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Preface

WHO estimates that approximately one 
person in every four will be affected by 
a mental disorder at some stage of  life. 
Traditionally, these disorders have been 
managed in the few tertiary care mental 
hospitals by highly skilled but scarce mental 
health professionals.

It is now recognized that this traditional 
model of  care is less than optimal. The 
reach of  this kind of  health-care delivery 
system is extremely limited as most mental 
hospitals are located in metropolitan areas 
and thus are inaccessible to the majority 
of  the population. In the mental hospitals 
which still exist, very limited medical care 
is provided to patients who remain for long 
periods, even for their entire life. The term 
mental hospital is, in itself, stigmatizing.

Patients with mental and neurological 
disorders are not receiving the care they 
need through the traditional model. Evidence 
for this is the large treatment gap, defined 
as the percentage of  patients in need of, 
but with no access to appropriate medical 
care. For example, the treatment gap for 
epilepsy patients, as assessed by experts in 
the Region, is 87–95%, and for psychosis, 
the range is 25–98%. Today, with the rapid 

developments in medical sciences and 
the availability of  cheap and efficacious 
psychotropic medications, such gaps are 
unacceptable.

The WHO South-East Asia Region is home 
to almost 25% of  the world’s population. 
Thus, it is probable that a significant 
percentage of  the global burden of  mental 
and neurological disorders is borne by 
the Region. To address this huge burden, 
there are very few trained mental health 
professionals, and those who do exist are 
heavily concentrated in urban areas, and are 
thus unable to make a meaningful impact on 
the magnitude of  the problem. 

Recognizing the ground reality of  facilities 
in Member States, the WHO Regional 
Office for South-East Asia has been working 
with regional experts to develop innovative 
solutions to provide appropriate care for 
persons with mental and neurological 
disorders. All Member States have excellent 
primary health-care systems that reach out 
to every corner of  the country, even the most 
remote areas. The Regional Office strategy 
to deliver care for mental and neurological 
disorders therefore calls for empowering 
these primary care services to identify and 
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manage the most common and disabling of  
these disorders. After appropriate training, 
such care can be delivered close to home, 
thus making it readily available, accessible 
and acceptable. This model has been tested 
in Bangladesh, Bhutan, Myanmar, Thailand 
and Timor-Leste and was found to be very 
effective in reducing the treatment gap to a 
fraction of  what it was. 

The usefulness of  this strategy lies in 
the fact that it is based on the existing 
government-sponsored health-care 
delivery system; thus no new or expensive 
infrastructure is needed and sustainability 

is guaranteed. Also, it reaches out to the 
community in rural and remote areas and is 
less stigmatizing.

Mental health experts advocate, that there 
is: “No health without mental health”. The 
proposed strategy will allow many more 
people to enjoy better health and to live a 
happier and more productive life.

I am confident that this document will be 
found useful by all health professionals 
engaged in preventing and treating mental 
and neurological disorders in countries of  
the South-East Asia Region.

Dr Samlee Plianbangchang
Regional Director
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Executive summary

WHO estimates that approximately 
450 million people suffer from mental, 
neurological, behavioural or substance use 
disorders. Traditionally, care for patients 
with these disorders has been provided by 
highly skilled mental health professionals 
based in metropolitan centres and in 
tertiary care mental hospitals. This model 
of  service delivery does not reach the vast 
majority of  patients, particularly those in 
rural and remote areas. Evidence for the 
limited outreach of  this traditional model 
is the huge treatment gap (defined as the 
percentage of  patients in need of, but not 
getting appropriate medical care), which 
has been shown to range from 87 to 95% 
for patients with epilepsy, and 25 to 98% 
for patients with psychosis in studies in 
South-East Asia Region. Today, with the 
rapid developments in medical sciences and 
the availability of  cheap and efficacious 
psychotropic medications, such large gaps 
must be addressed with new and innovative 
solutions.

Recognizing the ground reality of  facilities 
in Member States, the WHO Regional Office 

for South-East Asia has been working with 
regional experts on a strategy to provide 
appropriate care for persons with mental 
and neurological disorders through existing 
primary health-care systems. The strategy 
calls for empowering these primary care 
systems through training to identify and 
manage the most common and disabling 
mental and neurological disorders. Such care 
can be provided to the patients close to home, 
thus making it readily available, accessible 
and acceptable. 

The usefulness of  this strategy lies in 
the fact that it is based on the existing 
government-sponsored health-care 
delivery system, so no new and expensive 
infrastructure is needed and sustainability 
is guaranteed. Also, it reaches out to the 
community even in rural and remote areas 
and is less stigmatizing.

This model has been tested in Bangladesh, 
Bhutan, Myanmar, Thailand and Timor-
Leste and found to be very effective in 
reducing the treatment gap to a fraction of  
what it was.





Chapter 1 
Background
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The World Health Organization (WHO) estimates that 
approximately 450 million people suffer from mental, 
neurological, behavioural or substance use disorders. One 
person in every four will be affected by a mental disorder at 
some stage of  life.1 A tragedy for many of  these individuals is 
that they are not getting appropriate treatment. Many of  them 
are taken to sorcerers or faith healers where they are subjected 
to rituals that can be harmful. In addition, there is stigma, 
prejudice, shame and exclusion, which affect not only the 
patient but the entire family. This bleak scenario is even more 
shocking given the advances in medical science, the availability 
of  effective psychotropic medication, better understanding, 
better treatment and better management.

Mental ill health causes much suffering, disability and death. 
Some patients are unable to work, some suffer overwhelming 
fears, and others grapple with constant negative thoughts. 
Patients may turn to alcohol, other substance abuse, or even 
suicide. Mental ill health also seriously burdens families and 
communities, many of  whom suffer in silence.

Historically, disease burden has been based on mortality 
statistics. However, these statistics underestimate the burden 
from non-fatal conditions such as neuropsychiatric conditions, 
which include both mental and neurological disorders. These 
conditions have been ignored for a long time as they are absent 
from “cause of  death” lists. When disease burden measurement 
includes disability, several neuropsychiatric disorders become 
leading causes of  disease burden worldwide.

There are several reasons for the emergence of  mental and 
neurological disorders as important causes of  morbidity. 
These reasons could be genetic, biological, psychological 
and/or socio-cultural. Links have been found between some 
mental disorders and adverse social conditions such as 
poverty, unemployment, illiteracy, homelessness and gender 
discrimination. In some of  these illnesses, brain imaging 
has revealed underlying structural defects. Depression is 
associated with changes in brain chemicals; genes have been 
linked to some cases of  schizophrenia and Alzheimer disease; 
and alcohol dependence is now linked both with the social 
environment and to genes. A major environmental cause of  
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intellectual disability is lack of  iodine, which is vital to the 
growth and development of  the human brain.

The WHO South-East Asia Region (SEAR) is home to almost 
25% of  the world’s population and accounts for 30% of  the 
global burden of  disease, including mental and neurological 
disorders. To address this huge burden, there are very few 
trained mental health professionals, and those who do exist are 
heavily concentrated in urban areas. Thus the majority of  the 
population, who live in rural and remote areas, has no access to 
care for these disorders. 

Recognizing the limited tertiary care facilities available in 
Member States, the WHO Regional Office for South-East Asia 
(SEARO) has been working with regional experts to develop 
innovative solutions to provide appropriate care and services 
for mental and neurological disorders for all who need care.





Chapter 2 

Burden of mental 
and neurological 
disorders
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2.1 Global burden

According to WHO estimates, mental and neurological 
disorders account for 13% of  the global burden of  disease,2 
and significantly contribute to co-morbidity in other diseases. 
They affect hundreds of  millions of  people and constitute a 
major cause of  disability worldwide.1 Based on the concept 
of  disability-adjusted life years (DALYs),3 which assesses 
disability and suffering, there has been increasing awareness 
of  the contribution of  mental and neurological disorders to 
DALYs in the population, including policy-makers around the 
world.

Depression in 2004 accounted for 4.3% of  total DALYs and 
was the third leading cause of  burden of  disease globally. 
WHO projects that by 2030, depression will rise to the 
number one position globally and account for 6.2% of  total 
DALYs.3

People suffering from mental disorders have high mortality 
rates. For example, individuals suffering from major 
depression or schizophrenia are at a 40–60% higher risk of  
dying prematurely than the general population, from health 
conditions such as cancer, diabetes or HIV infection, as well as 
from grave consequences such as suicide. Suicide is the second 
most common cause of  death among young people worldwide.3

2.2 Burden in low- and middle-income countries

Mental and neurological disorders account for 25.3% and 
33.5% of  years lost due to disability (YLD) in low- and 
middle-income countries (LMIC), respectively. Of  the total 
global non-fatal health outcomes (as measured by YLD), 
90% occur in LMIC and 44% in low-income countries. Hence 
people living in LMIC countries not only face lower life 
expectancies (higher risk of  premature death) than those in 
developed countries, but also live a higher proportion of  their 
lives in poor health.3

Among the ten leading causes of  YLD in LMIC, three are 
mental disorders and a fourth relates to alcohol use disorders 
(Table 1).



