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SUMMARY 

The Sixth WHO Regional Meeting on Mental Health Programme Coordination was 
convened by the World Health Organization, Regional Office for the Western Pacific in Manila 
from 15 to 19 November 1999. 

The meeting was attended by 16 participants from 14 Countries and three secretariat 
members from the Western Pacific Office. Dr Janice Wilson (New Zealand) and 
Dr Lourdes Ignacio (the Philippines) were elected chairperson and co-chairperson respectively. 
Dr Jude Ohaeri (Fiji) and Dr Hwang, Tae-Yeon (Republic of Korea) were elected as rapporteurs. 

The meeting was opened by Dr Richard Nesbit, Director, Programme Management, who 
presented the opening remarks of the Regional Director, Dr Shigeru Omi. 

The objectives of the meeting were: 

(I) to share both positive and negative experiences in the development and 
implementation of mental health programmes over the past five years; 

(2) to review the recommendations of the 5th Regional Coordinating Group Meeting 
on the Mental Health Programme for the Western Pacific Region held in 1995 and to 
discuss and identity priority areas for improvement in mental health care; 

(3) to identity possible sources of support in mental health care training to overcome 
the lack oftrained manpower and to improve services; 

(4) to form networks for cooperation and collaboration among the mental health 
programmes in the Region; and 

(5) to advise the Regional Director on priorities for collaboration with Member States 
in mental health programmes. 

The recommendations were: 

(I) Countries should continue to develop a strong and sustainable community-based 
approach to mental health, which includes prevention, assessment, treatment and 
psychosocial rehabilitation. Hospital admission should be the last resort. Inpatient 
psychiatric services should be located primarily in general hospitals to reduce 
discrimination against these persons. The planning and development of mental 
health services and programmes should ensure that they are decentralized and 
accessible to all people. Mental health policy and legislation should reflect this 

approach. 
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(2) Countries should collect mental health data through cost-effective periodic surveys 
with the aim of eventually including the data in routine health data collection. 
National health data banks should ensure that service providers are regularly 
supplied with data. 

(3) Country relevant best practice and evidence-based protocols for the identification, 
management and referral of common mental disorders and mental health problem 
should be produced as a matter of urgency. All health care professionals in primary 
care should be trained in the application ofthese protocols at all levels, from 
undergraduate through postgraduate, to continuing education. All health care 
personnel should be trained in the psychological, social and cultural aspects of 
illness. 

(4) In all countries, mental health services for children and young people should be 
strengthened by integration ofthese services with general health and mental health 
programmes. 

(5) Each country should ensure that there is provision in the health budget for 
continuation and development of mental health programmes; in particular, each 
country should ensure the continuity of supply of essential drugs in psychiatry and 
that positions for psychiatrists and other professional mental health workers be 
given the same priority as other specialties in health. Each country should work on 
a plan of action to improve mental health in the next four years. 

(6) Countries should make every effort to make mental health and mental health care 
an integral part of health care that can contribute positively to the reduction and 
control of the behavioural and socioeconomic determinants of noncommunicable 
diseases and tobacco smoking. 

(7) Whereas the management of acute episodes of mental illness is becoming well 
established in the countries of the Region, the management of disability due to 
mental illness receives insufficient attention. Countries should invest in the 
development of appropriate models of psychosocial rehabilitation and in the 
widespread implementation of successful models. 

(8) The World Health Organization should recognize the concerns of the participants 
and should provide technical support to improve mental health care in the Region 
and provide guidance, leadership, coordination and training, especially in the 
countries in which mental health often suffers from institutionalized 
marginalization. 

(9) Intercountry meetings on mental health problems in north and east Asia. southeast 
Asia, and the Pacific should be conducted in 2001 to monitor progress in 
implementing the proposed action plans. Working groups to discuss specific 
technical issues in mental health should be convened as necessary. 

(lO) The 7th Regional Coordinating Meeting on Mental Health Programme Coordination 
should be convened in four years to review the progress made according to the 
recommended plan of action for the Region and countries discussed at this sixth 
meeting. 
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I. INTRODUCTION 

The Sixth WHO Regional Meeting on Mental Health Programme Coordination was held 
at the World Health Organization (WHO) Regional Office for the Western Pacific (WPRO) in 
Manila from 15 to 19 November 1999. The earlier meetings in the series were held in 1979, 
1983, 1987, 1991 and 1995, in accordance with a resolution adopted by the Regional Committee 
in 1978. 

1.1 Objectives 

The objectives of the Sixth WHO Regional meeting were: 

(1) to share both positive and negative experiences in the development and 
implementation of mental health programmes over the past five years; 

(2) to review the recommendations of the 5th Regional Coordinating Group Meeting 
on the Mental Health Programme for the Western Pacific Region held in 1995 and to 
discuss and identify priority areas for improvement in mental health care; 

(3) to identify possible sources of help in mental health training to overcome the lack 
of trained manpower and to improve services; 

(4) to form networks for cooperation and collaboration among the mental health 
programmes in the Region; and 

(5) to advise the Regional Director on priorities for collaboration with Member States 
in mental health programmes. 

1.2 Participants and resource persons 

The meeting was attended by 16 participants from 14 countries in the Regions, NGOs, 
observers, two consultants and five members of the secretariat (for full list of participants, see 
Annex 1). 

1.3 Opening ceremony 

The meeting was opened by Dr Richard Nesbit, Director, Programme Management on 
behalf of the Regional Director, Dr Shigeru Omi (the full text of Dr Omi's opening speech is 
attached as Annex 2). 

Dr Janice Wilson (New Zealand), was elected chairperson and 
Dr Lourdes Ignacio (Philippines) was elected co-chairperson. Dr Jude Ohaeri, (Fiji) and 
Dr Hwang, Tae-Yeon, (Republic of Korea) were elected rapporteurs. 
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2. PROCEEDINGS 

2.1 Introduction 

The proceedings opened with the adoption of the Agenda (Annex 3) and the Programme 
of Activities (Annex 4) and the introduction by the chairperson to the format for the meeting. 

The titles of the presentations were: WHO perspectives on mental health: challenges and 
constraints; Mental Health in the Western Pacific Region; Experiences in training the first ten 
Cambodian psychiatrists through the Oslo based International Office for Migration (10M) -
Cambodian Mental Health Training Programme (CMHTP); and Mental Health Policy and Law. 

2.2 WHO perspectives on mental health: challenges and constraints 

The area of mental health is broad, encompassing not only mental illness but also the 
positive dimension of wellbeing in which individuals can realize their abilities, can cope with 
the stresses of life, can work productively and are able to make a contribution to the community. 

• The portion of the global burden of disease attributable to neuropsychiatric disorders 
is expected to rise from 11.5% in 1999 to 15% by the year 2020. An additional 
burden is incurred by the many mental health problems experienced by vulnerable 
groups such as people living in poverty and difficult conditions, people exposed to 
disasters, and displaced persons. 

• Improving treatment rates will reduce disability and health care costs and will 
improve economic and social productivity. Although many effective interventions 
exist, there are still problems with regard to their availability and widespread 
implementation. 

Priority areas of work to improve access to mental health treatments and outcomes and to 
reduce the burden for families and communities are: 

• Advocacy: to raise the profile of mental health on the political, health and 
development agenda of governments and international and national organizations with 
the potential to positively or negatively impact mental health programmes. To fight 
human rights violations, stigmatization and discrimination which affect access to care, 
quality of care, recovery from illness, and equal participation in society. 

• Policy: To integrate mental health into the health sector in the context of health 
sector reform. To make the improvement of communities' social cohesion an 
important mental health promotion strategy and policy direction. 

• Effective interventions: To document and disseminate the evidence base for specific 
cost-effective treatment, prevention and health promotion interventions for 
neuropsychiatric disorders. To recommend how to integrate effective interventions 
into the health sector and its reform. 
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WHO will aim to develop an organization-wide response with each department 
considering the mental health contributors and consequences of a 'health problem' when 
developing and implementing guidelines and interventions. 

WHO will intensify its advocacy efforts to place mental health on the international 
political agenda and to improve the human rights of those sutfering from mental illness. 

WHO will continue to support the development of ajoint WHO/World Bank Mental 
Health Policy Initiative which aims to bring together the best evidence for policy development 
and implementation within the context of the health sector and its refonn. 

WHO will support the development and launching of global campaigns targeting 
depression/suicide prevention, schizophrenia and epilepsy which reach out to involve key 
international and national NGOs, professional organizations, academic institutions and civil 
society. 

2.3 Mental Health in the Western Pacific Region 

The Region has a very diverse mix of countries of different ethnic, cultural, religious and 
economic backgrounds, in various stages of development. [n the field of mental health, the need 
for improved mental health care has been recognized for some time. The Region's mental health 
work, however, has been disadvantaged by a serious shortage of skilled manpower and a 
relatively low emphasis on mental health in national health plans of the developing countries. In 
several ofthe Pacific island nations, the populations do not have access to any psychiatrists or a 
reasonable mental health facility. 

In Framework for action, (WPRO, August 1999), the Regional Director has focused on 
the many challenges associated with modern living, including problems of mental health, 
lifestyle changes, substance abuse, accidents and domestic violence. Mental health 
consequences of urban migration and unhealthy environments are also areas of concern. Support 
provided by WHO has concentrated on the following important areas: 

• The provision of technical support through consultancies to review mental health 
and substance abuse services. 

• The provision of fellowships and study tours in the area of mental health and 
substance abuse. 

• The conducting of technical workshops for mental health and general health care 
personnel. 

• Close collaboration with WHO collaborating centres in the field of research and 
training in mental health and substance abuse. 

• The dissemination of technical material in mental health and substance abuse. 
• The provision of limited amounts of supplies and equipment to improve research, 

training and selected projects. 
• The provision of technical expertise in the review and the fonnulation of mental 

health laws and mental health policies. 
• Close collaboration with NGOs in mental health and substance abuse to enhance 

their effectiveness in community based mental health work. 
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The major thrust has been to improve accessibility to good quality mental health care in 
the most needy areas of the Region. This effort has included: 

• making mental health services available in primary care settings; 
• training mental health workers in the rehabilitation of treated mental patients in the 

community; 
• reforming the mental health curriculum in the training of all categories of health 

care personnel; 
• initiating mental hospital reform using low-cost but effective strategies; 
• addressing the serious problems of suicides, parasuicides, alcohol and substance 

abuse among the mental health problems of particular interest to public health 
workers and planners; and 

• providing technical support for the training ofteachers in Life Skills Education. 

