. Extrabugetary resources will 
be sought to expand this work 

Completion of field testing, submission of 
proposals to revision conference and 
inclusion of techniques and classification 
into the development of activity 10.3 .2 in 
1990 - 1995 

Training materials and techniques about ment
al and neurological disorders of major public 
health importance will have to be completed 
and released in major languages. Adaptation 
of techniques and material for use in a vari
ty of countries. This work will contribute to 
the development of activity 10.3.2 
in 1990 - 1995 

This activity will be combined and expanded 
with leadership training, a new activity 
(see under 10.0) 

The establishment of centres 1986-1987 able 
willing to test techniques for dealing with 
frequent and serious neurological disorders 
will be the major content of this project. 
Specific tasks will be distributed to 
centres with a view to the development of 
techniques suitable for inclusion into 
national programmes necessary for the 
conduct of activity 10.3.2 in 1990-1995 

Completion of field work and utilization 
of results for advocacy purposes (activities 
10.3.1 and 10.3.2 in 1990-1995) 

After release of training tools developed in 
1984-1985 no further activities are planned 

Implementation of research projects to test 
the effectiveness of community-based methods 

for the prevention of cerebrovascular dis
orders. Rehabilitation of cerebrovascular 
disorders will be combined with DIS/02 

This information transfer activity will be 
handled togE>ther with activity MEP/06 

A review of knowledge will be carried out 

This activity will be combined with DIS/02 
and emphasis placed on the development and 
testing of interventions suitable for the 
prevention of disabi-lity resulting from 
mental and neurological disorders. The 
techniques identified as promising will be 
tested in a variety of countries. Most of 
the work will be completed by 1988 

After completion of work in 1986 no further 
initiatives are planned 

Activities in 1990/1995 

10.3.1 Advocacy of the inclusion into primary health 
care ofcomponent that will allow the prevention and 
appropriate management of mental and neurological 
disorders 

- A series of publications about successful examples 
of dealing with mental and neurological disorders 
in the framework of primary health care 

- Production of appropriate inserts in the curricula 
of schools for health personnel 

- Presentations of relevant data to the scientific 
community. This activity will be the vehicle for 
introducing the technology into programmes on a 
broad basis; it will contribute to achieving 
target 1 

10.3.2 Collaboration with countries in programmes 
directed to the assessment, prevention and 
management of mental and neurological disorders 
of major public health importance 

- Collaboration with countries in the development of 
appropriate techniques and in their application, 
concentrating on groups of disorders like epilepsy, 
organic brain damage (due to parasitic or toxic 
insults, alcohol abuse), disorders of the elderly, 
mental retardation, suicide, depression, disability 
due to psychoses, cerebravascular disorders soma to
form disorders often encountered in PHC 

10.3.3 Development of knowledge necessary to improve 
the functioning of services 

- Neither this activity nor activity 10.3.2 are likely 
to have distinct phases of development of techniques 
and then their application; rather, as experience 
is gathered with the use of techniques, they 
will be employed more efficiently or 
replaced by other techniques developed meanwhile 

- Operational research and cost/benefit studies will 
be major concerns within this activity 

- Efforts should be made to learn more about ways in 
which families informal social support networks 
and NGOs can be involved 

10.2.4 Research coordination and stimulation 

- Of particular importance will be research on: 
disease markers; developmental precursors of 
mental disorder; neuroplasticity 

Targets to be 
achieved 

10.3 Prevention and treatment 
of mental and neurological 
disorders 

(i) At least half of the 
countries in each WHO Region 
will have in their national 
programmes clearly formulated 
ways of dealing with mental 
and neurological disorders 
based within the framework of 
primary health care and 
giving specific targets in 
terms of coverage, qual! ty of 
care and reduction of 
disability 

(ii) Pilot-test and release 
for use in countries 
(a) guidelines for prevention,: 
treatment and management of 
mental and neurological 
disorders at different levels 
of the health care system, 
with special emphasis on their: 
effective control at primary : 
health care level; and (b) a : 
set of diagnostic criteria and: 
standardized instruments for 
the assessment of these 
disorders 
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SEVENTH GENERAL PROGRAMME OF WORK 
COVERING THE PERIOD 1984-1989 

1. 
2. 
3. 
4. 
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6. 

7. 
8. 
9. 

Global Medium-Term Programme 

Programme 10 

PROTECTION AND PROMOTION OF MENTAL HEALTH 

Member states of WHO collaborate in the Organization's mental 
health programme with the aim (i) to prevent or reduce psychiatric, 
neurological and psychosocial problems (including those related to 
alcohol and drug dependence); (ii) to increase the effectiveness of 
general health services through appropriate utilization of mental 
health skills and knowledge; and (iii) to develop strategies for 
intervention based on an increased awareness of mental health aspects 
of social action and change. 

In order to achieve these goals the programme has to give 
central attention to the development of ways which, can help in the 
preservation and enhancement of mental life at all ages and in the 
specific sociocultural contexts in Member States. The development of 
methods of identification of high risk groups and preventive 
interventions are a target for the programme. Psychosocial aspects 
of general health care and strategies which individuals, families and 
co~unities use in coping with conditions of socioeconomic change are 
further foci of investigation and action for the programme. The more 
traditional concern of the programme - the prevention and control of 
mental and neurological disorders, drug and alcohol abuse - continues 
to receive major attention, with particular emphasis on the 
prevention of disability and the development, jointly with countries, 
of methods of evaluation of mental health programmes. 

In formulating the medium-term programme in mental health, 
three principles prevailed that the programme is a record of 
agreement with and among countries about work to be undertaken in a 
given time period; that the programme must have the flexibility 
necessary for constant adjustments to countries' changing needs; and 
that the programme must remain one entity in which different elements 
complement and enhance each other, and not an assembly of unrelated 
country, regional and HQ components. 
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1. POLICY BASIS 

Article 2 (m) of the WHO Constitution specified "fostering of act1v1ties in the field of 
mental health" as one of the Organization's functions. The other constitutional functions 
of the Organization also presuppose an input from the mental health programme and a series 
of resolutions and decisions of the governing bodies have specifically identified actions 
which Member States and the Director General should undertake in this area of health care. 
A list of resolutions of governing bodies, ordered by focus 1s given 1n the Programme 
Profile. 

Two relatively recent resolutions were of particular importance for planning and 
implementing the programme as a whole. In WHA 28.84, the World Health Assembly stated that 
mental disorders are a major public health problem; that use of mental health knowledge and 
skills can improve health care in general; and that sociocultural factors using appropriate 
means can be harnessed to promote mental health. The Assembly urged Member States to 
strengthen mental health programmes as a component of general health services and public 
health programmes and see mental health as an important concern 1n social and economic 
planning. To implement this programme and ensure that it fulfills its expanded role of 
growing importance, the Member States were urged and the Director General was requested to 
undertake a ser1es of specific measures. 