9

Table 1: Leading causes of years lost due to disability (YLD) in 
low- and middle-income countries, 2004

 Cause of  disability YLD (millions) % of  total YLD

1 Unipolar depressive disorders 55.3 10.4

2 Refractive errors 25.0 4.7

3 Hearing loss, adult onset 23.2 4.4

4 Alcohol use disorders 18.4 3.5

5 Cataracts 17.4 3.3

6 Schizophrenias 14.8 2.8

7 Birth asphyxia and birth trauma 12.9 2.4

8 Bipolar disorder 12.9 2.4

9 Osteoarthritis 12.8 2.4

10 Iron-deficiency anaemia 12.6 2.4

Source: WHO Global Burden of  Disease, 2004.

With the demographic transition occurring around the world, 
especially in LMIC, noncommunicable diseases (NCDs) 
together with neuropsychiatric disorders now contribute more 
to DALYs than communicable diseases (Figure 1).3

Figure 1: Disability-adjusted life years for communicable versus 
noncommunicable diseases globally

Noncommunicable
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The World Economic Forum 2011 estimated that the cost 
of  illness due to mental and neurological disorders was 
US$ 2.5 trillion, which could increase to US$ 6 trillion by 
2030. The cumulative global impact of  these disorders in 
terms of  lost economic output will amount to US$ 16 trillion 
over the next 20 years.4 This huge burden of  neuropsychiatric 
disorders is a daunting challenge in the context of  limited 
resources – including funds, infrastructure and human 
resources – for LMIC to address. 

2.3 Estimated prevalence of  mental and 
neurological disorders in the South-East Asia 
Region

Studies of  the prevalence of  mental and neurological 
disorders have been conducted in some SEAR Member States. 
Although the study design and definition of  diseases varies, 
there is a similar pattern to the most common diseases.

Bangladesh

The National Institute of  Mental Health, Dhaka, conducted 
a population-based longitudinal study, in collaboration with 
WHO, on mental and neurological disorders between July 
2003 and December 2005.5 The objectives of  the study were to 
determine:

the prevalence of  mental and neurological disorders in • 
communities;

existing treatment options and treatment outcomes;• 

psycho-socio-economic correlates; and • 

prevailing cultural beliefs. • 

The study was carried out in all six divisions of  Bangladesh: 
Barishal, Chittagong, Dhaka, Khulna, Rajshahi and Sylhet. The 
study population was all adults (18 years and above) living in 
the selected segments of  mohalla (part of  a village) or mauza 
(part of  a village or comprising more than one village).

A two-stage simple cluster sampling technique was used in all 
six divisions. One hundred and twenty clusters were selected 
randomly throughout the country with probability proportionate 

The World Economic 
Forum 2011 estimated 
that the cost of  illness 
due to mental and 
neurological disorders 
was US$ 2.5 trillion which 
could increase to US$ 6 
trillion by 2030.
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to size of  population (PPS). Based on earlier studies with similar 
objectives, it was estimated that a sample size of  109 was needed 
in each cluster for statistical appropriateness and national 
representativeness of  the data. The total sample size of  the study 
was 13 080. 

In the first stage, all 13 080 respondents were screened in 
order to identify probable cases and probable non-cases 
of  mental and neurological disorders. In the second stage, 
every second individual from the probable cases (3592) and 
every fourth persons from the probable non-cases (1474) was 
systematically interviewed. A standardized Self  Reporting 
Questionnaire and a Structured Clinical Interview for 
Diagnosis were used. Among the total 5066 interviewed, 
2100 were found to be suffering from mental and neurological 
disorders giving a prevalence of  16.05% in the total sample of  
13 080. 

To assess the treatment outcome, 64 cases were selected from 
the 2100 diagnosed cases and followed for six months. Psycho-
socio-economic information was collected in the first stage 
and information on awareness, care and attitudes was collected 
both in the first and second stages. The prevalence of  some 
common mental and neurological disorders as found in the 
study is shown in Figure 2.

Figure 2: Prevalence ( in %) of common mental and neurological disorders (n=13 038), Bangladesh
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Bhutan

A study of  mental disorders was conducted in Bhutan in 2002 
to assess the potential of  launching a programme on mental 
health.6 The specific objectives were:

to create local comprehensive translations of  (1) 
International Classification of  Diseases (ICD-10) 
definitions of  schizophrenia, epilepsy, severe depression, 
intellectual disability, psychosis and suicide;

to determine if  local community leaders, religious and (2) 
health workers with detailed local knowledge could use 
these definitions to recognize potential patients in the 
community; 

to validate this community “diagnosis” by site visits by (3) 
doctors; and

to look into societal attitudes towards mental disorders.(4) 

The study was conducted in May and June 2002 in three 
districts, with a total population of  about 45 000 people, 
where the local language and demographic characteristics 
differed substantially. Between 100 and 130 participants 
from each district, representing the community, health-care 
providers, monks and traditional healers, attended a two-
day workshop. Translation was done during the conference 
through discussions and group work. During the field work, 
the trained investigation team interviewed the selected families 
using standardized questionnaires and diagnostic guidelines 
developed by WHO. For each case family, one control family 
was randomly selected from the same village, and interviewed 
about their attitudes towards mental disorders using a 
structured questionnaire.

A majority of  the invited representatives were capable of  
applying locally developed definitions during the two-day 
workshop. Testing for the feasibility of  implementation of  the 
definitions, they identified 378 suspected case families where 
a member fulfilled one of  the definitions of  disease. In all, the 
field team confirmed 273 of  the 378 suspected cases (69%).
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The most common mental health conditions confirmed from 
the suspected cases in the community were:

alcohol dependence syndrome – 83 of  104 cases (80%);(1) 

epilepsy – 69 of  110 cases (63%);(2) 

depression – 49 of  61 cases (80%);(3) 

intellectual disability – 39 of  41 (95%);(4) 

psychosis – 17 of  44 (39%);(5) 

suicide – 16 of  18 (89%).(6) 

As there had been no prior contact with the health-care 
system, several patients initiated treatment following the 
survey. Data for the 273 case and the 244 control-families 
when compared showed no significant differences either in 
their attitude towards mental illnesses or in terms of  their 
psychosocial conditions. 

Overall, the sample population had no clear idea about 
mental and neurological disorders, and many myths and 
misconceptions existed. However, there appeared to be good 
support and cooperation for mentally ill persons.

India

A multi-centre study on epidemiology of  mental and 
neurological disorders was undertaken in India7 as part of  the 
World Mental Health Survey.8 Sample households from 11 
sites were selected based on different zones of  the country and 
availability of  technical expertise, although the sites were not 
nationally representative. The sample within each site was a 
representative probability sample of  households in the defined 
survey population, and each sample was designed to achieve a 
minimum of  3000 interviews with respondents of  18 years or 
above.

The assessment interview was the World Mental Health 
Survey Initiative version of  the WHO Composite 
International Diagnostic Interview (CIDI 3.0). The survey 
interview was carried out in person (face-to-face) with 
the selected respondents. The study aimed to estimate the 
prevalence of  mental disorders (epilepsy was not included) 
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based on the ICD-10. The prevalence estimates, based on 
pooled data from eight sites, were as follows: 

any anxiety disorder – 4.8%;(1) 

any depressive disorder – 2.6%;(2) 

any psychotic symptoms/disorder – 1.9% (based on data (3) 
from Faridabad site – All India Institute of  Medical 
Sciences, New Delhi – using psychosis screening section 
of  CIDI-3);

any alcohol or substance use disorder – 1.6%.(4) 

Thailand

A nationally representative community survey was conducted9 
based on a non-institutionalized Thai population aged 15–59 
years old (n=17 140). The study sample was selected using 
cluster sampling followed by three-stage random sampling to 
obtain population proportion prevalence. Trained psychiatry 
professionals using Mini International Neuropsychiatric 
Interview (M.I.N.I. Thai Version 5.0.0) assessed each person in 
the sample. The findings of  the survey were:

Any current mental disorders

(14.3%)

Affective disorders (2.8%)

Major depressive episode (2.2%)

Dysthymia (0.3%)

Hypomanic episode (0.3%)

Manic episode (0.1%)

Anxiety disorders (1.9%)

Panic disorder (0.3%)

Agoraphobia (0.6%)

Post-traumatic stress disorder (0.3%)

Generalized anxiety disorder (0.9%)

Alcohol use disorders (10.9%)

Alcohol abuse (4.2%)

Alcohol dependence (6.6%)

Psychotic disorders (0.5%)

Timor-Leste

A study was conducted to estimate the prevalence of  clinically 
relevant mental disorders in rural and urban setting in post-
conflict Timor-Leste and to assess cultural factors that may 
influence help-seeking patterns.10 The total population survey 
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of  1544 adults took place in two phases. Phase 1 involved a 
household informant survey using indigenous terms to detect 
psychosis and a screen of  all adults for post-traumatic stress 
disorder (PTSD) and symptoms of  psychological distress, 
including depression and anxiety. In phase 2, clinicians 
interviewed all those identified by household informants and 
half  of  those who screened positive in order to assign DSM-
IV diagnoses. Disability, explanatory models, and perceived 
needs were also assessed. Phase 2 yielded a DSM-IV point 
prevalence estimate of  5.1%, broken down as follows:

psychosis – 1.4%;(1) 

all non-psychotic disorders (including PTSD, major (2) 
depressive episode, dysthymia, alcohol abuse) – 3.7%.