For the future, the challenge for WPRO is not only to continue to improve the quality of 
life of the mentally ill and to initiate mental hospital reform, but also to contribute to a reduction 
in physical illnesses caused by psychological factors. In this task, WPRO has to work closely 
with its partners in other fields of health care such as noncommunicable diseases and health 
promotion. 

There are many aspects of mental health care in the Western Pacific Region that need 
urgent attention. These cannot be dealt with overnight due to the limited resources that are 
available. A beginning has been made and it is to be hoped that, with further support and 
cooperation among the countries in the Region, mental health care will progress rapidly. 

2.4 Experiences in training the first ten Cambodian psychiatrists through the 
Oslo-International Office for Migration (10M) - Cambodian Mental Health Training 
Programme (CMHTP) 

Ten psychiatric residents recruited from different provinces were trained as psychiatrists 
inside Cambodia for a three-year course during the period 1995-1998 through the Cambodian 
Mental Health Training Programme (CMHTP). The programme was the first of its kind in 
Cambodia and had an international orientation. The residents immediately started to treat 
patients, and several thousand patients and their families benefited from the services during this 
period. Soon they were also able to provide mental health training to other health personnel. 

The training programme may be seen as a part of a more comprehensive model for the 
early development of mental health care in a low-income country. Such a model include the 
following components: a national coordinating body, a course in mental health in the nursing 
and medical schools, training programmes for qualified general practitioners, nurses and social 
workers, psychiatric outpatient services for adults and children, community-based social and 
rehabilitation (CBR) services run by voluntary agencies (NGOs) and a systematic collaboration 
between CBR programmes and the specialist care. 

It was shown that it was possible to conduct such a systematic specialist training 
programme in an early phase of the reconstruction of the health care system. The programme 
has been extended for another four years, and ten more psychiatrists and twenty psychiatric 
nurses will be trained. These experiences may be relevant also for other low-income countries 
when organizing specialist training programmes in psychiatry, or improving the programmes 
already in place, although the organization and content of the programme will depend on the 
needs and resources of each country. 
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2.5 Mental Health Policy and Law 

To effectively address health issues in society, it is critical to have a coordinated plan of 
action. The approach taken will, of course, vary from country to country but it must take into 
account the social political and economic realities of each country. To provide direction and a 
coordinated approach governments need to have stated and agreed policies and laws. The 
majority of countries in the Western Pacific Region as yet do not have operational policies and 
laws in relation to mental health. This absence is a significant barrier to progress in addressing 
the burden of disease from mental illness, mental health problems and the behavioural factors in 
physical illness. A number of countries have outdated mental health policy and/or legislation 
which cannot reflect modem evidence in relation to mental health, or include resource 
requirements for their implementation which are not available, or only likely to be available in 
the future. When policy and legislation are in place, awareness about them is often very limited 
even in those responsible for their implementation, such as health workers or the police. 

Another barrier in developing policy and legislation is that the languages of some 
countries do not have the vocabulary to convey the Western concepts of mental health. Mental 
illness and mental health problems in traditional societies are addressed, often without 
identitying them as health problems. There is, therefore, an established system in most places 
that needs to be considered in the development and review of that country's mental health policy 
and law. 

Guidelines for the development of mental health policy and laws have been produced by 
WHO. The principles of The United Nations Resolution (A/RES/461119) on Protection of 
People with Mental Illness and Improvement in their Care (1991) set the standards. 

In order for action to occur and policies to be developed, governments must first give 
priority to the issue. The basis for priority in democratic systems is the concern/emphasis placed 
on it by the community. Policies, to be effective, must be adopted and put into action by 
governments. Economics drive governments; therefore, policies and laws need to be cost 
effective. Although there is now worldwide evidence that psychiatric illness contributes to 
disability and affects productivity, the cost is often hidden and difficult to quantity. Local 
research needs to be done to make governments take notice. 

In conclusion, it is crucial for each country to develop practical, implementable mental 
health policy and law as cornerstones for the development of appropriate and effective mental 
health services. These policies and law should reflect international standards and knowledge but 
also take account of local cultural and other community issues. Mental health of a community is 
a responsibility of the whole community, not just the health sector, and should be a priority 
consideration in not only mental health policy and law but in all policy and law. 

2.6 National Mental Health Programmes: Evaluation of the past five years and plans for 
development in the next four years 

2.6.1 Cambodia 

As Cambodia recovers from the recent civil war, mental health services have had to be re
established once more from the beginning. In the last four years much has been achieved. Ten 
psychiatrists have been trained and are now serving the population of 11.5 million people. 
Training of psychiatric nurses has begun and psychiatry training has been introduced into the 
undergraduate curricula for medical and nursing students. Family doctors are also being trained 
in mental health. 
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There are no psychiatric inpatient beds in the country. Increasing numbers of patients are 
being seen at outpatient centres. A model community mental health centre was established in 
1997. A project on trauma in children is being conducted from the centre. A rehabilitation 
centre opened in 1997 is now conducting rehabilitation programmes for people disabled by 
mental illness. 

The priority for the next four years is the development of national mental health policy 
and legislation as well as continuing the training programme and the development of community 
based services. 

2.6.2 China 

China has a population of 1.2 billion people. There are more than 14300 psychiatrists 
(1 per 86 000 people) and 24 500 psychiatric nurses. There are no professional social workers or 
occupational therapists in China. Six nongovernmental organizations focus on mental health 
issues. Mental health policy exists but there is no mental health legislation. 

Since 1995, there has been progress in mental health in China. Psychotropic drugs have 
been included in the guideline of primary drugs produced by the Ministry of Health and the 
Chinese Medical Association. The availability of modern drugs to treat mental illness is 
increasing. 

Further attention has been paid to the rehabilitation of people with mental illness with the 
formation of two nongovernmental organizations in 1995. The ninth five-year health planning 
period (1996-2000) included the extension of comprehensive community models of mental 
health prevention, intervention and rehabilitation to 200 counties. Symposia have also been held 
and guidelines for rehabilitation and other literature published. 

In the South West of China, four community mental health centres were established in 
1996 and 5 psychiatrists were trained overseas. Further initiatives in this area of China were the 
development and enhancement of detoxification and rehabilitation facilities for opiate abuse; the 
setting up of a psychological counselling telephone hotline for the public; workshops and 
conferences for doctors from primary care and other specialties on the early identification of 
mental illnesses; and publication of essays on early identification of mental illness in the 
newspapers. 

Family liaisons and education in relation to psychiatric patients have been established in 
Shanghai and Beijing. The principle that psychological consultation should be a necessary 
component of outpatient services in general hospitals has been established but the application of 
the principle varies from region to region. 

Training programmes including workshops for personnel in primary care and general 
hospital settings have been carried out and will be continued. In the last three years, education 
on child and juvenile mental health has been provided to presidents, teachers, school doctors and 
psychological advisers from elementary and secondary schools in Beijing. Work on the 
development of mental health legislation has begun with a workshop on the issue being held in 
1999. There has been considerable epidemiological and other research done. 

Despite the inclusion of mental health in the Sixth to Ninth Five-Year Developmental 
Programme. no funds have been allocated to implement the plan. This has greatly hampered the 
staffing and improvement of psychiatric facilities in the country. Community mental health care 
has not progressed much at all although there are some examples where this approach is 
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working. Stigmatization of and discrimination against people with mental illness remains an 
important barrier. The prevalence of alcohol, drug abuse and HIV infection is increasing 
rapidly. There are also an increasing number of people with dementia as the population ages. 

In the next four years the current activities will be further developed. More work will be 
done to establish mental health legislation; principles and practice of the community-based 
approach to mental health care will be promoted and applied across China; and education and 
training of primary health care providers, students and people who work with children and youth 
will be enhanced. 

2.6.3 Fiji 

Fij i has a popUlation of over 77 000 people spread over some 300 islands. There are two 
psychiatrists both of whom are located in Suva, the capital city. There are no other specialized 
mental health staff. Mental health services are, therefore, limited to Suva and due to the 
geography of the country these services are very difficult to access from areas outside the city. 
A Community Psychiatric Nursing Programme has recently been formalized. There has been a 
Day Care Centre in Suva since 1996 but no other facilities for community rehabilitation. St. 
Giles Hospital in Suva has 190 beds and is the only psychiatric inpatient service. Improvement 
in the environment ofthe hospital and patient care has been notable in recent years. The 
flourishing primary health care system and the increasing links and outreach services from St. 
Giles Hospital have contributed to the advancement of mental health services in Fij i. Four 
workshops have been conducted to train primary care doctors and nurses in mental health; 144 
persons have received training. It is planned to establish psychiatric units at the big general 
hospitals in the Western (Lautoka) and Northern (Labasa) Divisions. 

A mental health policy was passed in 1998 and National Advisory Council on Mental 
Health established in 1999. The existing Mental Health Laws, passed in 1978, are outdated and 
need to be reviewed. 

Insufficient resources and infrastructure to implement mental health policy and develop 
appropriate services is the major barrier to mental health care in Fiji. The weakening of family 
and other traditional support by people leaving the villages to migrate abroad or to the cities 
makes addressing mental health care even more urgent. 

2.6.4 Japan 

In 1998 the population of Japan was 126.5 million people. There are 10 161 psychiatrists 
giving a ratio of 1 psychiatrist to 12500 persons. There are a further 1839 medical doctors 
working in psychiatry. There are 80 university departments of psychiatry in the country. The 
mainstay of care continues to be inpatient treatment with 359 530 psychiatric beds (28.5 per 
10 000 population) in 1998 located in 1670 hospitals. The average length of stay in hospital, 
although reducing, was sti II 424 days in 1997. 

In 1995, a Law concerning Mental Health and the Welfare of those with Mental 
Disabilities (Mental Health and Welfare Law) was passed and in 1999 reviewed to include 
guidelines for the protection ofthe human rights of the mentally disabled and the promotion of 
their social rehabilitation. Infrastructure to implement social rehabilitation has not yet been 
established but is being planned for implementation in the next four years. 