These measures required intensive intersectoral and multidisciplinary action and the use 
of new approaches to mental health promotion. 

WHA 30.45 confirmed the urgency of action which should be taken immediately if 
"irreversible damage to social and productive aspects of individuals and communities is to 
be prevented" and requested the Director General to make technical cooperation between 
countries in the field of mental health, a special focus of WHO action. 

These two resolutions provide the framework for the programme by declaring urgency of 
action because of the enormity and the rapid growth of problems; by insisting on the 
programme's broad scope and multisectoral approaches; and by stressing technical cooperation 
on mental health as a special focus of work. Several other recent resolutions emphasized 
need for action on specific problems, e.g. drug dependence (WHA 33.27), alcohol problems 
(WHA 36.12). 

2. SITUATION ANALYSIS* 

Psychosocial factors in the promotion of human health and development 

Rapid social change resulting from economic development, industrialization, and 
urbanization, has profound effects on the structure of communities, the functioning of 
families, and the psychological wellbeing of individuals. It can erode traditional 
psychosocial support systems and thus reduce the capacity of individuals, families and 
communities to cope with distress, disease and disability. When accompanied by social 
disorganization, it can exacerbate problems such as juvenile delinquency, violence and 
accidents at work and in traffic. 

Mental health and psychosocial skills and knowledge which could assist individuals and 
communities as well as governments in understanding, anticipating and coping with 
psychosocial and other health consequences of social change are not used sufficiently often 
nor in a majority of countries. 

Psychosocial factors have been increasingly recognized as key factors in the success of 
health and social actions. If actions are to be effective in the prevention of diseases and 
in the promotion of health and well being, they must be based on an understanding of the 
culture, traditions, beliefs and patterns of family interaction. The structure of health 
services are also significantly influenced by psychosocial factors such as motivation of 
health workers and perceptions of disease. 

~-"Please see also, Global Review of Mental Health, pp. 153-168 and 220-222 of the Sixth 
Report of the World Health Situation, Part 1, WHO, Geneva, 1980 
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However, in spite of the fact that it has been shown that the application of existing 
knowledge on psychosocial factors related to health care can result in a better and more 
rational provision of service and care, such application is infrequent and often resisted. 
The technique of community examination of its own health and social problems for example 
which can mobilise people's energies and concern for health programmes, help communities in 
identifying unmet health needs and reveal obsolete and harmful health practices is rarely 
encouraged by professional health workers. 

Drug and alcohol related problems and their control 

The devastating spread of alcohol and drug problems, 
socioeconomic productivity of individuals, communities and 
concern of governments and the World Health Assembly has 
resolutions. 

seriously harming health and 
nations has been a continuing 
expressed this 1n a ser1es of 

In an increasing number of countries persons diagnosed as "alcoholics" fill as much as 
one-third or even more of all hospital beds; heavier drinking among women and young people 
is being reported along with family breakdown; liver cirrhosis ranks among the five leading 
causes of death between ages 25 and 64 years in a number of countries; alcohol-related 
traffic crashes account for up to 50% of road fatalities; and within industry, heavy 
drinkers show high rates of absenteeism and low productivity on the job. All social classes 
are affected and serious alcohol problems often strike highly trained personnel called upon 
to play a major role in national development. 

Drug dependence and abuse problems are in a large number of countries a major public 
health problem and political concern witnessed inter alia by UN. Resolution (e.g. 32/124, 
International cooperation in treatment and rehabilitation and 34/177, International 
cooperation in drug abuse and control). The damage to health and social productivity as 
well as the fact that the abuse often concerns adolescents and young people heightens 
awareness and strengthens requests for action. 

In answer, a variety of models have been proposed and are being applied for the 
prevention, treatment and control of drug and alcohol dependence. Knowledge about their 
effectiveness and even methods for the assessment of such models, however are still 
lacking. The situation is similar with the technology of assessment of national legislation 
on drug problems. 

The resources and expertise of any one country are rarely enough to deal with all needs 
in the field of drug dependence. Also, some countries share corr~on drug abuse problems and, 
for geographical or cultural reasons, form natural groups for cooperative action. Examples 
of such natural groups are the opium-producing countries of Asia and the Middle East, the 
khat-using countries of the Arabian Peninsula and East Africa, and coca-using countries of 
the Andes. 

A serious problem in many countries is the uncontrolled use of psychotropic drugs with 
dependence liability. The work on prevention of such drug abuse often suffers because of 
insufficient awareness at the national level of the existence of drug related problems and 
of methods and mechanisms to prevent or remedy harm done by such drugs. 

Countries do not have appropriate and valid information on the benefit/risk ratio of 
many psychoactive drugs with dependence liability. Even for drugs included in the list(s) 
of essential drugs, data on the associated public health and social problems, and 
consumption patterns are not always available. Methods for the assessment of these problems 
have been developed by WHO, and data has now to be generated from different geographical 
settings where these drugs are used to enable health authorities to establish a realistic 
benefit/risk ratio and take appropriate measures concerning production, distribution and 
contra 1. 
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Prevention and management of mental and neurological disorders 

Action concerning the prevention and control of mental and neurological disorders 1s a 
major responsibility of the programme. This is a difficult task~ some idea of the 
magnitude of the problem can be gained from the fact that at least 40 million people in the 
world suffer from severe mental illness (such as schizophrenia and severe depression) and at 
least twice as many are seriously disabled by drug dependence, alcohol-related problems, 
mental retardation, dementia and similar disorders of the nervous system. There is no known 
human group of community - whatever its level of development-which is free of severe mental 
disease. Estimates vary as to the number of people affected by less severe but nevertheless 
incapacitating mental disorders; none, however, are lower than 200 million. Mental 
disorders make up a substantial proportion of all morbidity seen in the general health 
services of both developing and developed countries, among both adults and children. 

Mental illnesses are among the most distressing and incapacitating conditions. Many of 
them tend to run a chronic or recurrent course and thereby pose a severe burden on the 
affected individual, on his family, and on the community. In most societies, mental 
disorders are still regarded as stigmatized which aggravates the social burden and 
interferes with effective treatment. Their numbers are likely to grow in the years to 
come. Mortality due to acute infectious diseases declines and therefore, more people 
survive throughout the entire risk period of inception. Apart from this general demographic 
reason for an increasing mental morbidity, the incidence of specific disorders may rise or 
fall depending on the rate of occurrence and spread of particular biological and 
environmental etiological factors in different parts of the world. Thus, increased alcohol 
consumption or a growing rate of accidents results in dramatic increases of toxic or 
traumatic organic brain syndromes with their accompanying behaviour disturbances. Where 
infectious and paras1t1c diseases are prevalent, the occurrence of acute and chronic 
psychoses due to cerebral involvement can be expected. Stress, in its various forms, is 
ubiquitous and produces a range of dysfunctional behavioural responses, such as anxiety 
states, depression, and psychosomatic disorders which affect millions of people. Suicide 
according to recent estimates causes as much as 100,000 deaths a year in Europe alone. 