Psychotic disorders were most disabling, primarily attributed 
to supernatural causes and treated mainly by traditional 
healers. Those with depression and PTSD experienced 
substantial disability but had received little treatment. 
They attributed their mental problems to social and traumatic 
causes.es.





Chapter 3

Changing trends 
in delivery of 
care for mental 
and neurological 
disorders 
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3.1 Traditional approach

Traditionally care for mental and neurological disorders has 
been concentrated in tertiary care hospitals located in large 
cities.

“Lunatic asylums” have existed since medieval times. In 
India,11 asylums and mental institutions are said to have 
existed around AD 300. In the 9th century, an asylum is 
known to have been located in Madras, and in central India 
a mental hospital is said to have been established between 
1436 and 1439. In the Islamic world, Bimaristans, which were 
hospitals for patients with mental illnesses, were established 
in the 10th century but may have existed even in medieval 
times. In 872, Ahmad bin Tulun built a hospital in Cairo that 
provided care to the “insane”. The hospital recognized as the 
first in Europe to solely treat patients with a mental illness is 
Bethlem (or Bedlam) Hospital, which was established in 1247. 
In the United States of  America, in 1752, the Pennsylvania 
Hospital, Philadelphia, became the first hospital to care for 
the mentally ill. The British built “lunatic asylums” in some 
of  their colonies: in India, the first asylum was established in 
1745 in Bombay, followed by Calcutta in 1784 and Madras in 
1794. From 1841 to 1867 “harmless idiots” were kept separate 
to stop overcrowding in the asylum. The Agra Asylum came 
into existence in 1859, Bareilly in 1862, Poona in 1865, 
Jabalpur in 1866, Tezpur in 1876. Ranchi was meant to be for 
British patients prior to independence of  India.

These large custodial type of  facilities were designed to 
“protect the community from mentally ill patients” who were 
considered dangerous. Given the state of  medical knowledge 
in the 19th and 20th centuries, this was considered the only 
solution. However, the number of  hospital beds available 
and their location in metropolitan cities were not enough to 
cater to the millions of  patients. Governments were reluctant 
to build more hospitals because of  the prohibitive cost of  
building them. Thus, care for the mentally ill had extremely 
limited outreach with only a small minority of  patients being 
able to access the services.
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3.2 Limitations of  traditional approach

The care available through mental hospitals was extremely 
stigmatizing and often involved violation of  human rights. 
Some treatments available in the last century (such as 
insulin shock) were dangerous. Medications were frequently 
not available. Physical facilities such as functional toilets 
were inadequate. There was a serious shortage of  a trained 
workforce and thus patients were not getting appropriate 
treatment. An indication of  this shortage can be found in the 
data from the Mental Health Atlas 2011.12 As reported in the 
Atlas, the median number of  psychiatrists globally was 1.27 
per 100 000 population whereas in SEAR the corresponding 
figure was 0.23. Similarly, the global number of  psychologists 
was 0.3 per 100 000 compared with 0.03 in SEAR. Finally, 
globally there were 0.23 and 0.05 social workers and 
occupational therapists per 100 000 population, respectively, 
the numbers in SEAR are negligible. 

The limited infrastructure and shortage of  skilled human 
resources is perhaps due to the paucity of  resources allocated 
to mental health. Mental health expenditure per capita is more 
than 200 times greater in high-income countries compared 
with low-income countries.12 In terms of  overall mental health 
expenditure, the global median percentage of  government 
health budget expenditures dedicated to mental health is 2.8%. 
This level of  allocation in SEAR is 0.44%.12

Despite the shortage of  qualified mental health professionals, 
SEARO data clearly show that appropriate care and medical 
services can be provided to the community to reduce morbidity 
and mortality from mental and neurological disorders. The 
lack of  mental health professionals should not be an excuse for 
lack of  services for these disorders.

3.3 Effectiveness of  hospital-based treatment 

Despite recent developments in understanding and approach, 
experts realized that a large number of  patients who needed 
treatment, particularly those who live in rural and remote 
areas, were in fact not getting it. The “treatment gap” is 
defined as the difference between the number of  people with a 
disease and the number of  people being appropriately treated 
(receiving treatment from qualified allopathic physicians) in 
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Figure 4: Median annual expenditures on medicines for mental and behavioural disorders 
per 100 000 population by WHO Region
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Figure 3: Median percentage of health budget allocated to 
mental health by WHO region
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a given population at a given point in time, expressed as a 
percentage.

The gap between the need for treatment of  mental and 
neurological disorders and its provision is wide all over the 
world. Findings from a WHO study reveal that between 
76-85% of  people with severe mental disorders receive no 
treatment in LMIC; the corresponding range for high-income 
countries is between 35-50%.13

There are many reasons for the treatment gap, which vary 
from community to community. Some of  the reasons are:

limited access to mental hospitals as they are located in • 
metropolitan centres with limited hours of  operation;

dependence on the few qualified mental health professionals • 
to deliver treatment;

scarcity of  psychotropic medication at the primary care • 
level;

lack of  awareness of  the medical nature of  mental and • 
neurological illnesses and the need for medical treatment; 
and

stigma and fear of  being ostracized by the community.• 

Another dilemma is that while the patients are not getting 
appropriate treatment, they are taken to faith healers and 
sorcerers where they are subjected to rituals, some of  which 
are very harmful physically and psychologically.

Increasing awareness of  the lack of  appropriate treatment and 
care has led to the thinking of  using existing primary care 
systems to deliver care for mental and neurological disorders.

3.4 Shift in paradigm: community-based services

In the past decade there have been numerous changes in the 
approach to mental health-care delivery. There is growing 
recognition among policy-makers and technical experts 
globally on the following issues:

mental health is more than psychiatry – it is a • 
multidisciplinary approach that includes the promotion of  
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mental health and well-being and prevention of  mental 
illness; 

despite tremendous progress in the field of  psychiatry, • 
including the availability of  numerous new psychotropic 
medications, the proportion of  people not getting 
appropriate care is as high as 90% in some parts of  Member 
States. Thus, there is a need to develop new ideas and 
approaches to the delivery of  mental health-care;

the optimal method to deliver care is not through tertiary • 
care mental hospitals alone, but through the primary care 
system supported by secondary and tertiary level health-
care;1

the primary care system can be enhanced to deliver mental • 
health-care to the community, in the community, thus 
reaching out even to remote and rural areas. 

South-East Asia Regional Office is concentrating on 
supporting Member States to develop community-based health 
programmes that will be culture and gender appropriate 
and reach out to all segments of  the population, including 
marginalized groups.

The importance of  such outreach programmes for service 
delivery in the community should be emphasized, since they 
are less stigmatizing, facilitate reintegration of  patients into 
mainstream society, and are cost-effective compared to tertiary 
care mental hospitals.

The primary health-
care system can be 
enhanced to deliver 
care for mental and 
neurological disorders 
to the community, in the 
community thus reaching 
out even to remote and 
rural area.
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In the South-East Asia Region, there are many myths and 
beliefs that impede the treatment of  individuals with mental 
and neurological disorders. Psychotic illnesses are considered 
a “curse from the Gods”, a manifestation of  evil spirits or 
punishment for sins in a past life. Generally, people do not 
sympathize with a mentally ill person, because they attach 
a character value to the problem, believing that the patient 
lacks the willpower to pull himself  or herself  together. Many 
times patients are ignored, isolated or taken to sorcerers or 
faith healers and treated with rituals rather than available 
medications.

4.1 Treatment gap

Surveys conducted in SEAR Member States have documented 
the huge treatment gap in the pilot studies conducted 
(Table 2).

Experts from the Region have discussed the findings of  these 
studies and possible reasons for treatment gap.14 For persons 
suffering from epilepsy, fear of  stigmatization, cultural beliefs, 
lack of  knowledge and illiteracy all contribute to why they or 
their proxies do not seek treatment. Other potential factors 
(common to both epilepsy and psychosis) contributing to the 
treatment gap include economic issues, distance to health 
facilities, availability of  antiepileptic medications and lack of  
prioritization by health authorities. The factors contributing to 
treatment gap in psychoses include the stigma associated with 
the illness, the perception that the illness is due to evil spirits 
or black magic, inadequate knowledge, lack of  treatment 
facilities and shortage of  psychiatrists.

Many patients do not recognize they have symptoms of  a 
mental or neurological disorder, and instead focus on physical 
health problems. Many health workers including primary care 
physicians do not receive adequate training on mental health 
issues and are uncomfortable dealing with them. An important 
contributing factor is the dominating influence of  the 
community on treatment and care modalities, which diverts 
patients to faith healers.

There are many 
myths and beliefs that 
impede the treatment 
of  individuals with 
mental and neurological 
disorders.
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4.2 Strengthening primary care: the concept

Primary care for mental health refers specifically to mental 
health services that are integrated into general health-care at 
a primary care level. Most countries in the world, including 
those in SEAR, have excellent primary care systems, which 
can be empowered to deliver appropriate care for mental and 
neurological disorders.

The SEARO policy to care for mental and neurological 
disorders is to treat and manage patients in the community 
by empowering the existing primary care system. In this 
strategy, health-care workers at the community level are 
trained to identify the most common and most disabling 
mental and neurological disorders and then refer patients for 
treatment by primary care physicians. This mode of  delivery 
increases access to care and takes health-care to the doorstep 
of  the population, while reducing stigma and discrimination. 
This community-based approach has been shown in pilot 
studies to be able to reduce the treatment gap for mental and 
neurological disorders. 