- 10-

Continuing problems in Japan include discrimination against people with mental disorders 
and disability and appropriate resourcing of services. The proportion of elderly in the 
population is increasing rapidly. The care for the elderly, especially patients with dementia, 
will be covered by a national care system to be introduced in the year 2000. 

2.6.5 Kiribati 

The territory of Kiribati consists of 33 small islands spread over a vast geographic area. 
For the population of 86 000 people, there is one expatriate psychiatrist. There are no nurses 
trained in psychiatric care. The government continues to neglect mental health as an issue. 
There are limited resources for mental health services, and little, if any, education and training 
about mental health and mental disorders in the community. Essential drugs are reported to be 
often unavailable. There are mental health policy and laws; however, these are not pursued. 
Most mental illness is unrecognized and untreated; in those who receive treatment, relapse is 
common because the patients cannot be followed up, are rejected by their families and/or do not 
comply with treatment. The one makeshift hospital has 56 patients. A small separate security 
unit exists where the use of physical restraints is still commonplace. The number of people 
seeking treatment, particularly from the outer islands, is rapidly increasing. 

It is hoped that in the next four years resources and infrastructure for mental health 
services, programmes to increase the awareness of the community about mental disorders and 
mental health, and appropriate training for mental health workers can be developed. There is a 
good primary care infrastructure in Kiribati and the development of mental health care wi II 
depend on a primary care approach to the problems. 

2.6.6 Lao People's Democratic Republic 

Mental health services to the 4.8 million people of Lao PDR are rudimentary with only 
2 psychiatrists, both located in Vientiane, the capital city, and 5 psychiatric nurses. No mental 
health policy or legislation exists. There has, however, been some progress in the past four years 
with the development of some inpatient and outpatient services and the introduction of teaching 
in mental health in the faculties of medicine, dentistry, nursing and law. Primary mental health 
care training for medical practitioners has been introduced in a province of Lao PDR. 

The major barrier to further progress is insufficient resource, including personnel with 
appropriate experience or training, and funds for even the most essential materials such as drugs. 

To improve mental health in Lao PDR, it will be necessary to increase the number of 
trained staff. To do this it is planned to seek funds to train staff in psychiatry both locally and 
abroad. A postgraduate course in psychiatry has also been proposed. 

2.6.7 Mongolia 

Mongolia is a large country with a population of2.4 million people. It has 
87 psychiatrists, 228 psychiatric nurses, 2 occupational therapists and 12 other therapists. Since 
1992, much work has been done in reviewing and developing mental health. The lCD-I 0 
classification of mental disorders has been adopted and staff trained in its use. Psychiatrists 
have been trained as teachers and have conducted courses in basic mental health care and 
psychosocial rehabilitation for family doctors, nurses and other primary health care providers. 
Sixty-four primary health care workers have been trained in mental health so far. The number of 
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psychiatric beds has reduced from 984 in 1990 to 640 in 1998. Two mental health 
nongovernmental organizations have been established. A health promotion programme for 
young people was introduced. The WHO Nations for Mental Health Programme has assisted 
Mongolia in its progress in mental health. 

Mongolia is in the midst of major social change and this is continuing to impact adversely 
on the mental health of its people. The suicide and substance abuse, particularly alcohol abuse 
rates have increased as has the prevalence of homeless children living on the streets, suicide 
(especially in young people) and victims of violence. 

2.6.8 New Zealand 

New Zealand is a country of3.6 million people, 15 % of which are Maori and 73% are of 
European extraction. The remaining 13 % have multicultural origins. There are 251 
psychiatrists (1 per 14000 people), over 2.5 thousand psychiatric nurses, about 160 psychiatric 
social workers and 90 psychiatric occupational therapists. Much of the provision of mental 
health services is contracted out to some 360 nongovernmental organizations. There has been 
much progress in mental health in New Zealand, guided by recent national mental health policy, 
plans and legislation. 

In recent years, there has been an increase in consumer and family participation in service 
planning and service delivery with 14 of the publicly-owned hospitals and health services now 
employing consumer advisers. There has been a similar increase in Maori participation and 
partnership in mental health services to their communities. 

In 1996, a multisectoral national programme was launched to counter stigmatization of 
and discrimination against people with mental illness. To date this has been at local and 
regional levels but will extend nationally in 2000. All ten traditional psychiatric hospitals have 
either closed, plan to close or have downsized to provide only forensic mental health services 
and psychiatric rehabilitation on the old hospital sites. Almost all acute psychiatric treatment is 
provided in acute units located in community settings, or in general hospitals. 

Government commitment to mental health as a priority is reflected in the 75% increase in 
expenditure on mental health between 1994 and 1998 (whereas expenditure on health and 
disability services overall increased by 29%). 

Continuing problems include major difficulties in recruitment, training and retention of a 
skilled mental health workforce, especially for children and youth, and for Maori or Pacific 
Islander mental health services; co-ordination between the various components and sectors of 
mental health care; paucity of specific epidemiological data about mental health and services; 
and problems of monitoring the quality, standards and costs of mental health care delivery. 

In the next four years, pilot programmes that integrate primary health care and mental 
health services will be established. Benchmarking and the identification of service development 
models to improve access and service to people involved in the criminal justice system, and 
older people will be pursued. There will be ongoing development of inter-sectoral initiatives 
involving Health, Education and Welfare to address problems affecting children and youth such 
as suicide prevention, drug abuse and "strengthening families". Ajoint policy on housing, work 
and income issues is in development to provide greater practical support for people recovering 
from mental illness. 
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2.6.9 Papua New Guinea 

Papua New Guinea has a very rich traditional cultural heritage with a population of about 
4.5 million, 80% of whom live in rural areas. The country has more than 800 islands and there 
are about 750 languages. The only psychiatric hospital of 100 beds was built in the 1960s. 
Since then psychiatry units have been started in Port Moresby General Hospital and four 
provincial hospitals. There are currently three psychiatrists working in the public sector, two of 
whom are nationals who were trained in the country. Another two doctors are now training in 
psychiatry at only university in the country. Forty ofthe 60 trained psychiatric nurses continue 
to work in psychiatry. Since 1997, 10 nurses per year have graduated with a Diploma of Mental 
Health. There are two psychiatric social workers and two occupational therapists. Two mental 
health nongovernmental organizations have recently been established. Mental health policy is 
included in the National Health Plan currently being developed for 2001-2010. The mental law 
was enacted in 1960 and has not been amended since. 

In recent years, considerable improvements have occurred in mental health services in 
Papua New Guinea. The number of long-term patients in the psychiatric hospital has been 
reduced from 60 in 1995 to 24. This has been assisted by community education in mental health 
to the patient's family and primary health care worker to ensure compliance with medication. 
The first provincial Community Mental Health Service based at a primary health care centre 
began in 1998 and is providing community management for persons with mental illness and is 
also targeting the prevention of substance abuse in young people. 

Mental health continues to be given low priority by government and this is reflected in the 
limited resources available. There is insufficient specialist support especially in the provincial 
hospitals, where nurses supervised by general physicians run inpatient services. Only one 
province has community psychiatric services. Consistent availability of essential drugs in 
psychiatry is also a problem. 

Though in traditional societies like those in Papua New Guinea persons with mental 
illness are usually cared for in their communities, there remain fears and myths relating to 
mental illness, which need to be addressed. There is also increasing substance abuse particularly 
of alcohol and tobacco smoking in teenagers. 

In the next four years, it is planned to strengthen the provincial psychiatric units and 
community services, working with communities to assist them in taking care of people with 
mental illness in the community. More psychiatrists and psychiatric nurses will be trained and a 
programme for education and training of primary care and other physicians in the management 
of common mental illnesses developed. Consideration is being given by the government to the 
review of mental health legislation. The development of a central ized collection of data on 
psychiatric patients is also proposed to assist in planning of services. 

2.6.10 Philippines 

The Philippines is a country of 72 million people. There are 304 psychiatrists, two thirds 
of whom are located in the capital, Manila. Other trained mental health professionals include 
569 nurses, 40 occupational therapists and 26 social workers. The nongovernmental sector is 
strong with 54 organizations concerned with mental health. Three university departments of 
psychiatry provide academic, training and educational leadership. The Philippines does not 
currently have mental health policy or legislation. 
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Since 1995, there have been significant advances in mental health care in the country. 
Epidemiological research into the prevalence of mental disorders in the country, and 
psychosocial problems in primary health care, victims of disaster and child victims of abuse has 
been completed. Acute psychiatric inpatient units in government hospitals have been established 
as part of the continuing programme to integrate mental health into general health care. 
Psychosocial concepts and interventions have been integrated into government programmes in 
times of disasters, epidemics, accidents, trauma and other critical incidents. A mental health 
legislative framework has been drafted and is currently being considered by the government. 

Despite this progress, mental health remains a low priority for the government as reflected 
in the very low budget allocation compared to other health services. The vast majority of the 
mental health budget continues to be for psychiatric hospital services. This is a major constraint 
in the development of community based services. The specialist mental health workforce is 
limited and misdistribution is an issue, most being located in Metro Manila. Communication 
and cooperation amongst the three main sectors in mental health care- government, 
nongovernmental organizations, private organizations and universities - in relation to service 
development, training and research, are wanting and also impede progress. As in most countries, 
stigmatization of, and discrimination against, people with mental illness remain prevalent. 

A national health objective has been set to have acute psychiatric units in at least 50% of 
provincial and regional general hospitals. Facilities to integrate mental health into primary 
health care are also planned. Advocacy will continue to be given for passage and enactment of 
the mental health legislation now before the Congress. 

2.6.11 Republic of Korea 

With a population of 45 million people and 1951 psychiatrists, there is a ratio of one 
psychiatrist for each 23 000 people. The number of trained other mental health workers is only 
1781, significantly less than the number of psychiatrists. Mental health services have progressed 
in the last four years. Mental Health law was passed in 1995 and more recently the Welfare Law 
of the Disabled was revised to include people with chronic mental illness in the category of the 
disabled. Community mental health services have begun to be developed and concepts of 
psychosocial rehabilitation applied. Thirty-nine community mental health centres have been 
established. Some psychiatrists have, however, become involved in the community mental 
health movement and in fact, with continuing and prolonged lengths of stay in hospitals, there 
are more inpatient beds in mental hospitals and asylums. Two new mental health non
governmental organizations have been established, making five in total. 