While the social cost of mental morbidity continues to be high and to increase further, 
there are encouraging developments in the mental health and biobehavioural sciences which 
indicate that in the coming decades our ability to control and prevent many of these 
disorders will grow rapidly. Even today, methods and technologies are available which can 
contain much of the burden, provided that appropriate forms of organization and delivery of 
care are implemented - preferably at the level of primary health care. 

Neurological disorders are a major cause of death and of long-term disability 1n all 
age groups in all parts of the world. Epilepsy affects 2-5 per thousand of the population 
in industrialized countries, but this percentage may be three to five times more in some 
developing countries. Cerebrovascular disorders are also referred to as one of the frequent 
causes of disabilities in all countries. Infectious disorders of the nervous system (viral 
and bacterial) are still very frequent and often have disabling neurological sequelae if not 
properly treated. Traumatic peripheral nerve diseases are increasing due to traffic and 
labour accidents. Neurological disorders linked to aging increase with the increase of life 
expectancy. Several of the neurological disorders can be prevented, others can be treated 
and controlled. But there are still neurological disorders where treatment and control are 
still difficult and new knowledge has to be sought. 

Of the 400 million disabled people in the world, no less than 2 out of every 5 are 
incapacitated by mental or neurological disease, or by the sequelae of alcohol or drug 
dependence. The psychosocial dimension, however, is also present in disability which has 
physical illness or accidents as a primary cause; this dimension is often crucial for the 
rehabilitation and resocialization of the disabled person in the community. 
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The implementation of mental health programmes requires multisectoral commitment, wide 
application of available technologies and research to develop new and better ones. 
Legislative action and measures, and incorporation of mental health components into national 
development programmes and into health care at all levels of action and training are 
essential prerequisites for success of such programmes and for progress towards health and 
wellbeing. These principles need' a technological and procedural infrastructure which will 
allow the incorporation into national health programme development. 

In recent years, the Mental Health Programme of WHO and of many Nember States has 
broadened its scope and now includes not only the prevention and treatrr.ent of mental and 
neurological disorders and problems such as those related to abuse of drugs and alcohol, but 
also other concerns such as the promotion of mental health and psychosocial aspects of 
general health care of socioeconomic development. Broader scope dictates the need for a 
sharp focus~ this is also one of the reasons for WHO's and countries increased interest in 
the evaluation of activities in the field of mental health. 

3. OBJECTIVES 

OVERALL OBJECTIVE 

The overall objective of WHO's mental health programme is to reduce problems related to 
mental and neurological disorders, alcohol and drug abuse and to facilitate the 
incorporation of mental health knowledge and understanding in general health care and social 
development. 

SPECIFIC OBJECTIVES 

10.1 Psychosocial factors in the promotion of health and human development 

To cooperate with Nember States in increasing the effectiveness of general health care 
through appropriate utilization of mental health skills and knowledge; and in developing 
strategies for intervention based on an increased awareness of the psychosocial aspects of 
social action and change. 

10.2 Prevention and control of alcohol and drug abuse 

To cooperate with Member States in preventing and controlling problems related to 
alcohol and drug abuse; and in developing appropriate technologies for the treatment and 
management of problems when they do arise. 

10.3 Prevention and treatment of mental and neurological disorders 

To cooperate with Hember States 1.n the planning of programmes and development of 
appropriate technologies for the prevention and treatment of specific mental and 
neurological disorders within primary health care systems. 
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4. TARGETS 

10.1 Psychosocial factors 1n the promotion of health and human development 

Targets by 1989~ 

(i) The results of the evaluation of psychosocial intervention trials as part of 
prevention programme for at least one group of communicable diseases and one group 
of noncommunicable disorders will have been made available to Member States. 

(ii) In at least one country in each WHO region, guidelines for the incorporation 
of psychosocial knowledge and skills 1n the tra1n1ng curricula of various 
categories of health workers will have been applied and evaluated. 

10.2 Prevention and control of alcohol and drug abuse 

Targets by 1989~ 

(i) The results of the evaluation of national policies and programmes for the 
prevention and control of drug abuse problems in at least five countries that have 
adopted such measures will be disseminated to all Member States. 

(ii) Technologies for the prevention and management of alcohol and drug abuse 
problems will have been identified and the effects of their application in at 
least one country in each region will have been documented and evaluated. 

10.3 Prevention and treatment of mental and neurological disorders 

Targets by 1989~ 

(i) The effect of such programmes as immunization, 
and accident prevention on the prevalence of mental 
resulting from organic brain damage will have been 
disseminated in reports and publications used by health 

tropical disease prevention 
and neurological disorders 
documented, evaluated and 

planners. 

(ii) Technological guidelines will have been designed for the prevention and 
clinical management within primary health care of selected mental and neurological 
conditions in children, adults and the elderly; at least one country in each WHO 
region will have introduced them on a national scale and documented their 
effectiveness. 

5 • APPROACHES 

General programme approaches* 

I. Cooperation with countries in~ 

(a) Problem assessment and policy formulation 

Valid assessment of mental health and psychosocial problems and issues 1s 
essential for effective policy formulation. WHO must have the capability to 
collaborate with countries 1n the assessment process which should also result 1n the 
identification of specific needs 1n terms of technology development. Problem 
assessment will have to include epidemiological estimations of the size and nature of 

*The 
programme 

general 
for the 

as well 
7th GPW 

as the specific 
are stated 1.n 

approaches 
the document 

to be used in the mental health 
"Health for All Series No. 8". 
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problems; exchange of information; development of mechanisms capable of monitoring 
changes in the mental health situation in the country; utilization of knowledge 
provided by agencies and institutions outside the health sector; and collaboration with 
decision makers in sectors other than health. 

Policy formulation will have to start with increasing the awareness of decision 
makers, professionals, community leaders and the population about the nature of 
problems and means available for their solutions. The development and maintenance of 
national coordinating groups 1s a possible and useful next step serving also to 
facilitate agreement about policy options. An effort to develop mechanisms which will 
ensure the integration of such policy options into the national strategy to achieve 
Health for All by the Year 2000 is a necessary next step. 