The priority of  SEARO is to concentrate on such community-
based projects and programmes. Thus, every effort is being 

Table 2: Outcome of surveys conducted in SEAR to identify the treatment gap for mental illness. 15–17

Site
Treatment gap for 

epilepsy (%)
Treatment gap for 

psychosis (%)

Sonargaon, Bangladesh 87.0 ND

Bhutan 40.0 ND

Namkum, Ranchi, India 89.9 97.6

Sarsol, Kanpur, India 90.2 96.5

Chattarpur, New Delhi, India 81.5 72.3

Bogor, West Java, Indonesia 90.6 96.5

Nyaungdun, Myanmar 94.6 98.4

Badulla, Moneragala, Sri Lanka ND 67.6

Thailand ND 25.5–52.5

Timor-Leste 70.7 ND

ND: not determined.

The SEARO policy 
to care for mental 
and neurological 
disorders is to treat 
and manage patients 
in the community by 
empowering the existing 
primary health-care 
system.
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made to develop programmes that will deliver at least the basic 
services for neuropsychiatric disorders to everyone, regardless 
of  where they live. 

The results of  the pilot projects conducted in Bangladesh, 
Bhutan, Myanmar and Timor-Leste, with technical support 
from SEARO, clearly demonstrate that strengthening the 
primary care system through training of  health workers, and 
providing essential psychotropic medicines, can provide care 
for all those who need it. A similar strategy is also being used 
by Thailand. The additional investment involves only the 
cost of  training. The advantage is that these programmes are 
sustainable as they are mainstreamed into existing national 
health-care delivery systems. Member States where these 
programmes have been piloted will greatly benefit from 
scaling up these projects and other Member States will benefit 
from adopting these projects.

This approach addresses the problem of  shortage of  expert 
human resources and the diverse terrains where patients live. 

4.3 SEARO strategy

SEARO has developed a strategy for community-based 
programmes based on five ‘A’s: availability, acceptability, 
accessibility, affordable medications and assessment.

Availability: services that will address at least the minimum 
needs of  populations in mental and neurological disorders 
should be available to everyone regardless of  where they live. 
The key questions are: what are the minimum services needed 
and who will deliver them?

Acceptability: large segments of  populations continue to 
perpetuate superstitions and false beliefs about mental and 
neurological disorders. Many believe that these are due to evil 
spirits. Thus, even if  appropriate medical services are available, 
patients would rather go to sorcerers and faith healers. 
Populations need to be informed and educated about the nature 
of  neuropsychiatric illnesses. 

Accessibility: services should be available to the community, 
in the community, and at convenient times. If  a patient has 

SEARO has developed a 
strategy for community-
based programmes 
based on five ‘A’s : 
availability, acceptability, 
accessibility, affordable 
medications and 
assessment.
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to give up his daily wages and travel a substantial distance to 
consult a medical professional who is available only for a few 
hours a day then he/she is unlikely to avail these services. 

Affordable medications: frequently, medications are beyond 
the reach of  the poor. Every effort should be made to provide 
essential medications uninterruptedly and at a reasonable cost. 
Thus, government policies in terms of  pricing and the role 
of  the pharmaceutical industry in distribution and pricing 
become critical.

Assessment: being new, these programmes need to be 
continually assessed to ensure appropriateness and cost-
effectiveness. Making changes in the ongoing programmes 
based on impartial evaluations are essential.

This five ‘A’ strategy was developed over 10 years ago and has 
been shown to be very successful in pilot projects conducted in 
Bangladesh, Bhutan, Myanmar and Timor-Leste (Section 2.3).

4.4 Which diseases to prioritize?

Ideally, complete and comprehensive services for all 
neuropsychiatric disorders should be available to all members 
of  the community. However, this is unrealistic, especially 
in rural and remote areas. Thus, projects and programmes 
for delivery of  services must address select disorders. The 
selection should be guided by the following principles: 

high prevalence of  the disorder in the community;• 

high morbidity from the disorder;• 

easy to diagnose with resources available in the community;• 

availability of  effective and low-cost medication; and• 

good prognosis with treatment.• 

Data available from surveys in SEAR Member States suggest 
that epilepsy, psychosis and depression meet the above criteria 
in most countries (some communities may have their own 
unique problems that meet these criteria, e.g. dementia). Since 
it is not feasible to develop and implement projects to deal 
with all major neuropsychiatric conditions, it is proposed to 

Epilepsy, psychosis and 
depression are being 
addressed in the first 
phase of  the SEARO 
programme to reach out 
to the community.
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target these three disorders in the first phase of  the SEARO 
programme to reach out to the community.

4.5 Work completed and in progress

To launch this approach, SEARO supported pilot projects in 
Bangladesh, Bhutan, Myanmar and Timor-Leste.13 Thailand is 
also conducting projects using similar methods.14 At all sites, 
the impediments to provision of  care to persons in need were: 
lack of  trained human resources, lack of  appropriate services 
that should reach out to people particularly in remote and 
rural areas, shortage of  psychotropic medications, and stigma 
against patients in the community. 

The project strategy was to empower the existing primary 
health-care system through training of  village-based health 
workers to identify the priority conditions, and the primary 
care physician to treat them. Partial support for procurement 
of  psychotropic medications was provided. Innovative impact 
indicators to measure the outcome at each site were identified 
at the beginning of  the project. 

Epilepsy

The first condition to be addressed was epilepsy. A team 
of  experts from SEAR went through a detailed step-wise 
approach to develop a validated screening instrument for the 
identification of  Generalized Tonic-Clonic Seizures (GTCS).18 
This type of  epilepsy, which generally accounts for 70–80% of  
all seizures, is easy for a field worker to identify because of  its 
visual manifestations and has the highest morbidity among all 
types of  seizures.

Approach and steps in developing the GTCS identification 
instrument18

The identification instrument was developed in three 
phases. The first phase was development of  the preliminary 
instrument by a group of  experienced clinicians based on 
knowledge of  epilepsy and a review of  existing screening 
tools. In phase 2, the identification instrument was modified 
and shortened. This was done at three sites (two in Ballabgarh, 
Haryana, India and one in New Delhi, India). The third phase 
was validation of  the questionnaire in Bhutan, Myanmar, 
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Nepal, Sri Lanka and Thailand. The final instrument consisted 
of  six questions and had a sensitivity of  72% and specificity 
of  100%. Pilot projects have been successfully implemented in 
Bangladesh, Bhutan, Myanmar and Timor-Leste. 

Technical material on epilepsy available in SEARO 

Epilepsy: a manual for physicians• 
http://apps.searo.who.int/PDS_DOCS/B0769.pdf

Training manual for community-based health-care • 
providers on identification and care of  generalized tonic-
clonic seizures (major fits)
http://apps.searo.who.int/PDS_DOCS/B0763.pdf

Development of  a validated clinical case definition of  • 
generalized tonic-clonic seizures for use by community-
based health-care providers.
http://www.ncbi.nlm.nih.gov/pubmed/15857442

Psychosis

Among psychiatric disorders, psychosis remains one of  the 
most disabling conditions and contributes substantially 
to social and economic burden related to mental illness. 
The majority of  prevalence studies for schizophrenia have 
produced estimates in the range 1.4 to 4.6 per 1000 population 
at risk.7,8 The disease burden can be significantly reduced with 
early diagnosis and treatment. 

There are multiple challenges to ensuring uniform methods 
of  identification and assessment of  psychosis across the globe. 
The differences in reporting of  symptoms or expression of  
signs and the sociocultural diversity across the world make it a 
complex condition to identify.

The common, widely used scales have limited utility in a cross-
cultural setting. To date, many screening instruments have been 
developed for detection of  these conditions at the primary care 
setting, but most of  them screen for mental illnesses without a 
section specifically directed towards identifying psychosis. The 
development of  a cross-culturally valid questionnaire is a first 
step towards identification of  psychosis in the primary care 
setting by trained health workers.
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The SEARO project on psychosis is expected to be completed 
in five phases in India with following objectives:

Phase I: • carried out a review to ascertain the feasibility 
of  developing the psychosis identification instrument 
(complete);

Phase II:•  generation of  an initial pool of  items in local 
language for the draft instrument (complete);

Phase III:•  ascertain psychometric properties of  the 
instrument in a small clinical outpatient population;

Phase IV: • validation of  the instrument in a primary health-
care setting;

Phase V:•  translation of  proposed etic items (description 
of  a behaviour or belief  by an observer, in terms that 
can be applied to other cultures) into regional languages 
other than Hindi for cross-cultural use and generation 
of  new emic items (description of  behavior or a belief  in 
meaningful terms which comes from a person within the 
culture) in regional languages.

Following these phases, the psychometric properties will be 
tested in Member States, the items revised accordingly and 
finally the instrument will be validated in persons attending a 
primary care centre.