Whereas a mental health policy has been adopted, there has been very limited 
commitment of funds by government to implement it. 

As in most countries, community and family discrimination against people with mental 
illness continues to be a major barrier for the development of mental health programmes. 

In the next four years, some of these problems will be addressed. A national campaign to 
reduce discrimination against people with mental illness and to increase advocacy is planned. 
Community ~entred management of people with mental illness will be introduced with the 
establishment of community mental health centres and other rehabilitation facilities including 
vocational rehabilitation programmes. This will facilitate de institutionalization of psychiatric 
hospitals and asylums and support independence. 
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It is also planned to appoint a Mental Health Task Force to oversee and review mental 
health policy, funding, research, education and training of service providers and the planned 
changes. 

2.6.12 Samoa 

One trained psychiatric nurse coordinates the mental health services provided to the 
172 000 people of Samoa. There are no inpatient psychiatric facilities and no psychiatrists or 
other trained mental health personnel. Currently there are no local medical practitioners 
interested in training as psychiatrists. Although there is an outdated mental health law passed in 
1960, there is no mental health policy in Samoa. 

Despite these seemingly overwhelming barriers, a decentralized Family Focus Community 
Based Mental Health Nursing Service has been developed. The nurse-training curriculum now 
includes early identification and management of mental illness. Senior level community health 
nurses are being trained in areas of mental health to enhance integration of mental health care 
into their practice. Training is also given to families and other caregivers. 

Mental health promotion has been emphasized in Samoa with the production of materials 
and conducting of workshops and seminars in promoting good mental health in communities. 

Challenging continuing problems remain with high rates of suicide and parasuicide 
especially in young people, substance abuse, violence and abuse. Continuing disability from 
mental illness and stress related and post trauma conditions (which are often expressed as 
antisocial behaviour) remain problems. 

In the next four years, Samoa plans to develop a mental health policy and to review its 
mental health legislation. The training programmes for nurses, families and community groups 
will be continued and enhanced. Further emphasis is proposed on the prevention of mental 
illness and promotion of mental health through programmes in schools and the community and 
by strengthening the collaboration and networking with other government departments not 
related to health and two mental health nongovernmental organizations. 

2.6.13 Solomon Islands 

The Solomon Islands is a widely scattered archipelago of mountainous islands and low
lying coral atolls. It covers an area of over 1.6 million square kilometres and had a population in 
1998 of over 425 000 people. The popUlation growth rate is about 3.5% annually. There are 
currently only two psychiatric trained nurses in the mental health services and no psychiatrists. 
Two nurses are now training in psychiatry in Papua New Guinea. A new psychiatric hospital 
was opened in 1997 and amendments have been proposed for the outdated mental health 
legislation (1970). The government has no policy on mental health but in 1998 agreed to a 
separate human resource establishment for mental health and in 1999, for the first time, allocated 
a separate budget for mental health. 

The greatest barrier to development from 2000 to 2004 is the few qualified personnel to 
provide leadership, training and expert advice. Communication within and outside the health 
care system is a difficulty that further impedes the development of ways of addressing mental 
health issues in the Solomon Islands and advocacy for mental health in the community. Within 
the health care services consistent availability of data on mental health is not available. 
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In the next four years, priority will be given to addressing the workforce issue in mental 
health including appropriate specialist training. Education will also be provided for community 
leaders and the general public. A psychiatric disease situation survey is planned in collaboration 
with WHO and it is hoped to develop a national registration system of psychiatric cases. 

2.6.14 Tonga 

The Kingdom of Tonga has a population of98 000 people. It has eight nongovernmental 
organizations concerned with mental health issues. Mental health legislation was passed in 1992 
but there is as yet no stated mental health policy. Mental health professionals consist of I 
psychiatrist, 8 psychiatric nurses and 1 psychiatric social worker. There is 1 university 
department of psychiatry. The mental health workforce has been strengthened in the last four 
years with an increase in training and consequential increase in staff knowledge, skills and 
attitudes. The mental health law has been implemented. Facilities have also been upgraded. A 
security unit has been constructed. The number of nongovernmental organizations dealing with 
mental health has increased and different services have developed a close working relationship 
with them. 

Misconception, ignorance and stigmatization are continuing problems in the community. 
A significant factor in this is the breakdown of the traditional support systems of the society, 
which in tum is related to rapid urbanization and migration. This is reflected in the low priority 
given to mental health by government and other authorities. Resources applied to mental health 
issues are hence very limited and are a major barrier to development. Problems with the 
implementation of the Mental Health Act (1992) warrant amendment to the act. This is planned 
in the next four years. 

Other actions to improve mental health in Tonga by the year 2004 are the development of 
programmes to introduce mental health as a component of primary health care; to extend access 
to mental health services for people on all islands to address the training of the mental health 
workforce as well as other health personnel and the community. 

2.6.15 Viet Nam 

For 78 million people of Viet Nam, there are 150 psychiatrists, another 350 doctors 
working in psychiatry, about 2500 psychiatric nurses and 15 occupational therapists. Seven 
universities have departments of psychiatry. To date, there are no established mental health 
nongovernmental organizations in the country. Viet Nam has no mental health policy or 
legislation but the first steps were taken to develop these when with the government approved a 
national project on community mental health care and protection in 1998. It is planned that this 
will lead to the establishment of a National Mental Health Policy and a National Coordination 
Body. 

In the last four years a number of other countries have contributed to the development of 
mental health services by collaborating in the delivery of workshops and conferences for mental 
health personnel in Viet Nam. The lCD-I 0 diagnostic classification and drug and alcohol abuse 
treatment services have also been introduced. 

There are still many people with disability from mental illness who are left untreated. 
Mental health services have not yet developed at a primary care level in most of the provinces of 
the country and psychiatry is not a major subject in the curricula of medical colleges. The 
prevalence of substance abuse in the country is riSing alarmingly and along with this an increase 
in the transmission of HlV infections. 



- 16 -

Between the years 2000 to 2004, Viet Nam is planning to prepare mental health 
legislation and consolidate and extend the national project for community mental health care. 
This will contribute to the development of community based mental health services. Finally, it 
is planned to develop training and education in mental health especially in the medical schools 
and other relevant faculties. 

2.7 Specific topics 

2.7.1 The spectrum of psychiatric disorders and psychosocial problems in the Western 
Pacific Region 

Epidemiological surveys in different part of the world have consistently shown a high 
prevalence of psychiatric disorders as well of psychological distress in most communities. In 
addition to the disability caused by these disorders, there is also a significant mortality from 
several ofthem, in particular from depressive disorders and schizophrenia. Although such 
studies have not been conducted yet in most of the member countries, it is highly likely that the 
overall prevalence rates are at a similarly high level here as well. But due to the lack of country
specific epidemiological data, it is difficult to analyse possible changes in morbidity and 
mortality rates and their association with social changes in the respective countries. There may 
also be inter-country variations in the prevalence of individual disorders which might have 
implications for preventive interventions, service planning and resource allocation if such data 
were available. Thus there is a need for epidemiological studies in these countries, but since 
such studies are costly and demand considerable resources, important information may 
alternatively be obtained by using smaller periodic surveys (epidemiological window projects) to 
document the prevalence of mental disorders and mental health problems in each of the 
countries in the Region. 

2.7.2 Mental health consequences of social change 

The Western Pacific Region contains 37 countries and areas, most of which are 
developing countries and areas. They have in common the need to negotiate major socio
economic changes in their own countries and internationally. The movement of people away 
from their villages and birth places to cities or overseas in search of a better life often has 
adverse consequences on the mental health of those migrating and their families. Family and 
other traditional support structures are being threatened and weakened in many countries 
resulting in few people being available to care for children and the aged. Poverty and other 
acculturating phenomena such as media exposure that build up unrealistic expectations in people 
are contributing to behavioural problems, especially in the young. These include problems 
related to sexual behaviour with increased teenage pregnancy, sexually transmitted diseases, and 
prostitution in many countries of the Region. As these young people grow up it is likely that 
they will suffer mental health problems as a consequence. 

2.7.3 Mental health policy and legislation 

Of the 14 countries and areas represented at this meeting eight have mental health 
legislation. In five of the eight countries with mental health laws the legislation was enacted 
over 20 years ago and, therefore, does not encompass current knowledge and values about 
mental illness, its management and the rights of people with mental illness. Further, only five of 
the countries reported that they had mental health policies. In a number of countries that have 
mental health policies and/or laws, there is little awareness of them among the mental health 
workers, police and others in the community. The participants emphasized that their 
governments should have mental health policies and legislation to give direction to the 
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development of services. They discussed the difficulties of having outdated laws that could not 
be implemented because they prescribed actions for which there were inadequate resources and 
often nonexistent infrastructure. 

The development of up-to-date, implementable mental health policy and legislation is a 
high priority for participants from the majority of countries. However, misconceptions, 
discrimination, stigma and a custodial attitude of politicians, government and the public at large 
are major barriers. Community education and advocacy to decision makers about mental health 
is a necessary step towards the development of relevant and appropriate policy and laws. 

2.7.4 No health without mental health 

The WHO Constitution refers to the importance of mental health and yet, in practice, 
mental health has not received the importance it merits. There is an erroneous and simplistic 
perception in the minds of both lay and medical administrators that mental health problems are 
exclusively "madness". Due to this misperception, a major thrust in addressing mental health 
problems has focused on custodial management of "mad people" in asylums, often large 
impersonal institutions isolated geographically and from the communities from which the 
inmates come. Primary health care services which are widespread in most countries often do 
not have mental health components. This lack deprives a large proportion of the population of 
most countries of even the most basic of mental health services. Participants were very 
concerned about the problems of accessibility to basic mental health care. 

Moreover, mental health care professionals and workers have valuable contributions to 
make to general health care through their focus on and expertise in psychosocial determinants of 
health. It was felt that many programmes of the WHO Regional office such as those dealing 
with Healthy Islands, Healthy Cities and health-promoting schools, underline the need for 
psychosocial inputs related to cultural attitudes, motivation sustainability and leadership. It was 
felt that more action should be taken to integrate mental health into the activities that focus on 
the physical aspects of health. 