New approaches to mental health policy formulation are being developed at regional 
level in some instances. So, for example, in the African Region, a Mental Health 
Action Group involving ten countries in southeast Africa has been established and 
national mental health policies are formulated in a cooperative manner; and in SEAR and 
EUR, WHO collaborative projects involving a number of centres are likely to play a 
particularly active role in policy formulation. Regional and global coordinating 
groups will continue to be used as a mechanism facilitating and guiding WHO's input in 
national, regional and global programme development. Interregional support will be 
important in ensuring exchange of experience and appropriate technical information 
among regions and countries and evaluation of effectiveness of new approaches in policy 
formulation. 

(b) Research and adaptation of technology 

Development of technology needed for programme implementation will involve 
research, assessment and adaptation of technology and effective information transfer. 
WHO can catalyse and coordinate efforts in this area; it can also help to bridge the 
gap between advances of science and needs of the population. 

Social relevance of research efforts and achievement of the countries' 
self-reliance in research will be central criteria 1n selecting areas of technology 
development. With these in mind, particular emphasis will be given to the development 
of technology which can be used at the level of primary care and facilitate the 
incorporation of mental health components into general health care. The latter effort 
has been identified as being a crucially important approach to the provision of care in 
most of the Regions (e.g., AMR, EMR, and SEAR). 

Effective information transfer will require the establishment of mechanisms for 
information processing, analysis and dissemination. A selective approach will be used 
and emphasis placed on transfer of knowledge about the extent and nature of problems 
encompassed by the programme; about the development of services and manpower to cope 
with them; and about psychosocial aspects of health care and of overall development. 

Development of infrastructure for research and training will be supported through 
a network of collaborating centres designated by WHO and contributing to programmes at 
national, regional and global levels. A special effort will be made to establish such 
centres in areas in which there were few in the past; at the same time, the evaluation 
of new forms of development of research and training infrastructure will be continued 
in order to be able to offer Hember States a variety of options for collaborative 
activities. 

(c) Promotion of the use of appropriate technology 

WHO 1n its collaboration with countries will promote the use of technology 
appropriate to countries' needs, priorities and objectives. This will involve 
activities such as organizing and disseminating evaluative information about existing 
treatments, methods of diagnosis, and training techniques and opportunities; keeping 
lists of essential drugs, training materials and other techniques up to date; 
developing the capacity to recommend standards for care provision, training and 
research. The Organization will also build up further its panels of experts and use 
these in the assessment of suitability and safety of techniques 1n terms of 
effectiveness, costs, risks and complexity. 
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Further, WHO will pay major attention to the stimulation and support of 
collaborative activ1t1es to improve training of different categories of personnel. It 
will also ensure that the conduct of cooperative activities and their evaluation serves 
for the identification of critical gaps and deficiencies of knowledge, and thus orient 
research to the development of technology needed in programme implementation. 

II. Cooperation with other agencies 

WHO will continue to collaborate with the United Nations and its specialized agencies, 
and with intergovernmental and non-governmental organizations; particularly in combatting 
problems related to alcohol consumption and the non-medical use of dependence-producing 
drugs e.g. UNDND, UNFDAC, UNESCO (e.g. Colombo Plan and the International Council on 
Alcohol and Addiction), ILO; in carrying out the functions assigned to WHO under 
international treaties on narcotic drugs and on psychotropic substances (UNDND and INCB); in 
activities concerning the rehabilitation and integration into the community of mentally 
retarded or otherwise mentally disabled persons (e.g. UN, ILO, World Federation for Mental 
Health, Rehabilitation International); in activities concerning the prevention of 
psychosocial problems which can be linked to general socioeconomic development (e.g. UN, 
UNICEF, UNHCR); and in the struggle against racial discrimination and apartheid (e.g. OAU). 
For a further description of linkages, see also section 9, page 14 of this document. 

6. ACTIVITIES 

The activities proposed for the period of the 7th General Programme of Work are 
presented in four groups~ 

10.0 Mental health policy and programme promotion, coordination, evaluation and 
support. 

10.1 Psychosocial factors in the promotion of health and human development 

10.2 Prevention and control of alcohol and drug abuse 

10.3 Prevention and treatment of mental and neurological disorders 

For each group the specific target(s) will be given first, followed by specific 
approaches to be used in performing the activities. A tabular listing of activities with an 
indication of their duration and probable linkage follows. 
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(i) To promote the establishment of national and regional coordinating groups or equivalent mechanisms in all 
WHO regions 

(ii) To provide coordinative and evaluative support to these groups and other efforts directed to the 
development of mental health policies and programmes, 

Specific Approaches: (a) To develop methods and materials which will facilitate mental health policy formclation and 
the evaluation of programmes and (b) to facilitate intercountry and interregional cooperation in these efforts, (c) 
to provide technical support to relevant activities. 

Activities 

PROMOTION AND SUPPORT OF NATIONAL AND REGIONAL 
MENTAL HEALTH POLICY FORMULATION (POL) 

POL/01 Development of skills and materials needed for the 
formulation of mental health components of national 
health policies and programmes 

POL/02 Promotion, support and utilization of mental health 
coordinating groups at country and regional levels 

POL/03 Support and coordination of special programmes of 
technical cooperation in mental health among developing 
countries 

GLOBAL SUPPORT TO MENTAL HEALTH PROGRAMMES AT 
NATIONAL LEVEL ( NAT) 

NAT/01 Strengthening of the network of collaborating centres 
and of infrastructure for research in the field of 
mental health particularly in developing countries 

NAT/02 Development of a common language in the field of the 
mental health programme, including the development of 
classifications and diagnostic procedures suitable 
for use at different levels of the health care system 

NAT/03 Improving information support to mental health 
programmes, including the establishment of a network 
of information centres 

NAT /04 Development of indicators for use in mental health 
programme formulation 

NAT/05 Promotion of development and use of training materials 
on topics of concern to the mental health programme 
(e.g. audiovisuals, flow charts, curricula)** 

DEVELOPMENT OF TECHNIQUES OF EVALUATION OF MENTAL 
HEALTH PROGRAMHES AND POLICIES (EVA) 

EVA/01 Development of instruments, guidelines and methods 
necessary for the evaluation of mental health programmes 
treatment methods, alternative service modes and 

1984 - 1985 1986 - 1987 

All regions HQ 

All re2ions HO 

HO AFRO 

All regions, HQ 

HO All re~~:ions 

HQ, All regions 

HQ All regions 

HO All re~~:ions 

organizational models HQ,AMRO, EMRO, EU O, SEARO 

EVA/02 Development of methods for comparative cost 
assessment of mental health care 

EVA/03 Critical assessment of measures proposing to prevent 
mental disorder and promote psychosocial development 

PROMOTION OF HEALTHY PSYCHOSOCIAL DEVELOPMENT (PRO) 

PR0/01 Multidisciplinary consultations on research and action 

HQ, EURO 

HQ 

concerned with the promotion of mental health HQ, EMRO, EURO 

PR0'/02 Development of methods for the assessment of the 
quality of life, especially in people with chronic 
disease and design of appropriate interventions ~H~O~S~E~A~R~O~------+-----------------

1988 - 1989 

PR0/03 Promotion of the healthy psychosocial development 
of the child with particular emphasis on activities 
which can be undertaken by the family and at PHC lever** ~H~O~AM~R~O~~S~E~A~R~O~+-----------------+--------------

Note: The listing of regions is done alphabetically throughout. 