Depressive disorders

Depressive disorders account for 4.3% of  total DALYs and 
are projected to be the number one contributor to DALYs by 
2030.3 There are vast cultural variations in how depression 
is expressed and perceived. Commonly used western scales 
often fail to capture these differences, and may therefore not be 
useful in other cultures. Somatization, for example, as a basis 
for functional impairment, is more common in low-and middle-
income countries than developed countries. To address cultural 
variations and to detect depression in the primary care setting, 
the cross-cultural Depression Identification Instrument 
(DII) is being developed for SEARO by the Department of  
Psychiatry, All India Institute of  Medical Sciences, New 
Delhi, India. Three countries are collaborating in this project: 
Bangladesh India, and Nepal. 
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Activities to develop the DII include protocol development, 
translation and refinement of  the proposed etic items in 
all three countries; Focus Group Discussion to assess the 
relevance of  etic items; generation of  emic items; and defining 
and validating the questionnaires in the three countries.

Five stages are involved in the development of  the cross-
cultural DII: 

Phase 1: Translation of  the proposed etic items in each 
collaborating centre (Bangladesh, India and Nepal). All 
etic (English) and Hindi items have been translated in local 
language(s). The steps involved in translation were: forward 
translation, expert panel discussion, back-translation, pre-
testing and cognitive interviewing.

Phase 2: Four Focus Group Discussions to generate emic 
items in each collaborating centre and assess the relevance 
of  etic items. The groups provided concepts regarding 
various aspects of  depression. The four groups comprised 
psychiatrists, other mental health professionals (e.g. 
psychologists, social workers, nurses), depressed men and their 
caregivers, and depressed women and their caregivers. 

Phase 3: Elaboration of  questions in each collaborating 
centre.

Phase 4: Item formatting in coordinating centre (New Delhi). 
In this phase, data provided by the various centres were 
translated into English, transcribed, recorded and ranked. 

Phase 5: Validation of  the items in a primary care population 
in each collaborating centre. The items will be organized into a 
questionnaire, which will be pre-tested in a small sample. The 
objectives of  this phase are to gather preliminary feedback 
on problems concerning words used, responses obtained, 
instructions, question relevance, and general receptivity to the 
module. 

The DII could be a useful tool for the primary care population 
as countries in the Region have unique cultural, regional 
languages and ethnic differences, which influence the 
experience as well as expression of  symptoms of  depression.
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4.6 Evaluation of  community-based projects

Evaluation of  projects is important to measure the outcome of  
a programme or intervention and to determine its success or 
failure. It will also help to identify strengths and weaknesses, 
and assess the achievement of  objectives and cost-effectiveness 
of  the intervention. 

In conceptualizing and designing a community-based project, 
experts implementing the project will first agree on the 
study design and the various steps to be followed (process 
of  implementation). From the initial phase, plans should be 
made to evaluate each step (process evaluation). Also, each 
project should start with a defined objective and expected 
outcome. Outcome is the immediate result of  an intervention 
and impact is the effect, sometimes considered the long-term 
results of  an intervention.

Process indicators: (1) Examples of  process indicators and 
their evaluation include:

number of  training sessions held for each category of  • 
community-based health-care providers;

number of  community-based health-care providers trained;• 

availability and delivery of  medication to patients; and • 

number of  stigma-removal campaigns conducted.• 

Impact indicators: (2) Examples of  impact indicators and 
their assessment include:

total number of  patients identified and being treated by the • 
project, and estimation of  reduction of  the treatment gap;

proportion of  patients whose correct identification and • 
appropriate management has been achieved as per project 
recommendations;

degree of  compliance in the patients treated under the • 
project;

level of  seizure/symptom control in identified patients over • 
the duration of  the project;

satisfaction level regarding treatment among patients/• 
family; and

Evaluation is important 
to measure the outcome 
of  a programme or 
intervention and to 
determine its success or 
failure.
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efficacy of  stigma-removal campaigns, judged by an • 
increase in the number of  persons seeking medical 
treatment for their illness.

The ongoing community-based projects on GTCS in SEAR 
are assessed by evaluating the difference between the number 
of  patients with active epilepsy (based on the presumed 
prevalence of  the disease) and the number of  patients whose 
seizures are being appropriately treated. To date, all projects 
have shown a significant impact on reduction of  treatment gap 
as discussed in Chapter 5. 

Diagrammatic representation of  a pilot project in Sonargaon 
Upazila of  Bangladesh for reduction of  treatment gap of  
epilepsy, taking treatment gap as the impact indicator is 
shown14 :

Implementation Results

Inputs Activities outputs Outcomes/impact

Financial and material

resources

Development of training

modules

Training of health

workforce

Supply of medications

No. of training modules

developed

No. of training sessions

conducted

No. of patients identified,

referred and treated

% reduction in treatment

gap

% reduction in morbidity

and mortality

Funds for development

of training modules,

training of health

workers and

procurement of

medicines

Activities undertaken for

development of training

modules, training of

health workers and

procurement of

medicines

No. of training modules

translated in local

language: 3

No. of training sessions

conducted: 24

No. of health workers

trained: 112

No. of patients

treated: 70 (42 were

already under treatment)

Treatment gap reduced

from 87 to 5%

Morbidity and mortality

estimation ongoing

Impact evaluation of project on reduction of treatment gap of epilepsy in

Sonargaon Upazila, Bangladesh
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4.7 WHO Comprehensive Health Action Plan 
2013-2020

WHO-HQ launched the Mental Health Global Action 
Programme (mhGAP)19 in 2008 to scale up care for mental and 
neurological disorders. The objectives of  the programme were 
to increase the commitments of  governments, international 
organizations and other stakeholders and to achieve 
significantly higher coverage with key interventions.

The mhGAP uses evidence-based technical tools and training 
packages to expand services in countries for people with mental, 
neurological and substance use disorders, especially in resource-
poor settings. The programme includes capacity building 
among non-specialized health-care providers in an integrated 
approach that promotes mental health at all levels of  care. Tools 
and guidelines have also been developed by WHO to support 
countries to develop comprehensive mental health policies, 
strategic plans and laws that promote improved quality and 
availability of  care (including at the community level) and the 
rights of  persons with mental and neurological disorders. 

Most recently, at its Sixty-fifth session in May 2012, the 
World Health Assembly adopted resolution WHA65.4 on 
“The Global Burden of  Mental Disorders and the Need for a 
Comprehensive, Coordinated Response from Health and Social 
Sectors at the Country Level”, calling on WHO to develop a 
Comprehensive Mental Health Action Plan 2013-2020. The 
action plan has been developed by WHO.

The action plan is global in its scope and was developed through 
consultation with Member States, civil society and international 
partners. It proposes actions to address the health, social 
and economic burden of  mental and neurological disorders 
by adopting a comprehensive and multisectoral approach 
involving coordinated services from the health and social sector. 
Emphasis has been placed on the principles of  equity, human 
rights, evidence and user empowerment, with due attention to 
promotion, prevention, treatment, care and recovery.

The action plan sets out clear roles for Member States, the 
WHO Secretariat, and international, regional and national 
level partners. It also sets out key indicators and targets that 
can be used to evaluate its outcome and impact.

WHO has developed a 
Global Mental Health 
Action Plan 2013-2020 to 
address the health, social 
and economic burden of  
mental disorders.
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SEARO organized a meeting of  experts on “Impact evaluation 
of  the ongoing projects to strengthen the primary health-
care delivery system” in Dhaka, Bangladesh in December 
2011. At this meeting, the implementing countries shared 
their experiences and the results of  the ongoing projects to 
strengthen the primary health-care system to deliver mental 
health-care.

Bangladesh

Health-care delivery system

Bangladesh, over the years, has established an exemplary health-
care delivery system from the community to the tertiary level 
(Figure 5). The country plans to construct 18 000 community 
clinics, one for every 6000 population, so that individuals can 
reach the first level primary care services within a 30 minute 
walk. At present, 11 500 community clinics are functional. 
Besides this static health facility, health-care providers stationed 
at the community clinics provide domiciliary health services. 
There are three regular staff  at each community clinic for health 
and diseases, for population services and community health-
care. Community clinics are managed by a civic body called 
the Community Clinic Management Committee. The services 
provided at community level are monitored and supervised by a 
higher level of  staff  stationed at the union level (Figure 5). The 
country has about 4700 such unions.

Bangladesh has 481 upazilas (subdistricts). Of  these, 410 have 
upazila health complexes; the rest are municipalities, where 
health-care provision is the responsibility of  the Ministry of  
Local Government, Rural Development and Cooperatives. The 
upazila health complexes are headed by a senior physician and 
usually have about 20 doctors, with some specialists. Besides 
these three tiers of  primary care, the secondary level of  care is 
provided through district hospitals, which have 100–250 beds, 
depending on the size of  the population. Administratively, the 
district health department is headed by a Civil Surgeon, who is 
also the superintendent of  the district hospitals. 

The Directorate of  Health at the national level is headed 
by the Director General of  Health Services. A Secretary of  
Health and Family Welfare assists the Minister and the State 
Minister of  Health and Family welfare. 
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Pilot project to reduce the treatment gap for epilepsy14 

The Bangladesh pilot project of  strengthening the PHC 
system to deliver care for mental and neurological disorders 
was conducted in Sonargaon Upazila. The objective was to 
identify GTCS among children in the community and to treat 
these cases with phenobarbitone, or carbamazepine as a back-
up medication for cases not responding to phenobarbitone. 
All children (11 669) 5–14 years of  age in two unions of  
Sonargaon Upazila were assessed. The treatment gap at 
the beginning of  the project was 87%. Currently, almost all 
children requiring medication are being treated, bringing the 
treatment gap down to 5%.