There was also discussion on noncommunicable diseases such as coronary heart disease, 
cancer and smoking-related diseases that are often associated with underlying psychological 
stress factors. The increasing prevalence of these diseases emphasized the need to involve 
mental health professionals in these preventive and treatment activities. 

2.7.5 The organization of mental health care in low-income countries 

The establishment and development of mental health care in the low-income countries in 
the Region present particular challenges, considering that the resources allocated to mental 
health care are likely to remain scarce in the foreseeable future. In some countries, the 
infrastructure for mental health care delivery is rudimentary or nonexistent. This situation is 
complicated by the lack of effective and nationally coordinated social welfare systems in most 
countries. But even then, political will and an awareness of mental health issues may have a 
positive impact on the optimal distribution and use of the services and on the reduction of 
stigmatization and discrimination. The risks of apathy and despondency, which are often seen in 
socially and economically disadvantaged communities, are also a challenge to political leaders. 
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An important problem in some of the countries in the lowest-income group is the 
continuous supply of essential drugs in psychiatry. A continuous supply of essential 
psychotropic drugs is mandatory for effective treatment and relapse prevention of a large 
number of psychiatric disorders, in particular of schizophrenia and affective disorders. The 
participants reported problems of funding, as well as of procurement and distribution. 

Fortunately, a range of traditional health and non-health resources currently dealing with 
mental health issues is available. Self-help activities, traditional and folk healing systems are 
supported by strong family and community structures. However, some ofthe participants also 
warned against the potentially damaging effects of some of the treatment methods used by 
traditional healers. 

2.7.6 Psychiatric services and community mental health care 

Countries have continued their commitment to the development of comprehensive 
community psychiatry services, and important experiences have been gained during the period 
since the last Regional Coordinating Committee meeting in 1995. Interventions suitable for 
community-based treatment are increasingly available internationally and community services 
have been shown to be cost-effective compared to hospital based services. However, the 
development in many ofthe countries is slow. Many countries have not yet developed or 
adopted an official mental health policy; there is limited competency in community-based 
interventions among mental health staff, and limited resources represent barriers to the 
establishment of sufficient infrastructure for these services. 

Mental hospitals continue to be the backbone of the mental health services in a majority 
of member countries, but the treatment offered in these settings is frequently insufficient and 
characterized by limited resources and a custodial approach, so that the quality of care in many 
hospitals is poor. A resistance to change by senior personnel, including psychiatrists, has been 
observed. Inadequate psychosocial skills among the hospital staff, particularly at the specialist 
level, are seen as a barrier to the integration of hospital based psychiatry and community mental 
health services. This situation, combined with the insufficient availability of community-based 
services, contributes to an excessive length of stay for psychiatric patients in the mental 
hospitals. However, in many countries the participants at the meeting did not find that there was 
any essential antagonism between hospital treatment and community-based services. For 
example, there was a firm commitment to the establishment of psychiatric departments with 
inpatient services in general hospitals. 

2.7.7 Mental health in primary care 

There was a long discussion on the need for a major change from mental hospital based 
care to care in the community. To make this changeover possible, mental health care needs to be 
integrated into primary health care, which will allow all primary care workers to deliver mental 
health care at community level. Worldwide studies have consistently shown that over 70% of all 
mental illnesses are attended to in primary care, but only about 30% are recognized and few 
receive appropriate treatment. In most countries of the Region, training programmes in mental 
health for mental health and other health professionals, particularly those working in primary 
care, have been inadequate. The participants felt strongly that this is the direction mental health 
should be taking and urged WHO to provide technical support to training programmes, using 
strategies such as 'train the trainers', in primary care psychiatry in the Region. 
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2.7.8 Stigma and discrimination 

Although stigma of mental illness and discrimination against people with mental illness 
and mental health problems have been widespread for a long time, there are remarkable 
examples of individual families and communities having a supportive attitude towards the 
mentally ill. The perpetuation of stigma in its many forms and the subsequent discrimination 
against people with mental illness is not only a problem among lay people, but also among 
health professionals (including mental health professionals) and administrators who decide on 
the allocations for mental health. Many participants agreed that negative reporting by the media 
played an important role in perpetuating the discrimination against people with mental illness. 

Attempts to improve public awareness of mental health should involve community leaders 
and media. The improvement of mental hospitals, reduction of custodial care and establishment 
of general hospital care for people with mental illness can bring about changes in public attitude. 
The training of all health care workers in primary care psychiatry can be valuable in reducing 
stigma, as integration of mental health into primary care psychiatry will also move psychiatry 
from hospital settings into primary care. 

Discrimination against the mentally ill, psychiatrists and mental health workers appears 
very strong in many countries. Discrimination is also a significant factor behind low budget 
allocations for mental health work, inadequate mental health posts and slow improvement of 
mental hospitals. 

2.7.9 Cultural issues in the diagnosis and management of psychiatric disorders 

Although the international classification system of diseases (lCD-I 0) is used for 
psychiatric disorders all over the region, the participants in the conference emphasized the 
variation in the cultural presentation of these disorders. There is a considerable variation among 
the different ethnic groups in the region regarding the local explanatory models and concepts for 
psychiatric disorders, as well as regarding illness behaviour, coping styles and social support 
systems. This is particularly relevant for the many member countries that have sizeable ethnic 
minority groups. A culturally informed mental health care must take these cultural variations as 
well as other societal and contextual aspects into consideration in order to deliver relevant and 
meaningful services. Such cultural and contextual aspects must also be reflected in the training 
of health care personnel in general and of mental health care personnel in particular. This new 
training need represents a particular challenge to universities and other educational institutions, 
which continue to emphasize a biomedical model in the training of students in the health 
sciences as well as in post-graduate training. 

2.7.10 Special risks and challenges for mental health personnel working in low-income 

countries 

In the developing countries of the Region, the priority given by governments to mental 
health is low. There are, therefore, grossly inadequate human, capital and financial resources 
available to address mental health needs ofthe communities. Further, the consequences of 
social change as described above are not only an increase in mental health needs but also a 
diminishing traditional care structure for which no substitute services are available. In the 
traditional context, those working in mental health are often isolated from professional and peer 
supports as well as stigmatized like their patients. The increasing burden of work, the 
professional isolation and inadequate peer support lead to burnout of the personnel, with at times 
withdrawal from the field of mental health resulting in the loss of a valuable resource to the 
community. There is a need for this phenomenon to be acknowledged. Effective management 
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support processes should be put in place and regularly reviewed. Strategies to address these 
problems include ensuring open and regular communication between mental health professionals 
both within and between countries by regular networking and meeting; and management placing 
more value on their human resources, identifYing burnout early and arranging time out for 
workers to recuperate. 

2.7.11 Psychosocial rehabilitation 

There is often disability in people with mental illness even when the appropriate 
medication is administered. These people function poorly in day to day living although they 
may not experience the symptoms of illness regularly. The psychosocial rehabilitation of these 
patients has not received sufficient emphasis in the Region. The participants felt that 
psychosocial rehabilitation should be done in the community, rather than in hospitals, and urged 
countries to set up more day rehabilitation centres for this purpose. The inadequate training for 
professionals such as occupational therapists and social workers in the principles of 
psychosocial rehabilitation was another important area of concern. It was felt that technical 
support from WHO for training of professionals and conducting of workshops was needed. The 
availability of psychosocial rehabilitation facilities for people with mental illness was another 
requirement in the efforts to reduce the discrimination against them in society. 

2.7.12 Mental health services for children 

Considering the composition of the population in the majority of the countries in the 
Region (many of which have a high proportion of persons below age 20) as well as the hardships 
and the frequent abuses children in these societies are exposed to, children should be major 
beneficiaries of mental health care. This is not the case, however, and child mental health care 
is rudimentary in many of the countries. The participants expressed a strong commitment to 
seek to improve the services for children and adolescents, and such a development is seen as a 
matter of urgency. In order to achieve this, more mental health professionals should be given the 
opportunity to obtain special training in child psychiatry. In general, the meeting favoured an 
integration of services for children, adolescents and adults, especially in low-income countries 
where the services so far are rudimentary. 

2.7.13 Mental health promotion and education 

Mental health services have not had as much acceptance from the public, teachers or 
young people as the services for other non-communicable diseases or communicable diseases, 
such as HIV I AIDS have had. School teaching programmes seldom include mental health in the 
curriculum, and even Life Skills Education is not widely practised in this Region. There is a 
need to spread life skills education throughout the Region to improve young people's ability to 
cope with their difficulties better. Many families do not see their children as being depressed or 
mentally ill, but as being naughty or difficult. The group felt that public education, family 
education and school education should be geared not only to physical health promotion, but also 
to mental health promotion and prevention of mental illness. Fortunately, there is increasing 
evidence for cost effective programmes in this area. 

2.7.14 Substance abuse 

The participants presented information on the use and abuse of locally available 
substances. This abuse is frequently socially and culturally sanctioned, at least to some extent 
(e.g. alcohol, tobacco, kava, sourtoddy, betel nut). The need to control certain substances was 
also discussed. There was strong concern about the apparent increase in the abuse of illicit 
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substances, such as cannabis, various types of hallucinogens, and particularly of opiates and 
amphetamines. The initiation and strengthening of preventive interventions in this field, in 
particular in relation to adolescents and young adults, e.g. through the health-promoting schools 
programme, were emphasized. There is evidence for effectiveness of early interventions in the 
primary health care approach to substance abuse, and primary health care personnel should be 
trained to detect and manage problems related to substance abuse. Some countries also 
mentioned the need to introduce more effective specialized treatment programmes, e.g. 
methadone maintenance. 

2.7. I 5 Promotion of psychological and social interventions for victims of domestic and 
organized violence, and natural disasters 

The relationship between the experience of physical and emotional trauma and subsequent 
mental health problems is being intensively investigated and documented. Several countries in 
the Western Pacific Region have continued to face natural and man-made disasters in recent 
years. In addition, abuse (including domestic violence, rape, sexual abuse and incest) appears to 
be highly prevalent. 