Linkages1 

MPN 

RPD" 

HST --

HSr",NUT, 
GPO 

HSTX, HPN 
MCH --

HMD 

HST, HBI 
HSR 

HST, HSR" 

RPD 

RPD, HPP 

HPP, £;All 
HEE, RHB 

NCH 

*Linking and coordinating similar activities carried out as part of efforts to achieve objectives and targets listed 
under 10.1, 10.2 and 10.3 
** See also PSY/04, DAT/05, MEP/06 
***See also NAT/04 
1Linkages resulting in activities undertaken jointly by two or more programmes are identified by "x"; activities for 
which joint budgeting by two or more programmes is envisaged are underlined. 
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10.1 Psychosocial factors in the promotion of health and human development 

Targets by 1989: 

(i) The results of the evaluation of psychosocial intervention trials as part of prevention programme for at 
least one group of communicable diseases and one group of noncommunicable disorders will have been made available 
to Member States. 

(ii) In at least one country in each WHO region, guidelines for the incorporation of psychosocial knowledge and 
skills in the training curricula of various categories of health workers will have been applied and evaluated. 

Specific Approaches 

To develop and apply methods and techniques which will allow countries (a) to identify psychosocial factors which 
can improve the level of health of their populations and promote the health psychosocial development of the individual 
and functioning of families; (b) to carry out research necessary to design or adapt appropriate intervention 
strategies; and (c) to develop means of incorporating these elements in countries' health policy programmes and 
formulation, This work will focus mainly on mental health in high-risk groups, the psychosocial aspects of health 
care, and psychosocial consequences of social change. 

Activities 

DEVELOPMENT OF METHODS TO ASSESS PSYCHOSOCIAL ASPECTS 
OF HEALTH CARE AND TO PLAN AND EVALUATE INTERVENTIONS 

(PSY) 
PSY/01 Development of methods for the assessment of 

psychosocial factors related to contacts with primary 
health care and to functioning of health care (e.g. 
motivation for preventive work, attitudes to disease, 
relation of health agents with patients and their 
families, etc)* 

PSY/02 Community trials of psychosocial problem prevention 
by life style modification (e.g. through 
media campaigns) 

PSY/03 Promotion and development of programmes to humanize 
health care (e.g. by revision of medical training to 
counteract over-reliance on medical technology) 

PSY/04 Development of materials needed in the training 
of different categories of health and social service 
workers about psychosocial aspects of health care** 

IDENTIFICATION OF UNTOWARD PSYCHOSOCIAL CONSEQUENCES 
OF SOCIAL CHANGE AND DESIGN OF APPROPRIATE STRATEGIES 
FOR THEIR PREVENTION (CHA) 

CHA/01 Formulation of strategies to make health services more 
effective in managing psychosocial consequences of 
violence, natural and man-made disasters, migration 
and up-rooting, urbanization and resettlement 

CHA/02 Analysis of mental health implications of legislation 
(e.g. of effects of laws on child custody and divorce 
on child mental health) and development of appropriate 
guidelines to help in drafting legislation preventing 
health damage 

CHA/03 Studying and disseminating information on the health 
and psychosocial implication of apartheid and racial 
discrimination 

CHA/04 Collaboration in programmes designed to reduce 
psychosocial hazards at work (e.g. in accident 
prevention programmes) 

CHA/05 Nonitoring effects of the introduction of new 
technologies (e.g. new communication technologies) 
on mental health and behaviour 

PREVENTION OF HEALTH DAMAGE IN GROUPS AT HIGH 
PSYCHOSOCIAL RISK (RIS) 

RIS/01 Identifying determinants and health consequences of 
abnormal risk taking behaviour in adolescence and 
formulation of preventive programmes 

RIS/02 Assessment of psychosocial problems specific to old age 

1984 - 1985 1986 - 1987 1988 - 1989 

HQ, SEARO 

HQ, AFRO AMRO E f\RO EURO SEARO 

HQ 

All regions HQ 

All regions HQ 

HQ, EMRO, EURO 

HQ, AFRO 

HQ 

HQ_ 

HQ,AMRO, EURO, WFIRO 

& development of community-based intervention programmes 1 ;H~fQ~~AM~R~O~-E~M~R~O~-~~U~IR~O ______________ ~-------------

RIS/03 Assessment of coping mechanisms used by individuals and 
families exposed to severe stress & utilization of this 
kno~;ledge for health and social programme development H~~Q~_;A~l!:.l!:...r!:.e~'&cio~n::.:.s-ll---------------1------------

*This act1v1ty will be closely coordinated with MEP /01 
**See also NAT/05 

Linkages 

PHC~ HSR 

HST, HPf"' 
STD,IEH 

IEH, HMD 

HND",IEH 

ERO, RUD 
COR, PHC 

IEH", HST 

OCH 

HST, IEH 

MCH, OCH 

HSD 



10.2 Prevention and control of alcohol and drug abuse 

Targets by 1989: 
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(i) The results of the evaluation of national policies and programmes for the prevention and control of drug 
abuse problems in at least five countries that have adopted such measures will be disseminated to all Member 
States. 

(ii) Technologies for the prevention and management of alcohol and drug abuse problems will have been identified 
and the effects of their application in at least one country in each region will have been documented and 
evaluated. 

Specific Approaches 

To develop and apply methods and techniques which will allow countries (a) to assess health and social problems 
related to the abuse of alcohol and drugs; (b) to promote widespread awareness and understanding of the size, 
complexity and repercussions of alcohol and drug-related problems; (c) to design preventive, curative and 
rehabilitative interventions, particularly for use at premary health care level, and carry out research where 
necessary to gain knowledge relevant to specific country needs; and {d) to include prevention and control stragegies 
in their health policies. 