Figure 5: Health-care delivery system of Bangladesh
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Support at the highest level of  the Ministry of  Health, Government of  Bangladesh, for programmes 
related to mental health. The workshop in Dhaka was inaugurated by the Honourable Minister 
of  Health, and attended by Secretary, Ministry of  Health; Director General of  Health Services, 
Ministry of  Health; and the Vice Chancellor, Bangabandhu Sheik Mujib Medical University.
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The process of  implementation included translating the 
SEARO manual on identification of  GTCS and training 
doctors, nurses and health workers in the application of  
the SEARO manual. After identification, suspected GTCS 
cases were taken by the health workers to the upazila health 
complex, where diagnosis was confirmed, treatment was given 
and patients followed up by primary care doctors and nurses.

The success of  this project has encouraged the Government 
to plan for initiation of  similar projects to be conducted for 
other priority neuropsychiatric conditions such as psychosis, 
depression, substance abuse and childhood developmental 
disorders, including Autism Spectrum Disorders. A significant 
outcome of  the project lies in the Government’s commitment 
to scale-up this activity at the national level: funds have been 
allocated in the five-year Health Population and Nutrition 
Sector Development Programme for this purpose.20

Impact indicator for epilepsy: In this pilot project, the 
treatment gap for epilepsy was reduced from 87 to 5% by 
strengthening the primary care system.

Challenges

The challenges faced during the pilot project were 
overburdened health workers, limited supply of  
phenobarbitone at the upazila health complex, stigma, 
superstitious beliefs and the non-availability of  appropriate 
treatment facilities at secondary level, which hampered referral 
of  complicated cases. Out of  ignorance and local beliefs about 
mental illness, people prefer to go to traditional and faith 
healers or tertiary care hospitals rather than upazila health 
complexes for treatment of  mental and neurological disorders.

Strengths

The primary care system reaches out to rural and remote 
areas and all medical and surgical supplies for primary care are 
supported by the Government, which assures sustainability of  
the programme. 

In Bangladesh the 
treatment gap of  epilepsy 
was reduced from 87 to 
5% by strengthening 
the primary health-care 
system.
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Bhutan

Health-care delivery system 

Bhutan has an excellent primary care system, with 90% of  
the population having access to health-care. Reaching health 
services has become easier through establishment of  the 
Health Help Centre. Now all Bhutanese from any place, at any 
time, can call the centre and get access to professional health-
care services.

Health-care services in Bhutan are provided free of  charge 
and delivered through a four-tier system: (1) regional referral 
hospitals, (2) district hospitals, (3) basic health units and 
(4) outreach clinics in the communities.

The three regional referral hospitals provide tertiary 
care and referral support to the district hospitals. The 
regional hospitals have specialists in various fields, general 
practitioners, nurses, clinical officers, assistant clinical officers, 
nursing assistants and technicians. They provide inpatient 
and outpatient services along with mother and child health, 
immunization and some have outreach programmes through 
satellite clinics in urban areas.

There are 20 district hospitals with 20 beds each that provide 
inpatient and outpatient services, run community health 
programmes through outreach clinics, and they give referral 
support to basic health units. These hospitals each have 3 
general practitioners, 13 nurses, 10 technicians, 1 assistant 
clinical officer, 2 health assistants and 2 basic health workers. 
These health facilities are responsible for providing both 
curative and preventive services along with promotion of  
health through various activities and campaigns.

There are 181 basic health units in the country that provide 
health-care services at the community level. These health 
centres are run by two health assistants and one basic health 
worker. Their main responsibilities are prevention activities 
and promotion of  health by conducting mother and child 
health clinics, immunization, health education, and awareness 
campaigns in the communities. In addition, they play an active 
role in empowering the communities to make healthy choices 
for preventing health problems and promoting their health. 
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They also supervise and monitor the prevention activities 
carried out by village health workers and provide technical 
support.

There are 518 outreach clinics where primary care services 
such as maternal and child health, immunization, health 
education and awareness activities are conducted monthly by 
primary health workers like health assistants and basic health 
workers. 

The mental health-care service is totally integrated into the 
general health-care delivery system with the main focus on 
prevention and community-based treatment and care. The 
general practitioners and PHC workers were trained to 
identify and provide basic mental health-care, educate and 
create awareness, mobilize community support and refer 
complicated cases to higher levels of  health centres according 
to the referral system. About 70% of  mental illnesses were 
treated and managed at the district hospital and at the primary 
care basic health units.

Pilot project to reduce the treatment gap for epilepsy and 
psychosis: the Bhutanese perspective 201113

A pilot project was conducted in Punakha district, 71 km from 
Thimpu, between January and December 2011. The project 
was to improve care for mental and neurological disorders 
(reduce the treatment gap for epilepsy and psychosis).

To achieve the objectives, doctors, health workers and 
voluntary health workers were trained how to identify 
patients. In addition, religious bodies, members of  the local 
government, local healers, community and the police force 
were sensitized to epilepsy and psychosis. 

Epilepsy

Patients were identified using the SEARO manual for epilepsy, 
which had been translated into Dhonga. All doctors and 
primary care and basic health unit staff  were trained in the use 
of  the manual. 

In Bhutan the treatment 
gap of  epilepsy was 
reduced from 40 to 26% 
by strengthening the 
primary health-care 
system.
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The number of  epilepsy cases in Punakha district was 
estimated at 153. Out of  this 92 were receiving treatment 
before implementation of  the project. Through the project, 
21 additional patients were brought under treatment. 

Impact indicator for epilepsy: Reduction of  treatment gap 
from 40 to 26%.

Psychosis

There were three patients suffering from psychosis, two of  
whom were reintegrated with their families. The process 
involved treating the patients with psychotropic medication, 
spiritual teaching, rehabilitation, and education for the patient 
and family.

Impact indicator for psychosis: Reintegration of  persons 
with psychosis into the family.

Myanmar

Pilot project to reduce the treatment gap for epilepsy15

Myanmar has an excellent primary care system which reaches 
out to the community. A well established referral system exists 
from the village to the township level and the tertiary care 
hospital. 

A pilot project was implemented in Ayeyarwady division 
of  Nyaungdon township. The objective was to see if  the 
existing primary care system could be empowered to deliver 
community-based care for patients with epilepsy. 

The Ayeyarwady division has a population of  239 632 (87.5% 
rural and 12.5% urban), with 520 health-care providers. The 
treatment gap for epilepsy was 94.6%.

All primary care staff  were trained by an expert from Yangon 
General Hospital in the identification of  GTCS using the 
SEARO identification instrument. Once identified, patients 
were taken to the township hospital where treatment with 
phenobarbitone was started. Health assistants monitored the 
patients regularly to ensure compliance with medication. At 

In Myanmar the 
treatment gap of  epilepsy 
was reduced from 94.6 
to 5% by strengthening 
the primary health-care 
system.
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the end of  the project, the treatment gap had been reduced to 
5%.

Impact indicator for epilepsy: reduction of  treatment gap for 
epilepsy from 94.6 to 5%.

Challenges
Regular supply of  medication through the Government (1) 
sponsored medical service is essential for the success and 
sustainability of  community-based projects. 

Primary care staff  need training for care of  patients with (2) 
mental and neurological disorders with periodic refresher 
training. 

Conclusion

The existing primary care system can be empowered with 
proper training to deliver care for mental and neurological 
disorders as has been demonstrated in the pilot study. The next 
step is scaling-up of  the project to other parts of  the country.

Sri Lanka

Health-care delivery system

The Government health-care delivery system in Sri Lanka 
comprises preventive and curative services which are free 
to the public at the point of  delivery. The health system is a 
concurrent system in which certain administrative powers 
are vested under the nine Provincial Ministries of  Health. 
The Central Ministry of  Health is responsible for policy 
formulation and training.

The next tier of  health services is the Provincial Directorate 
of  Health Services located in the nine provinces under the 
Provincial Ministries of  Health. These are further divided 
into Regional Directorates of  Health Services (RDHS) located 
in the 26 health districts of  Sri Lanka. At the district level 
curative services and preventive services are headed by the 
RDHS. Each RDHS division is further divided into Medical 
Officer Health areas which provide preventive health-care 
functions. The services provided at the Medical Officer Health 
are maternal and child health care including family planning, 
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Organization of health services in Sri Lanka

Organogram of community-based health-care services in Sri Lanka

MOH : Medical Officer Health
AMOH : Assistant Medical Officer
PHNS : Public Health Nurses
SPHM : Supervisory Public Health Midwife
SDT : Supervisory Dental Therapist
PHI : Public Health Inspector
PHMW : Public Health Midwives

Source: Ministry of  Health, Sri Lanka
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antenatal and postnatal care, school health and immunization 
against major infectious diseases. The preventive services 
provided at the primary health-care level are prevention and 
early detection of  malignancies, prevention of  blindness and 
provision of  essential drugs. The RDHS is also responsible 
for curative health-care functions at district level. (See 
organogram on page 45)

Human Resources at the Primary Medical Care Units 
(PMCU)

There are approximately 500 PMCUs across the country 
which are run by qualified medical officers. These units 
provide basic out-patient care and a limited number of  them 
also play the dual role of  maternity homes in addition to 
offering out-patient care. Support staff  such as pharmacist, 
nurses and midwives are deployed in PMCUs depending on 
the catchment population and terrain.