Victims of natural disasters and of civil war and other communal strife are often displaced 
over long periods of time, and they are exposed to additional hardships. Such displaced persons 
represent an important challenge to the mental health care system of the affected country and 
call for innovative and systematic interventions at several levels. [n addition to the individual 
treatment needs of the persons with the most serious injuries, there is a need to implement 
interventions at a collective level to assist the affected communities to re-establish autonomy and 
reduce mental health risks. Some of the countries in the region (e.g., the Philippines) have 
developed intervention programmes for groups exposed to different types of disasters and 
violence. Such programmes should be developed further and systematically evaluated. 

Countries, and particularly those people responsible for addressing mental health issues, 
are often overwhelmed by the enormity of the task. Participants considered that the production 
of an inventory of possible strategies and action plans would be of assistance in progressing 
mental health in the Region. The attached Action Plan (Annex 6)was developed for 
consideration by countries. 

2.7. I 6 The need for regional leadership and support in the development of mental health care 
in the member countries 

WHO and regional organizations have provided important leadership and expert advice to 
facilitate the significant advances in mental health care that have taken place in the countries of 
the Western Pacific Region since the Fifth Regional Coordinating Committee Meeting on the 
Mental Health Programme hosted by WPRO in 1995. Continuing overarching leadership, 
advocacy, expert advice, coordination and facilitation are critical for the same or better rate of 
progress in the future. The meeting was encouraged by the WHO Director-General's recent 
reconfirmation of the magnitude of the problems of mental health in the world and WHO's 
commitment to continue to address them. The attendees expect that WPRO will continue to 
provide the necessary leadership, advice and support to their countries to assist them in their 
endeavours to address the mental illness and mental health problems of their communities. 
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At a local level, there is limited awareness among decision makers about mental health 
issues. The meeting identified that, in some countries, the people advising the authorities, 
although senior mental health personnel including psychiatrists, may themselves be resistant to 
change and represent another barrier. 

3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

The WHO mental health programme in the Western Pacific Region has concentrated on 
the less developed countries and areas and on those mental health issues that urgently need 
attention. The meeting's discussions reflected these concerns. 

The group acknowledged that globally there is an increasing emphasis on mental health 
issues among governments, international and national organizations, and health care providers. 
This includes an increased awareness of the negative impact of mental illness on social and 
economic productivity. However, this awareness has had, so far, only limited consequences for 
the low-income countries in the Region. Due to financial constraints and low priority given to 
mental health in the national health budgets, adequate resources have not been available for 
mental health care. 

The urgent mental health issues which were identified varied to some extent between the 
member countries in accordance with the level of national socioeconomic development, but 
common problems among groups of countries were also identified. Collaboration between 
countries was encouraged. The objective of the meeting was to identify an implementable plan 
of action to address these challenges for the next four years. 

It was concluded that there was a need in several ofthe countries to develop national 
mental health plans and policies and to introduce new educational programmes for mental health 
professionals as well as to improve existing programmes. All the countries were encouraged to 
continue to emphasize on community mental health care and psychosocial rehabilitation 
regarding service development, and to intensify preventive interventions and mental health 
promotion. 

The integration of mental health and psychosocial concerns into other health programmes 
and sectors were expected to increase the understanding of these issues among health 
professionals in general and society at large. 

Stigmatization and discrimination continue to be major problems in all the countries. 
Programmes to increase community awareness of mental health issues were recommended. 
Countries were encouraged to facilitate the collaboration between patients (consumers), family 
members and mental health professionals in order to fight these problems. 

At this early stage of development of mental health programmes, the advisers at the 
meeting indicated how critical it was, particularly in the developing countries, to have 
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continuing leadership and expert advice. They look forward to working with WPRO and other 
regional agencies to address the major impact mental health issues are having on their 
communities. An action plan suggesting possible strategies to support countries in the 
development of mental health programme was developed. 

The meeting found that there have been some positive developments in the areas of 
training and service development. However, the continuing neglect of mental health as an 
important component of health as defined in the WHO Constitution and a lack of recognition of 
the role of mental health in the overall global burden of disease continue to be a source of 
concern to mental health professionals in this Region. The reluctance of health agencies at both 
national and regional levels to consider mental health needs of children, adolescents, adults, the 
elderly and the disabled was noted with grave concern. Although the countries represented have 
received some support from the Region, this had clearly not been enough for them to address 
issues such as manpower training in primary care psychiatry, accessibility to mental health care 
and even availability of basic drugs from the recommended essential drugs list of WHO. The 
adaptation of healthy island principles and linkages with other health promoting programmes 
such as healthy cities and health-promoting schools had been of assistance in a number of 
countries and has the potential for further development. 

The failure to upgrade ancient custodial mental health services of a bygone era has had a 
negative impact on the image of mental health illness. This failure has contributed to the 
stigmatization of the mentally ill not only by the public, but also by the funding authorities. This 
has affected the morale of the service providers and has acted as a deterrent to recruitment in 
mental health. 

These pervasive and institutionalized attitudes need to undergo a fundamental change if 
the countries of the Region are to bring health to all and not merely the physically ill. 

3.2 Recommendations 

(I) Countries should continue to develop a strong and sustainable community-based mental 
health approach, which includes prevention, assessment, treatment and psychosocial 
rehabilitation, in a way that hospital admissions should be the last resort. Inpatient 
psychiatric services should be located primarily in general hospitals to normalize the 
treatment of people with mental disorders and help reduce the stigma of and 
discrimination against these persons. The planning and development of mental health 
services and programmes should ensure that they are decentralized and accessible to all 
people. Mental health policy and legislation should reflect this approach. 

(2) Countries collect mental health data by way of cost effective periodic surveys with the 
aim of eventually introducing the data in routine health data collection. National health 
data banks could ensure that the service providers are supplied regularly with data. 

(3) Country relevant best practice, evidence based protocols for the identification, 
management and referral of common mental disorders and mental health problems should 
be produced as a matter of urgency. All health care professionals in primary care should 
be trained in the application of these protocols at all levels, from undergraduate through 
post graduate, to continuing education. All health care personnel should be trained in the 
psychological, social and cultural aspects of illness. 
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(4) In al\ countries, mental health services for children and young people should be 
strengthened by integration of these services with general health and mental health 
programmes. 

(5) Each country should ensure that there is provision in the health budget for continuation 
and development of mental health programmes; in particular, each country should ensure 
the continuity of supply of essential drugs in psychiatry and that positions for psychiatrists 
and other professional mental health workers be given the same urgency as other 
specialties in health. Each country should work on a plan of action to improve mental 
health in the next four years. 

(6) Countries should make every effort to make mental health and mental health care an 
integral part of health care that can contribute positiv~ly to the reduction and control of 
the behavioural and socioeconomic determinants of noncommunicable diseases and 
tobacco smoking. 

(7) Whereas the management of acute episodes of mental illness is becoming well established 
in the countries of the Region, the management of disability due to mental illness receives 
insufficient attention. Countries should invest in the development of appropriate models 
of psychosocial rehabilitation and in the widespread implementation of successful models 

(8) The World Health Organization should recognize the concerns of the participants and 
provide technical support to improve the state of mental health care in the Region and 
provide guidance, leadership, coordination and training, especially in the countries in 
which mental health often suffers from institutionalized marginalization. 

(9) Intercountry meetings on mental health problems of the three main areas of this vast 
Region of 1.6 billion people - north and east Asia, southeast Asia, and the Pacific should 
be conducted two years from now to monitor progress in implementing the proposed 
action plans. Working groups to discuss specific technical issues in mental health should 
be convened as necessary. 

(10) The 7th Regional Coordinating Meeting on Mental Health Programme Coordination 
should be convened in four years to review the progress made according to the 
recommended plan of action for the Region and countries discussed at this sixth meeting. 
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OPENING REMARKS BY DR SHIGERU OMI, REGIONAL DIRECTOR, REGIONAL 
OFFICE FOR THE WESTERN PACIFIC 

Sixth WHO Regional Meeting on Mental Health Programme Coordination 
15-19 November 1999, Manila, Philippines 

DISTINGUISHED PARTICIPANTS, LADIES AND GENTLEMEN, 

It gives me great pleasure to welcome you all to the WHO Regional Office for the 
Western Pacific to take part in the Sixth WHO Regional Meeting on Mental Health Programme 
Coordination. 

The regional coordinating meetings on the mental health programme were started 20 years 
ago with the aim of sharing experiences, progress and developments in the field of mental health 
in the Western Pacific Region. Since the first meeting in 1979, there has been an attempt to 
focus on community-based mental health care and improvement of the quality of care for the 
mentally ill. 

Since the last regional meeting on mental health programme coordination in 1995, the 
World Health Organization has been involved in several programmes in mental health in the 
Region. These include the initiation of the Nations for Mental Health programme in China, the 
Marshall Islands and Mongolia, and programme support for strengthening and forming mental 
health laws in China, Tonga and thirteen Pacific island countries. Suicide prevention strategies 
have been supported in the Marshall Islands and Samoa. Plans to improve community-based 
psychosocial rehabilitation for treated mental patients have also been initiated in China, Fiji, 
Papua New Guinea, Tonga and Viet Nam. Human resources development for community-based 
mental health programmes and substance abuse and alcoholism treatment and rehabilitation have 
been supported. Strong support has also been given, through the Nations for Mental Health 
programme. for reorienting mental health services in Mongolia, including comprehensive re
training of psychiatrists, nurses, general practitioners and feldshers or community nurses. This 
is an ongoing project that will go into the year 2000. 

One ofthe problems ofthe Region is the relative shortage of trained psychiatrists in many 
countries. To overcome this, training of primary care workers and doctors in basic mental 
health care using the ICD X-PHC model has been initiated in Cambodia, China, Fiji, Papua New 
Guinea, Solomon Islands and Tonga. A workshop was conducted earlier this month to reorient 
medical school curricula in China, using more primary-care-oriented teaching for medical 
students and nurses. 