Activities 

PREVENTION AND CONTROL OF PROBLEMS RELATED TO 
ALCOHOL AND DRUG ABUSE (PAD) 

PAD/01 Increasing awareness of governments, the general public 
and the scientific community about health consequences 
of alcohol and drug consumption and about possibilities 
of preventive intervention (e.g. by workshops of 
decision makers, development of appropriate materials 

1984 - 1985 1986 - 1987 

for campaigns, etc.) AFRO AMRO EMRO EURO WPRO HQ 

PAD/02 Collaboration in the development and in the 
evaluation of effectiveness of national policies and 
programmes concerned with health aspects of alcohol 
and drug abuse 

PAD/03 Promoting the development and use of sound national 
and international data bases on alcohol-related problems 

All regions HQ 

and their changes* 1 ,H~1Q~~A~ll~r~e~,g~io~n~s~r-----------------·l 
PAD/04 Development of social and technological measures to 

reduce alcohol problems in the employment and family 
setting A..lv!RO, AFRO, EMRO, EVRO, HPRO, P.:Q 

1988 - 1989 

PAD/05 Coordination of research on biological risk factors for 
alcohol and drug dependence ~HQ~,~AM~R~O~,~E~U~R~O~,-~>P~IR~O--------------~------------

PAD/06 Assessment of the efficacy and side-effects of 
psychoactive drugs if consumed in combination with 
other drugs or alcohol I~H~Q--------------4-----------------· 

PAD /07 Assessment of the therapeutic usefulness and public 
health effects of widespread use of specific psycho
active drugs with a view to make recommendations 
to countries and UN bodies concerning their use and 
methods of control at national and international level 

PAD /08 Development of guidelines for use by countries in 
implementation of activities related to inter
national drug control obligations and treaties 

TREATMENT AND MANAGEMENT OF DRUG AND ALCOHOL ABUSE 
AND CONSEQUENT HEALTH PROBLEMS (DAT) 

DAT/01 Development of guidelines for assessing and revising 
national legislation on treatment of alcohol and 
drug problems 

DAT/02 Development of technology for early detection of 
problems related to harmful consumption of alcohol 
and drugs 

DAT/03 Development and evaluation of measures to be used for 
the treatment and management of alcohol and drug problem 

HQ_ 

HQ, AMRO, EMRO, E RO, SEARO 

HQ 

HQ 

in PHC I~H~Q,,~A~l~l~r~e~g:i~on~s~r----------------;------------

DAT/04 Assessment of models for non-voluntary treatment 
of abusers of psychoactive drugs i=E~U~R~O~--------

DAT/05 Development of manuals for teaching about management of 
drug dependence and alcohol-related problems in health 
institutions** HQ, AMRO, EMRO, S ARO, WPRO 

DAT/06 Assessment of physical health damage resulting from 
alcohol abuse ~WP~R~O~----------~r----------------

*See also NAT /04 
**See also NAT /05 

Linkages 

IEH 

MPN 

HSTX 

OCH, HPP 
MCH 

RPD 

APR, OCH 
DSEx 

DSE 

HSD, HMD 

HLE 

PHC 

PHC, TRH 

PHC 
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10.3 Prevention and treatment of mental and neurological disorders 

Targets by 1989 ~ 

(i) The effect of such progranunes as >nununization, tropical disease prevention and accident prevention on the 
prevalence of mental and neurological disorders resulting from organic brain damage will have been documented, 
evaluated and disseminated in reports and publications used by health planners. 

(ii) Technological guidelines will have been designed for the prevention and clinical management within primary 
health care of selected mental and neurological conditions in children, adults and the elderly; at least one 
country in each WHO region will have introduced them on a national scale and documented their effectiveness. 

Specific Approaches 

To develop and apply methods and techniques which will allow countries~ (a) to assess the incidence, 
manifestations and outcome of mental and neurological disorders affecting their populations; (b) to design preventive, 
curative and rehabilitative intervention schemes capable of being integrated at all levels of health care and to 
develop methods for the evaluation of their effectiveness; (c) to promote and carry out research of the etiology, 
biological and psychosocial determinants of outcome of widespread or severe mental and neurological disordersa and 
disabilities •dth the long-range perspective of designing progranunes for their prevention; and {d) to promote use of 
new knowledge about the prevention and treatment of mental and neurological disorders in national health policy 
orrnulation 

Activities 

ASSESSMENT, PREVENTION & TREAT~lliNT OF MENTAL DISORDERS 
(MEP) 

MEP/01 Development and field testing of screening and 
diagnostic methods for mental disorders and promotion 
of their application in health care 

MEP/02 Development or identification of methods of prevention 
and management of mental disorders of public health im
portance (including their treatment) with particular 
reference to PHC and promotion of their application at 

1984 - 1985 1986 - 1987 1988 - 1989 

HQ All regions 

all levels of health care delivery ~A_l~l __ r_~~i_o_n_s~~H~Q~t-----------------t--------------

MEP/03 Information transfer in support of programmes dealing 
with mental retardation and suicide prevention ~H~Q~AM~R~O~·~WP~R~O~-r-----------------r--------------

MEP/04 Studies on disease markers, risk factors and early 
developmental precursors of mental disorders in 
culturally and ecologically contrasting populations 
with a view to their prevention ~~~--------------t-----------------t--------------

MEP/05 Preparation of proposals for a revised classification 
of mental disorders in the framework of ICD, taking 
into account recent advances in knowledge & the needs of 
mental health care in the developing countries ~H~Q~-------------r----------------

MEP/06 Revision and updating of teaching and training 
programmes on psychiatry in medical and nursing 
schools and in courses for community health workers* ~AM~R=O~·~E~M=R~O~·~S=E~A=R~<,~H~Q-------------+--------------

MEP/07 Organization of courses on public health 
administration for mental health officers 

PREVENTION AND TREATMENT OF NEUROLOGICAL DISORDERS (NEU) 

NEU/01 Collaboration with countries in development of national 
programmes dealing with control of most frequent and 

ANRO 

serious neurological disorders ~AM~R=O~·-=E~M~R=O~·-=E=U~R=O~----------------~-------------
NEU/02 Development of a research and action programme 

to control epilepsy 

NEU/03 Completion of studies on peripheral nerve damage & their 
treatment & utilization of results of these studies in 

AMRO, EMRO, WPRO HQ 

training of different categories of health workers =H~Q--------------r-----------------J 

NEU/04 Development of prevention and rehabilitation 
programme for cerebrovascular disorders 

NEU/05 Promoting the inclusion of relevant knowledge stemming 
from neurology and related biological sciences into 
training progran~es of different categories of 

HQ. AMRO, WPRO 

health personnel ~AM~R=O~,~E~M=R~O~,~E~U~R~O-r-----------------+--------------

NEU/06 Research on neuroplasticity and repair in CNS with 
a view to design methods to limit damage to the nervous 
system during .trauma and development ~H~Q--------------+-----------------+--------------

DISABILITY PREVENTION AND REHABILITATION (DIS) 

DIS/01 Development of methods for the assessment of psycho
social impairments associated with physical, 
neurological and mental disease and utilization 
of such methods in disability prevention programmes 

DIS/02 Design of interventions aimed to prevent or reduce 
disability resulting from mental and neurological 
disorders and evaluation of the social and economic 
gains from such interventions in various types of 
communities in developing and developed countries 

DIS/03 Evaluation and improvement of treatment and 
rehabilitation services for the chronically 
mentally ill 

*See also NAT/05 

~ EURO 

HQ, ENRO, SEARO, WPRO 

EMRO 

Linkages 

HSf', HSD 

EPI,PHC 
HSD 

RHB, HSD 

HC\1 

HHD" 

HMD 

MPN 

HMD 

CVD 

HMD 

RPD 

RHB 



7. PROGRAJ.'1ME MANAGEtvJENT AND RESOURCES 
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The principles outlined in the document "The Managerial Process for WHO's Programme 
Development" (HPWPD/81.1) fully apply; in addition, several specific mechanisms of programme 
management will be used as well. 