Role of  Private Health-Care

Private health-care generally caters to out-patient care (74% 
health-care in 2008). In-patient care is mainly financed by the 
public sector (76% health-care in 2008).

National Mental Health Policy

The services for mental and neurological disorders are 
gradually improving in Sri Lanka. In 1938 the lunatic asylums 
were transformed into modern mental hospitals. In 1966 
mental health units were opened in all provincial hospitals and 
outreach clinics were established in district hospitals.

The Ministry of  Health initiated the mental health policy 
development process with technical support of  WHO 
and Sri Lanka College of  Psychiatrists 
(SLCP). After consultation with a broad 
range of  stakeholders, in October 2005 
the Cabinet of  Ministers of  Sri Lanka 
approved the “National Mental Health 
Policy of  Sri Lanka: 2005-2015.” The 
new policy provides guidelines for efforts 
to strengthen governance, management, 
administration and human-resource 

In October 2005, the 
Cabinet of  Ministers of  
Sri Lanka approved the 
‘National Mental Health 
Policy of  Sri Lanka: 
2005-2015.’
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development.  Currently, 20 out of  26 health districts (77%) 
have functioning acute in-patient units within general hospital 
settings, compared to 10 out of  26 (38%) before the tsunami 
in 2004. In addition, there are 16 fully functional intermediate 
stay rehabilitation units, compared to five units in 2004. 
Establishment of  acute care units and intermediate care 
facilities helped to expand the delivery of  basic and specialized 
mental health services in the country. 

The mental health out-reach clinics have been established in 
most of  the Medical Officer Health divisions in the country 
enabling people with mental illness to live and be treated in 
the community itself  with adequate follow-up services. This 
has contributed to the reduction in re-admission rate to acute 
care units in the major hospitals. Further, the establishment 
of  consumer and carer societies facilitates community 
participation and empowerment.

At national level in 2007, WHO assisted the Ministry of  
Health and SLCP to initiate a one year diploma course in 
psychiatry. Altogether there are nearly 60 diploma holders 
working in the country and all 25 districts in the country have 
at least one doctor with diploma in psychiatry. 

Apart from the above cadre, currently there are 131 Medical 
Officers of  Mental Health (MOMH) and 34 Medical Officers 
of  Psychiatry (MO/Psychiatry) serving in different parts of  
the country. According to the NMH Policy, National Institute 
of  Mental Health (NIMH) and SLCP trained 46 nurses in 
community mental health in collaboration with Ministry of  
Health and WHO. These nurses were appointed at different 
districts. The nurses work closely with primary health-
care staff  attached to Medical Officer Health offices and are 
involved at the community level mental health activities. 

Pilot project to assess the utilization of  services for 
psychosis in Uva province

WHO SEARO supported a project in Uva Province of  
Sri Lanka to assess the level of  utilization of  services for one 
disease (psychosis) as an indicator of  the level of  utilization 
of  services for mental and neurological disorders and thus to 
determine the existing treatment gap. 
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The health-care centres provide general health-care to 
the people. The health services in Uva Province are co-
ordinated by the Provincial Health Ministry and the Central 
Government Line Ministry. Mental health-care is integrated 
within the primary health-care delivery system. The total 
number of  health-care centres in the Uva Province is 122.

The objectives of  the project were to :

Estimate the level of  utilization of  allopathic health (1) 
services by patients with psychosis as an indicator of  
service utilization for major mental and neurological 
disorders in Uva Province.

Provide recommendations to enhance utilization of  (2) 
health services in Uva Province.

The study was conducted at the out-patient clinics of  the 
Provincial General Hospital-Badulla and Moneragala and 11 
other health centres which have MOMHs.

The study period was from 15 October 2011 to 15 November 
2011. The study population consisted of  all residents of  Uva 
Province 15 years and older. A semi-structured questionnaire 
which addressed various areas, starting from treatment 
related-factors, patterns of  mental health service utilization, 
accessibility of  services, stigma related to mental and 
neurological disorders and alternative systems of  medicine in 
treatment of  mental and neurological disorders was used. 

Charts were reviewed from the out-patient clinics of  the 
Provincial General Hospital Badulla, Moneragala and 
11 other health centres which have MOMH. Records of  all 
122 government sector health facilities of  Uva Province were 
also reviewed.

All new cases of  psychosis were identified based on review of  
clinic registration and records of  all 122 government sector 
health facilities of  Uva Province over a period of  one month. 
All chronic cases of  psychosis were also identified based on 
the same methodology as the new cases. 

Psychiatrists practicing in clinics in Uva Province were 
requested to provide an estimate of  the number of  patients 
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with psychosis they saw in their private practice who were 
not availing government health-care services. Psychiatrists 
practicing in Colombo, Kandy and Galle were also interviewed 
to provide an estimate of  the number of  patients with 
psychosis from Uva Province they saw in their private practice. 

The level of  utilization of  allopathic services for patients 
with psychosis was estimated by comparing with the actual 
level of  utilization with the presumed global prevalence of  
psychosis (1.2 % of  the adult population). The treatment gap 
was estimated for patients with psychosis in Uva Province and 
this was taken as an indicator of  service utilization of  patients 
with chronic mental disorders.

The estimated treatment gap for patients with psychosis 
in Uva Province that is the number of  patients not taking 
allopathic treatment is 67.6%.

Impact indicator for psychosis

Assessment and reduction of  treatment gap for psychosis in 
Uva Province. 

Treatment gap of psychosis in Uva Province of Sri Lanka

District Population1

Estimated 
cases 

based on 
global 

prevalence 
(1.2%)

Total 
chronic 
cases2

New 
cases 
per 

year3

Estimated 
period 

prevalence 
for one 

year

Correction 
factor - 
private 

practice in 
Uva4

Correction 
factor - out 
of  district 

consultation5

Total 
estimated 

cases 
under 

treatment

Treatment 
gap % 
(based 

on 1.2% 
prevalence)

Badulla 586 956 7 043 1 213 372 1 585 280 497 2 362 66.5

Moneragala 326 260 3 915 513 288 801 141 244 1 186 69.7

Total 
Province 913 216 10 958 1 726 660 2 386 421 741 3 548 67.6

Notes
1 population 15 years and above.
2 based on all chronic cases identified by chart review in one month period multiplied by 12 months
3 based on all new cases identified by chart review in one month period multiplied by 12 months
4 based on personal communication of  consultants who stated that 15% of  psychotics are seen in the private sector within the 

district.
5 based on survey done among psychiatrists practicing in Colombo, Kandy and Galle.
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Challenges:
limited accessibility to care for mental and neurological • 
disorders;

interruption in regular supply of  psychotropic medications • 
at the primary care level;

lack of  awareness of  the medical nature of  mental and • 
neurological disorders and the need for medical treatment; 

stigma and fear of  being ostracized by the community;• 

patients being taken to faith healers and sorcerers where • 
they are subjected to rituals, some of  which are harmful 
both physically and psychologically.

Limitations: 
this study was conducted in a clinic setting by reviewing • 
the clinic registers and records. There is a need to conduct 
community-based studies so that the reasons for treatment 
gap could be further identified.

the study period needs to be extended for more than one • 
month.

Recommendations:
government sponsored services could be enhanced by (1) 
training of  General Practitioners to diagnose and treat 
mental and neurological disorders.

increase the number of  MOMHs to enhance service (2) 
delivery.

awareness campaigns in the community to increase (3) 
treatment seeking behaviour.

integration of  services for mental and neurological (4) 
disorders into the primary health-care delivery system to 
increase service delivery and to reduce the treatment gap.
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Thailand
Ongoing experiences in strengthening the primary 
care system to deliver care for mental and neurological 
disorders14

The project is being conducted under the “Framework for the 
mhGAP – Psychosis Programme” in Thailand. This includes 
a baseline assessment of  the number of  patients currently on 
treatment and administrative issues on delivery of  care. 

The pilot interventions are being carried out in Sarapee, 
Nongsonghong, Wangnumkaew and Klongtom (Figure 6). 
Implementation of  the projects in the primary care system 
is through training of  village health volunteers and primary 
care staff; identification of  new patients with psychosis is in 
progress. This will result in a significant reduction in the 
treatment gap for psychosis at all sites.

Figure 6: Pilot project sites

Source: P. Kittirattanapaiboon, Ministry of  Health, Thailand



52

Impact indicators for programme on psychosis

Duration of  untreated period of  psychotic patients • 
decreased.

80% of  psychotic patients had access to health-care. • 

70% of  psychotic patients were not readmitted in a three • 
month period. 

70% of  treated psychotic patients had improved quality of  • 
life after three months. 

Pilot District Sarapee Nongsong
hong

Wangnum
kaew

Klongtom

Province Chiang Mai Khon kan Nakornrach
aseema

Krabi

Area (sq km) 97.45 514.50 1,130. 0 1,042.5

Tumbol 12 12 5 7

Village 105 135 83 67

Pop. (15+) 68,671 47,869 32, 068 55,613

Health Center 13 14 12 11

Community

hospital

1 1 1 1

District A.Sarapee A. nong-

songhong

A. Wang-

numkaew

A.Klong-

tom

Training VHV 1,400 (100%) 1,547 (97%) 1,500 (100%) 818 (100%)

Training PHC 73 (100%) 67 (100%) 50 (100%) 160 (100%)

Estimated cases 549 383 256 445

Register cases 261 285 176 290

% accessibility 47.5% 74.5% 68.8% 65.1%

% gap 52.5% 25.5% 31.2% 34.9%

% screening 79.2% 79.6% 99.7% 94.3%

no. positive 87 133 69 56

No. new case In progress 61 In progress In progress

%gap (new) NA 10% NA NA

Estimate from lifetime

prevalence of psychosis 0.8%

(NMHS, 2008)

Register case from psychiatric

hospital, provincial (general)

hospital and district (c ommunity

hospital) :person as a unit, count

only one for any hospital.