Mental health, however, is not only concerned with caring for the severely ill, but also 
with looking into ways to help in the wider concept of mental well-being as envisioned in the 
WHO constitution. Issues such as anxiety, depression associated with work-related stress, 
domestic violence, child abuse and marital problems, and the contribution of mental health to 
prevention of substance abuse, alcoholism, smoking, and industrial and motor vehicle accidents, 
are emerging issues that will attract the increasing attention of WHO. In the "Framework for 
Action", a policy document released in September 1999 at the fiftieth session of the Regional 
Committee in Macao, several of these important issues in mental health are addressed. As 
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urbanization and industrialization sweep the Region, the burden of mental health can be 
expected to increase and become more important as a health issue. Alcoholism, suicide and 
para-suicides, for instance, are the tips of the iceberg of mental ill health that need to be 
addressed. 

I do hope that, in your deliberations, you will give particular emphasis to these emerging 
sources of stress in societies, and recommend ways to reduce their impact on health in the 
Region. I look forward to receiving your recommendations on the priorities and directions 
WHO should be addressing in the next four years. 

I again extend a warm welcome to all of you, especially to our colleague from 
Headquarters, Dr Benedetto Saraceno of Mental Health, whose global experience and 
perspective will be of great assistance to your work. 

I wish you a successful and productive meeting and an enjoyable stay in Manila. Thank 
you. 
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AGENDA 

I . Opening ceremony 

2. Introduction to the meeting 

3. Plenary sessions and discussion 

Plenary I Global overview of mental health, its progress and constraints 

Plenary II Regional overview of mental health 

Plenary III Experiences in training the first ten Cambodian psychiatrists 
through the Oslo-International Office for Migration/Cambodian Mental 
Health Training Programme 

4. Overview of problems/solutions 

• North and east Asia 

• South-east Asia 

• Pacific countries and areas 

5. Group discussions 

6. Preliminary group reports 

7. Field trip to Day Centre, Philippine Mental Health Association, Quezon City 

8. Discussion of mental health plans for 2000-2003 

9. Group work on plans for 2000-2003 

10. Presentation of group work and preparation of final draft of conclusions 

II. Finalize conclusions 

12. Closing ceremony 
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PROGRAMME OF ACTIVITIES 

15 November 1999, Monday 

0800-0900 Registration 

0900-0930 Opening ceremony 

• Introduction by Dr M.P. Deva, WHO Responsible Officer in Mental Health 

• Opening address by Dr Richard Nesbit, Director, Programme Management 

(on behalf of Dr Shigeru Omi, WHO Regional Director for the Western Pacific) 

• Self-introduction of participants, representatives, observers 

• Designation of officers of the meeting (chairperson, vice chairperson, 
rapporteur) 

• Administrative briefing 

0930-1000 Group photograph and coffee break 

1000-10 I 0 Introduction to the meeting (objectives, programme of activities) 

• Dr M.P. Deva, WHO Responsible Officer in Mental Health 

10 I 0-1200 Plenary I Global overview of mental health, its progress and constraints
Dr Benedetto Saraceno, Director, Mental Health Department, 
Social Change and Mental Health, WHO/HQ 

Plenary II - Regional overview of mental health -
Dr M.P. Deva, WHO Responsible Officer in Mental Health 

Plenary III - Experiences in training the first ten Cambodian psychiatrists 
through the Oslo-International Office for Migration/Cambodian 
Mental Health Training Programme -
Professor Edvard Hauff, WHO consultant 

Discussion - Current state of mental health policies and laws among the Pacific 
island nations in the Western Pacific Region-
Dr Noel Wilton, WHO consultant 

1200-1300 Lunch break 

1300-1530 Overview of problems/solutions 

Presentations from north and east Asia 

1530 Reception 
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16 November 1999, Tuesday 

0800-0930 Continue overview of problems and solutions - South-east and north Asia 

0930-1030 

1030-1045 

1045-1200 

1200-1300 

1300-1450 

1450-1510 

1510-1700 

Overview of problems and solutions - Pacific countries/areas 

Coffee break 

Group discussions - A, B, C 

Lunch break 

Group discussions - A, B, C 

Coffee break 

Group discussions - A, B, C 

17 November 1999, Wednesday 

0800-1000 Group discussions 

1000-1015 Coffee break 

1015-1200 Preliminary presentations by groups - A, B, C 

1200-1300 Lunch break 

1300-1630 Visit Day Centre, Philippine Mental Health Association, Quezon City 

18 November 1999, Thursday 

0800-1000 Discussion of plans for 2000-2003 for the Region 

I 000-1015 Coffee break 

1015-1200 Group discussions on 2000-2003 plans, Groups A, B, C 

1200-1300 Lunch break 

1300-1800 Preparation of final draft of conclusions (including coffee break) 

19 November 1999, Friday 

0800-1000 Finalize conclusions 

1000-1015 Coffee break 

1015-1140 Continue finalize conclusions 

1140-1200 Closing ceremony 
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LIST OF DOCUMENTS 

1. PROVISIONAL AGENDA AND PROGRAMME 

WPRlMNH/MNH( I )/99 .I-A 

WPRlMNHlMNH( I )/99 .1-B 

2. INFORMATION BULLETINS 

WPRlMNHlMNH( I )/99/IBIl 

WPRlMNHlMNH( I )/99/IB/2 

WPRlMNH/MNH(l )/99/IB/3 

WPRlMNHlMNH( I )/99/IB/4 

3. WORKING PAPERS 

WPRlMNHlMNH( 1 )/99.2 

WPRlMNHlMNH( I )/99.3 

WPRlMNHIMNH( I )/99.4 

WPRlMNHlMNH( I )/99.5 

WPRlMNHlMNH( I )/99.6 

WPRlMNHlMNH( I )/99.7 

WPRlMNHlMNH( 1 )/99.8 

Provisional agenda 

Provisional programme 

Information bulletin no. I (General Information) 

Information bulletin no. 2 (List of temporary advisers, 
consultants, observers and secretariat) 

Information bulletin no. 3 (Guidelines for group work) 

Information bulletin no. 4 (Country grouping for 
discussion groups; Room assignments for three groups) 

Regional overview of mental health 
Dr M.P. Deva, Acting Regional Adviser in Health 
Promotion and Mental Health (Mental Health), 
WHO/WPRO 

Global overview of mental health, its progress and 
constraints 
Dr Benedetto Saraceno, Director, MNH, WHO/HQ 

Current state of mental health policies and laws among 
the Pacific island nations in the Western Pacific Region 
Dr Noel Wilton, WHO consultant 

Experiences in training the first ten Cambodian 
psychiatrists through the Oslo-International Office for 
Migration (10M) - Cambodian Mental Health Training 
Programme (CMHTP) 
Dr Edvard Hauff, WHO consultant 

Report of the Fifth Regional Coordinating Committee 
Meeting on the Mental Health Programme, Manila, 
Philippines, 13-16 June 1995 

WHO in the Western Pacific Region, A Framework for 
Action 

Summary of country presentations 
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4. HAND-OUTS 

WPRlMNHlMNH(1)/99/INF.l1 A Study of the Public Health Approach to Mental 
Health 

in the Western Pacific Region, with Special Reference 
to 

Developing Countries 

WPRlMNHlMNH(1)/99/INF.l2 Report ofthe Meeting of the Regional Coordinating 
Group on the Mental Health Programme, Manila, 
Philippines, 25-30 April 1979 

WPRfMNHlMNH( I )/99/INF.l3 The mental health of indigenous peoples, An 
international overview 

WPRlMNHlMNH(J)/99/INF.l4 Supporting governments and policy-makers 



SOME MENTAL HEALTH DATA FOR THE WESTERN PACIFIC REGION 

COUNTRY POPULATION 

(I) China 1.23 billion 
(2) Japan 126 million 

(3) Korea, 47 million 
R~ublic of 
(4) Mongolia 2.5 million 
(5) Cambodia 11.5 million 

(6) Lao PDR 4.8 million 
(7) Mala}'Sia 22 million 
(8)Philippines 72 million 
(9) Singapore 3 million 
(10)Viet Nam 78 million (1999) 

(11) Fiji 787000 
(12) Kiribati 86000 
(13) New 3.6 million 
Zealand 
(14) Papua 4.8 million 
New Guinea 
(15) Samoa 172 000 
(16) Solomon 425078 
Islands (1998) 
(17) Tonga 98000 

I Accredited psychiatrists. 
2 Approximate. 
3 Approximate. 

._-

NO. OF 
DOCTORS 

1314530 
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62609 

5918 

33895 

1649 

600 

-

302 

? 
53 

.- --

4 Approximate. 
5 Medical doctors and medical assistants. 

NO. OF NO. OF NO. OF NO. OF 
PSYCHIATRISTS PSYCHIATRIC SOCIAL OCCUPATIONAL 

NURSES WORKERS THERAPISTS 
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1425 I 336 438 7 
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ACTION PLAN 

Today we know that mental illness, mental health problems, substance abuse and 
behavioural contributions to physical illnesses are some of the leading causes of disability in the 
world (reference Global Burden of Disease, World Bank, 1993). We also know that there are 
proven effective treatments and preventative measures that, if applied, will significantly reduce 
this burden on individuals and their families. Especially for developing countries in the Western 
Pacific Region, application of these measures would have a range of benefits from economic to 
quality of life for their communities. 

Although these cost-effective interventions are available, the problems are often seen as 
overwhelming and rather than take the first small steps to address them, they are given low 
priority by governments and other responsible agencies. Further, advise is required to know 
where to start, to know what the achievable first steps in an intervention project might be. 

In developing action plans there are always a number of barriers or threats to their 
development and implementation. These barriers may be used as a rationale for why progress 
has not occurred. If they are identified ways to overcome or minimize them can often be found. 
However as well as barriers and threats there are also opportunities that, if identified can assist 
in progressing the action plan. Examples of opportunities and barriers/ threats in most of the 
countries in the Western Pacific are: 

Opportunities 

• Strong family and community structures. 

• No firmly established mental health care delivery system giving flexibility for the 
development of culturally appropriate programmes/ services from the "bottom up". 

• Availability of a range of traditional health and non-health resources currently dealing with 
mental health issues. 

• Existence of successful model programmes in other health areas, e.g. diabetes mellitus. 

• Existence of other public health programmes with which mental health can integrate/ link 
e.g. Healthy Islands, Healthy Cities, and Health-Promoting Schools. 

• Increasing literacy and education in the community. 

• Consumer movement development. 

• Empowerment of indigenous communities and minority ethnic groups. 