The coordinating groups at national, regional and global level - a mechanism which 
served so well in the 6th GPW - will be further developed. Countries in particular, will 
continue to be encouraged to form national and subnational coordinating groups to assist 
them ~n the development of their mental health programmes. WHO will cooperate with 
countries in strengthening such groups, for example by providing information about the 
function of such groups elsewhere, helping to define terms of reference, by collaborating 
with such groups in specific programme tasks (e.g., legislation review), etc. Other 
mechanisms of programme formulation, implementation and evaluation will also be supported 
and developed so as to ensure that efforts of WHO and of the scientific community of the 
world can be used in policy and programme development. 

Networks of collaborating centres are an important resource of the programme. Examples 
are the network of mental health information centres which is designed to cover the major 
topics of mental health programme concern, the network of collaborating centres on research 
in biological psychiatry, or the group of centres which jointly undertake collaborative 
tasks in the field of neurosciences. The networks collaborate in research, training and 
information transfer contributing their own resources to assist national programmes and 
requiring only minimal input of resources from WHO. 

Specific management tools had to be developed to enable WHO's mental health programme 
to respond to the needs of certain country groups which decided to collaborate according to 
the principles of TCDC. Examples are the mental health action programme of countries ~n 
Southern Africa, and the drug abuse prevention and control programme in South East Asia. In 
these programmes, HQ has a technical support function to the Regional Office concerned which 
coordinates pertinent country efforts. In this role HQ is also directly involved in country 
programmes. 

A useful mechanism applied in programme management are advisory groups or peer rev~ew 
groups associated with particular projects carried out in the framework of the Mental Health 
Programme. Their functions include project monitoring and evaluation, but they also play an 
important role ~n the management of specific projects er groups of projects. Expert 
advisory panels on mental health, drug dependence and alcohol problems and neurosciences 
also support WHO in these tasks. 

During the 6th GPW, a number of problem areas were identified by Member States (and 
WHO's collaboration requested) which transcended the boundaries of individual WHO programmes 
and consequently, inter-programme collaboration was indicated. Such inter-programme 
collaboration was particularly successful when collaboration involved regional and 
Headquarters level simultaneously and when joint programme budgeting and management was 
used. An example of this approach was the project on monitoring of mental health needs 
which was jointly managed and funded by the programmes on Health Statistics and Mental 
Health at Headquarters and regional level. Another example is the development of the 
programme of research and training on mental health aspects of primary health care and 
family health which was jointly undertaken by three programmes at regional and headquarters 
levels. It will be important that the mental health programme promotes and develops such 
approaches also during the 7th GPW. 
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8. MONITORING, EVALUATION AND INDICATORS 

The principles of health programme evaluation, outlined in document HPC/DPE/71.1 are 
fully applied. There are, ho\·'ever, some features of the programme evaluation methodology 
whic-.h are specific to the mental health programme. They proved useful during the 6th GPW 
and will also be applied in the future. 

The internal organization of the programme and its evaluation are influenced by the 
fact that the basic building bricks of the programme are specific, time-limited activities; 
the responsibility for each of these is with a professional officer, at Headquarters or in 
the Regional Office. Progress-evaluation reports are written yearly for each of these 
act1v1ties of the programme. The complementarity, linkage and collaborative aspects of 
these activities are maintained in sharp focus and supported through a series of mechanisms, 
including the above mentioned coordinating groups as well as annual programme evaluation 
and planning meetings. An internal mental health programme management information system 
has been established 1n order to facilitate project and programme monitoring and 
evaluation. As a result, the activities show low levels of overlap and the current 
structure of the programme emerged the programme is conceived as a mosaic in which 
country, regional and global act1v1ties complement each other and jointly make up the 
totality of the mental health programme. 

The evaluation of achievements of the programme has to be made with respect to its 
impact on the development and effects of programmes at country level. WHO will therefore 
continue its efforts to assess whether its activities had some impact in matters such as the 
formulation of national policies, effective distribution and transfer of resources, rapid 
adaptation of appropriate technologies and in the promotion of the health state of the 
population. Evaluation of the programme will continue to be carried out simultaneously with 
programme implementation. In this process mechanisms which proved to be useful - such as 
internal and external peer groups and advisory bodies - will continue to be employed and 
improved. Administrative reviews and analysis of comments by Member States in governing 
bodies and in UN bodies (e.g. the UN Commission of Narcotic Drugs) will also be used in 
future. The role of Expert Advisory Panels 1n evaluative activities will be further 
developed and improved. 

Towards the end of the time period covered by the 6th GPW, work was started on the 
development of indicators of the mental and psychosocial components of health. This work 
needs considerable strengthening and will concern itself with the assessment and development 
of a variety of indicators of healthy mental life, psychosocial implications of social 
economic development, psychosocial aspects of health care provision, mental and neurological 
morbidity, and quality and cost of mental health care. 

9. LINKAGES 

The nature of issues with which the mental health programme has to deal is such that 
close linkage of the programme with other health and social activities 1s essential for 
programme success. At community level, linkages are to be established between various 
agencies dealing with mental, neurological, psychosocial (drug and alcohol) problems 
(medical and social services, educational, correctional pub 1 ic health, economic agencies, 
etc.). At national level, inter-ministerial coordination is being promoted and national 
coordinating groups are important mechanisms for promoting these concepts. Regional and 
global coordinating multidisciplinary groups in mental health facilitate the dialogue among 
those who deal with problems of mental health concern. 

There are close working relationships between the Mental Health Programme and a number 
of UN agencies and non-governmental organizations. However, there is still considerable 
potential for the strengthening of this collaboration, particularly at country level where 
the involvement of organizations like the United Nations. Development Programme, the United 
Nations Children's Fund, and the United Nations Education, Scientific and Cultural 
Organization in implementing country programmes in the field of mental health may have to be 
sought more actively. 
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In the past the collaboration between WHO and non-governmental organizations was often 
characterized by those organizations' readiness to facilitate the dissemination of 
information generated by WHO. However, a more active role of NGO's is possible~ Some of 
these organizations are in the position to organize joint workshops with WHO, others can 
help and participate in the development of position papers and in the performance of 
advocacy role on certain issues. 

The possibilities of further developing collaboration with professional groups in the 
fields of behavioural science (such as psychology, anthropology and sociology) and national 
professional associations are also being explored. 

Health promotion, the incorporation and consideration of psychosocial factors in 
health and social development programmes, by definition, are multisectoral tasks. 
Therefore, close collaboration in programme formulation and implementation is required and 
is being established between the mental health programme and other WHO programmes, 
particularly the programmes on General Health Protection and Promotion and on Protection and 
Promotion of the Health of Specific Population Groups (e.g., NCD, EPI, HMD, MCH, HST, and 
IEH). 

Collaboration with Regional Offices will not be discussed here since the Mental Health 
Programme of the Organization is conceived as a unity in which regional, national and global 
components reinforce and complement each other. Collaboration with the United Nations and 
its specialized agencies, as well as intergovernmental and non-governmental organizations 
are described on page 8. 



CLASSIFIED LIST OF PROGRAMMES FOR THE 
EIGHTH GENERAL PROGRAMME OF WORK 

A. DIRECTION, COORDINATION AND MANAGEMENT 

1. Governing bodies 
1.1 World Health Assembly 
1.2 Executive Board 
1.3 Regional committees 

2. WHO's General Programme Development and Management 
2.1 Executive management! 
2.2 Director-General's and Regional Directors' Development 

Programme 
2.3 General programme development2 
2.4 External coordination for health and social development) 
2.5 Informatics 

B. HEALTH SYSTEM INFRASTRUCTURE 

3. Health system development 
3.1 Health situation and trend assessment 
3.2 Managerial process for national health development 
3.3 Health systems research and development 
3.4 Health legislation 

4. Organization of health systems based on primary health care 

5. Health manpower 

6. Public information and education for health 

1 Includes Director-General's Office, Regional Directors' offices, 
offices of Assistant Directors-General with Headquarters Programme Committee 
Secretariat, offices of the Legal Counsel and Internal Audit and Nanagerial 
support to policies and strategies for Health for All by the Year 2000. 

2 Includes Directors of Programme Management in regional offices, the 
Managerial Process for WHO Programme Development, and Staff Development and 
Training. 

3 Includes collaboration within the United Nations system, with other 
organizations and with multilateral and bilateral programmes, and emergency 
relief operations. 
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C. HEALTH SCIENCE AND TECHNOLOGY 

7. Research promotion and development, including research 
on health-promoting behaviour 

8. General health protection and promotion 
8.1 Nutrition 
8.2 Oral health 
8.3 Accident prevention 
8.4 Smoking and health 

9. Protection and promotion of the health of specific population groups 
9.1 Maternal and child health, including family planning 
9.2 Human reproduction research 
9.3 Workers' health 
9.4 Health of the elderly 

10. Protection and promotion of mental health 
10.1 Psychosocial factors in the promotion of health and 

human development 
10.2 Prevention a~- control of alcohol and drug abuse 
10.3 Prevention and treatment of mental and 

neurological disorders 

11. Promotion of environmental health 
11.1 Community water supply and sanitation 
11.2 Environmental health in rural and urban development 

and housing 
11.3 Control of environmental health hazards 
11.4 Food safety 

12. Diagnostic, therapeutic and rehabilitative technology 
12.1 Clinical, laboratory and radiological technology for 

health systems based on primary health care 
12.2 Essential drugs and vaccines 
12.3 Drug and vaccine quality, safety and efficacy 
12.4 ~raditional medicine 
12.5 Rehabilitation 

13. Disease prevention and control 
13.1 Immunization 
13.2 Disease vector control 
13.3 Malaria 
13.4 Parasitic diseases 
13.5 Tropical disease research 
13.6 Diarrhoea! diseases 
13.7 Acute respiratory infections 
13.8 Tuberculosis 
13.9 Leprosy 
13.10 Zoonoses 
13.11 Sexually transmitted diseases 
13.12 Vaccine research and development 
13.13 Other communicable disease prevention and 

control activities1 

13.14 Blindness and deafness 
13.15 Cancer 
13.16 Cardiovascular diseases 
13.17 Other noncommunicable disease prevention and 

control activities 



D. PROGRAMNE SUPPORT 

14. Health information support2 

15. Support services 
15.1 Personnel 
15.2 General administration and services 
15.3 Budget and finance 
15.4 Equipment and supplies for Member States 

1 Including Smallpox Post-Eradication Surveillance. 

2 Health information support includes \{HO's publications and documents 
and health literature services. 
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Mental Health Programme Classification of 
EURO and the Main Programme Objectives 
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3.10.1 Psychosocial factors and mental health 

Objectives: (1) to strengthen the mental health component of health 
policies and legislation, and to develop community-based 
mental health care within the general health system, 
including primary health care; 

(2) to determine the mental health needs of specified high-risk 
groups and vulnerable communities and means of providing 
preventive mental health measures and care; 

(3) to incorporate mental health components in programmes for 
health information, planning, education and training with 
emphasis on preventive measures and primary health care; 

(4) to ascertain psychological, social and environmental stress 
factors in illness and disability to promote intervention 
and prevention strategies; 

(5) to include neurology and related biological sciences in 
technical and educational programmes concerned with chronic 
and degnerative diseases. 

3.10.2(a) Prevention of Alcohol Abuse 

Objectives: (1) to promote the development of comprehensive national 
policies and programmes leading to a reduction in the abuse 
of alcohol and its related health, social and economic 
effects; 

(2) to develop more effective approaches to the prevention of 
alcohol abuse, with special reference to vulnerable groups; 

(3) to stimulate the development and improvement of treatment 
and rehabilitation programmes in alcohol abuse; 

(4) to improve the integration of services for prevention, 
treatment and rehabilitation in alcohol abuse into health 
services at the primary care level, paying special 
attention to vulnerable and high-risk groups; 

(5) to increase coordinated action by Member States, United 
Nations organizations, IGOs and NGOs with a view to 
reducing alcohol abuse. 
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3.10.2(b) Abuse of psycho-active drugs 

Objectives (1) to promote the development of comprehensive national 
policies and programmes leading to a reduction in the abuse 
of psychoactive drugs and related health social problems; 

(2) to develop more effective approaches to the prevention of 
abuse of psychoactive drugs with special reference to 
vulnerable groups; 

(3) to stimulate the development and improvement of treatment 
and rehabilitation for abusers of psychoactive drugs; 

(4) to improve the integration of services for prevention, 
treatment and rehabilitation of abusers of psychoactive 
drugs into the health services at the primary care level, 
with special attention to vulnerable groups; 

(5) to increase coordinated action to reduce abuse of 
psychoactive drugs between Member States, United Nations 
agencies, IGOs and NGOs. 