• Resources available from regional agencies 

• International nongovernmental organizations and other networks 

• Shared problems in neighbouring countries and the opportunity for inter-country 
collaboration and cooperation. 

• Opportunity for advocacy in the increasing priority for mental health in view of its current 
and projected impact on the global burden of disease. 

• Continuing leadership and expert advice from international agencies. 
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Barriers And Threats 

• Limited awareness of decision makers about mental health. 

• Resistance to change by senior personnel including psychiatrists. 

• Lack of funds. 

• Resistance by target groups to being educated 

• Reluctance offamiliesl community to appear in public and become politically involved. 

• Insufficient knowledge and power 

• Different interests between disciplines 

• Difficulties in achieving consensus. 

• Misconception, stigma, and custodial attitude of legislators about mental illness. 

• Financial policy primarily oriented to financial indicators rather than commitment to health. 

• Inefficient and poorly directed use of existing resources. 

• Custodial approach to people with mentally illness 

• Inadequate knowledge, inappropriate attitude, and insufficient skills in mental health care at 
primary health care level 

• Inadequate communication and coordination between different ministries and stakeholders 

• Insufficient pub I ic mental health education for teachers, children, adolescents and general 
population 

• Over dramatization and promotion of stigmatization of people with mental illness and their 
carers by the media. 

• Limited availability of country specific data about mental health. 

• Illiteracy, especially in relation to women. 

• Apathy and despondency in socially and economically disadvantaged communities. 

• Multiple language groups and cultures in the one country constraining the development of 
unified concepts and approaches. 

• Limited words related to mental health in many languages making it difficult to 
communicate concepts. 

• Inadequate availability of leadership and expert advice, particularly from international 
agencies, to assist progress in development of programmes. 

The following is a framework for developing an action plan for mental health that 
countries may wish to consider. The actions chosen have been determined as initial, feasible, 
measurable and implementable steps. It is recommended that countries develop a response to 
this by producing their own action plan and work on these for the next 4 years. 
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Goal 1: Strengtben Government commitment to mental bealtb. 

ACTION PLAN BY WHEN 

1 Establish/review National Establish a multi sectoral I year 
Mental Health PolicylPlan PolicylPlan development! 

review committee including 
consumers and carers 

2 Conduct workshops on: Regional agency support! As required 
Development of National funding 
mental health policy/plan. 
Training and curriculum 
development for mental health 
J>fofessionals 

3 Increase the mental health Provide information and 4 years 
budget education to policy makers 

and relevant high level 
officials 

4 Include mental health budget Advocate to, and collaborate Ongoing 
in health budget to ensure with responsible government 
adequate human resources and personnel 
continuous essential drug 
supply. 

5 Include mental health data in Conduct periodic As needed each 2-4 years 
national health statistics epidemiological window 

surveys in community at 
primary care level 
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Goal 2: Decrease disability associated with mental disorders and increase the quality of 
life ofthose people who have them 

ACTION PLAN BY WHEN 
1 Development of best practice, Each country with assistance 1 year 

evidence based protocols for of Regional agencies, WPRO 
management of common and inter-country 
mental disorders for health collaboration using existing 
workers. protocols to develop 2 

~otocols for their counJ!Y: 
2 Train primary health care Each country with assistance At least an extra 10% of 

workers in mental health through WPRO and other primary HeW have training in 
(continuing) regional agencies. 2 years. 

3 Outreach clinic / programme At least one more outreach 2 years 
community based programme 
established in each country 
(assistance through regional 
agencies) 

4 Establish a multi sectoral Establish the committee 6 months 
committee on mental health 

5 Develop standards and Establish "standards' 2 years 
performance indicators to committee in each country. 
evaluate the impact of (Multi sectoral committee) 
programmes. 

Establish standards 4 years 
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Goal3: Decrease substance abuse 

ACTION PLAN BY WHEN 
I Development of best practice, Each country with assistance of 1 year 

evidence based protocols for Regional agencies, WPRO and 
management of substance abuse for intercountry collaboration using 
health workers. existing protocols to develop 2 

protocols for their countIy. 
2 Education programme in schools Establish links with HPS 2 years 

e.g. "Health promoting schools" coordinator and guidance 
(HPS), "Life Skills Training". counselors, where available, with 

assistance of multi sectoral 
committee. 

3 Formulate policies and enact Multisectoral committee to advocate I year 
legislation to reduce alcohol, for legislation; 
tobacco and other drug use 

Government in consultation with the 3 years 
community to draft legislation; 

Legislation enacted 
4 years 

4 Conduct training workshops for Conduct workshops 2 in 2 years 
mental health, primary health care and ongoing 
personnel on prevention, detection, 
management, of substance abuse 

5 Establish opiate abuse treatment Introduce methadone maintenance 2 years 
programmes based on Vietnam pilot study. 
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Goal 4: Promote psychological and social intervention for victims of violence and abuse and 
decrease violence and abuse in the communi*! 

ACTION PLAN BY WHEN 
I Education programme in schools Establish links with HPS Introduced in 2 years 

e.g."Health promoting schools" coordinator and guidance 
(HPS), "Life Skills Training". counselors, where available, with 20% schools by 4 years 

assistance of multisectoral 
committee. 

2 Establish at least I (more) NGO Each country with multi sectoral 2 years 
to focus on violence towards committee. 
women and children. 

3 At least one community Through the traditional councilJ 2 years 
education programme, e.g. "Real governance in each country with 
men don't hit women" the assistance of regional offices. 

4 Promote psychological and Nominated experts review I year 
social intervention programmes current practice and best practice 
for victims of violence and abuse programmes and establish 

protocols for intervention. 

Apply programmes as indicated 
Ongoing 

Evaluate response and modifY as 
necessary Ongoing 
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Goal 5: Decrease suicide rate 

ACTION PLAN BY WHEN 
1 Development of best practice, Each country with assistance of 1 year 

evidence based protocols for Regional agencies, WPRO and 
management of suicide and intercountry coilaboration using 
potential suicide for health existing protocols to develop 2 
workers. protocols for their country. 

2 Train primruy health care Each country with assistance At least an extra 10% of primruy 
workers (HCW) in mental health through WPRO and/or other HCW have training in 2 years. 

regional agencies. 
3 Establish mandatory review of Either village councilor 2 years 

each suicide. appropriate body. 
4 Introduce data collection for Establish interagency working I year 

suicide to monitor progress group on data collection 

Identify opportunities for 2 years 
including suicide data in existing 
data collection systems 

5 Establish media guidelines about With the key media journalists 1 year 
reporting. and assistance of existing 

guidelines. 

6 Teaching "help seeking Each country with "person" 2 years 
behaviour" in the Health employed on "HPS" link up with 
Promoting Schools" progrannne. this by assistance with 

multisectoral committee and 
where guidance counselors exist. 

7 Legal security requirements on Multisectoral committee to 2 years 
paraquat, guns. address this. 
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Goal 6: Increase collaboration between countries 

ACTION PLAN BY WHEN 
1 Annual meeting of countries to All countries consider Year 2000 

review actions on goals e.g. collaboration and cooperation 
Protocols on mental disorders. with neighbours to assist in the 

development of mental health 
services. 

2 Share information policies, WPRO - clearing house function. Continuing 
protocols, training curriculum, 
and other relevant information. 

Goal 7: Ensure the rights and responsibilities of people with mental disorders 

ACTION PLAN BY WHEN 
1 Develop mental health Establishment of multisectoral working group 6 months 

legislation. for mental health legislation review/ 
development 

Review laws, local environment, logistics of 
changes required. 1 year 

Advocate for action from the government to 
review/ develop mental health law that reflects 
modem knowledge of mental disorders and 2 years 
ensures the rights of people with mental 
disorders as stated in the UN Resolution on the 
Rights of People with Mental Illness and the 
Improvement in their Care. 

Draft legislation 
3 years 

Enact legislation 4 years 
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Goal 8: Develop Effective Mental Health Services. 

ACTION PLAN BY WHEN 
1 Establish the first psychiatric clinic in a Apply for funding and implement 2 years 

general hospital with in-patient as well as existing plans 
outpatient services 

2 Establish Community Mental Health Develop a model Community 2 years 
Centres Mental Health Centre to demonstrate 

the concept and effectiveness 
3 Improve knowledge, attitudes and skills of Conduct training workshops for 2 years 

health professionals in mental health care at doctors in general hospitals and 
the primary health care level other primary care workers 

Conduct training workshops for 2 years 
other workers 

Produce new curricula for 4 years 
undergraduate and postgraduate 
training and education of health 
professionals in primary mental 
health care. 

Re-orientate training curricula for 4 years 
health workers by rewriting the text 
book to highlight mental health 

4 Re-orientl integrate mental health services Establish co-located mental health 3 years 

tot with general health care and general health services. 

5 Reduce length of psychiatric in-patient stay Reduce average length of stay by xx 2 years 

where excessive according to evidence % each year where indicated 

based treatment guidelines. 
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Goal 9: Improve Quality of Care in Mental Health Facilities. 

ACTION PLAN BY WHEN 
1 Establish quality review committee Establish committee 2 years 

with membership to include lawyers, 
politicians, consumers, families, non- Conduct a high level coordinating 2 years 
government organizations and mental meeting including community leaders, 
health professionals. to support this development 

2 Educate and train hospital staff Conduct training guidelines workshop 2 years 

Goal 10: Increase public awareness of the importance of mental health 

ACTION PLAN BY WHEN 
I Educate the community via the media In collaboration with non-government I year 

organizations, advocate for positive 
mental health reporting with TV 
producers, editors and journalists. 

Conduct seminars, TV, radio, Ongoing 
newspaper campaigns on mental health 
issues for the public 

Goal 11: Reduce the psychological and social consequences of disaster 

ACTION PLAN BY WHEN 
I Formulate the psychosocial response to Mental health experts develop the I year 

the disaster plan psychosocial response plan with 
Departments/ Ministries of Health and 
any Disaster Committee with technical 
support from WHO 

2 Train and educate all health workers, Mental health experts develop training 2-4 years 
potential rescue workers, government programmes with assistance from 
officials and community in disaster WHO and other regional agencies. 
response 

3 Review disaster plan and response after Mental health experts will undertake Ongoing 
any disaster this review with assistance from WHO 

and regional agencies. 
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