Pilot district sites

Impact Evaluation

Mental Health GAP for Psychosis
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80% of  treated psychotic patients improved in Global • 
Assessment of  Function after three months. 

Lessons learnt included issues related to stigma, training 
efficacy, screening skills, public education on psychosis and 
continuity of  care.

Future plans

It is planned to implement the mhGAP programme for five 
priority mental disorders selected in the six additional pilot 
sites. The requirements for scaling-up of  pilot projects include 
involvement of  local administrative committees, community 
participation, research, policy and financial support.

Timor-Leste
Health-care delivery system18

The Ministry of  Health (MoH) functions at four service levels 
– central, district, sub-district and community. The current 
health system configuration is based on a broad definition of  
access to publicly financed and delivered primary care, with 
essential referral care provided by regional hospitals, and 
more specialized referral services by one national hospital. In 
addition, the private sector provides care through numerous 
clinics, polyclinics and specialized centres. The hierarchical 
organization of  the health sector provides a logical range of  
coverage of  services.

Primary care

Primary care services are provided through a network of  
213 health posts, 67 community health centres (CHC) which 
are supported by six district referral hospitals. Devolution of  
management authority and responsibility to district health 
teams has been a cornerstone of  the MoH approach.

The health posts are staffed with one nurse and one midwife, 
able to deliver a minimum package of  curative and preventive/
promotive care. For areas where health services are not easily 
accessible to the population, a programme referred to as 
“Integrated Community Health Services ” or Servisu Integradu 
da Saúde Communitária (SISCA) is being implemented. This 
programme establishes temporary  posts at locations more 
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distant from health facilities for provision of  a Ministry of  
Health approved Basic Services Package (BSP) and serves 
geographically defined populations within the BSP while 
integrating the community health services of  SISCA. The 
community-based activities consist of  SISCA in villages, with 
mobile services conducted at other sites, e.g. schools, markets, 
community structures and “mop up” services regularly 
conducted according to programmatic needs.

At sub-district level, CHC provide a higher level of  services 
than the health posts, have a wider range of  staff  and 
provide outpatient, mobile clinic services and technical and 
managerial support to health posts. The type of  CHC differs 
across sub-districts. Services provided depends on the size of  
the catchment population and distance from higher referral 
facilities.

They provide a services package comprising basic curative 
services, health promotion, information, education and 
communication activities, immunization, maternal and child 
health care, a nutrition programme, TB DOTS (Tuberculosis 
Directly Observed Treatment Short-course) follow-up, and 
mental health-care support. Some CHCs also offer dental 
services, laboratory testing for antenatal check up, malaria and 
TB.

District CHCs provide inpatient and outpatient services, with a 
staff  component of  10–14 including a physician (the “District 
Medical Officer”), and radio communications with direct access 
to ambulance services. Depending on the vicinity of  referral 
hospitals, inpatients are admitted to an observation unit with 
2–4 beds for pre-referral stabilization, or to a ward of  10–20 
beds with a set of  diagnostic support equipment, including 
laboratory, with capacity for essential tests. Where no health 
post is available in remote communities, CHCs  provide basis 
mobile clinic services on a regular basis by motorcycle on a 
twice-weekly basis.

Although the mission is to provide comprehensive family 
care, the relationship between primary, secondary and tertiary 
care does not always support this mission. There are very 
few guidelines and agreed protocols for referral between 
these levels of  care. Recommendations have been made to 
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evaluate primary care services and how they are organized and 
delivered.

Secondary and tertiary care

There are two levels of  hospitals providing secondary and 
tertiary care in Timor-Leste. Secondary referral hospitals are 
located in five regions. These have IPD, OPD and emergency 
departments. They are staffed with general practitioners and 
specialists in four clinical areas (surgery, paediatrics, gynae/
obstretics and internal medicine).

The national hospital is the top tier tertiary referral hospital 
for specialized services and has linkages for tertiary care with 
facilities abroad. Tertiary care is currently provided overseas 
as a result of  limited technology and specialized human 
resources required to perform complex interventions.

Traditional medicine continues to play an important role in 
Timor-Leste; many traditional healers and birth attendants 
provide services, especially in rural areas. Both national and 
referral hospitals provide training facilities for cadres of  
health workers who function at the primary care level. These 
facilities also serve as training centres for all staff  up to 
medical officers.

Referral arrangements between the three levels of  services 
are linked with ambulance services, which are based in 
hospitals and district ambulance stations. However, to promote 
efficiency in health service use, efforts are being made to 
facilitate supervision of  lower levels of  care by higher levels. 
Services at the secondary and tertiary levels are oriented to 
support service quality in the primary health facilities and to 
improve the performance of  the referral chain and level of  
excellence that is expected from both secondary and tertiary 
health-care services.

Private sector

The private sector includes all providers who exist outside the 
public sector, whether their aim is philanthropic or commercial 
and whose aim is to treat illness or prevent disease.
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Based on the estimated number of  health-care workers in 
government and private facilities, the MoH has estimated 
that private clinics may be handling a quarter of  basic health 
service delivery. There is much greater use of  private facilities 
among the “non-poor”, with over 29% using private or church 
facilities compared with 14% of  the poor. The Café Timor 
network (Clinica Café Tinor, CCT), which has its origins in 
looking after the health-care needs of  cooperatives established 
by workers in the coffee industry, operates eight fixed clinics 
providing services similar to a sub-district CHC in the public 
system, and 24 mobile clinics involving 74 personnel in 5 
districts and in the capital Dili.

There are also some 32 faith-based clinics across the country. 
Caritas operates 27 clinics spread across the districts, with 125 
mainly voluntary medical staff. Caritas operates mobile clinics 
using vehicles and motorcycles, with no inpatient care except 
for deliveries.

For-profit private clinics run by doctors, nurses, midwives 
and dentists have been established in some of  the main urban 
areas, especially Dili and Baucau. These clinics are yet to be 
subject to legislation and monitoring. Pharmacies and other 
non-specialized retail shops sell medicines to the public, often 
without a prescription, and are managed by people with no 
formal training in pharmacy.

Pilot project to reduce the treatment gap of  epilepsy by 
strengthening the existing primary care system13 

Timor-Leste’s experience in strengthening the primary 
care system to deliver care for mental and neurological 
disorders has been conducted in two sub-districts: Lequidoe 
sub-district of  Aileu and Maliana sub-district of  Bobonaro 
district. The strategies adopted involved community mental 
health awareness, assisting mental health case managers to 
deal with difficult cases through phone calls to psychiatrists 
and site visits, training general health workers to identify 
cases of  epilepsy and ongoing training for psychiatric 
nurses. 

The combined population of  the two study areas is 32 420. 
The estimated number of  cases of  epilepsy (assuming a 
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prevalence of  1%) would be 324. Prior to the beginning of  the 
project 95 patients were on regular treatment, i.e. treatment 
gap of  70.7%. After implementation of  the project, 150 
patients were on regular treatment, i.e. a treatment gap after 
implementation of  project of  53.7%.

Carbamazepine, the anti-epileptic medication used in the 
pilot projects, was provided free-of-cost through the kind 
courtesy of  the Royal Government of  Thailand, through a 
government-to-government exchange, facilitated by SEARO.

Impact indicators for epilepsy

an increase in the number of  patients attending a mental • 
health clinic and community-based services. 

reduction of  treatment gap from 70.7 to 53.7%.• 

Challenges

The challenges faced were a limited drug supply, geographical 
factors such as remote locations and bad access by road, 
external factors such as presidential and parliamentary 
elections being conducted during the project period, logistics 
for health workers to visit patients, and a shortage of  human 
resources. People have a lot of  faith in unconventional systems 
and traditional faith healers. Stigma and discrimination against 
mentally ill patients prevent people from seeking help. 

Summary of  the results on impact evaluation of  ongoing 
projects in SEAR

An impact evaluation of  ongoing projects to reduce 
the treatment gap for epilepsy and psychosis through 
strengthening the existing primary care system was 
conducted. A mid-term evaluation was conducted in December 
2011 in Dhaka, Bangladesh and a follow-up meeting was 
held in Yangon, Myanmar in February 2012. The project 
implementing countries were invited to share their results and 
impact of  the interventions. These showed that training and 
provision of  continuous supply of  medication substantially 
reduced the treatment gap for epilepsy and psychosis. This 
means that care for mental and neurological disorders can be 
delivered by non-specialist health-care providers in primary 

In Timor-Leste the 
treatment gap of  epilepsy 
was reduced from 70.7 to 
53.7% by strengthening 
the primary health-care 
system.
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care settings. This strategy has been found to be extremely 
successful in Member States where it has been implemented 
(Bangladesh, Bhutan Myanmar and Timor-Leste). 

Impact assessment of  these pilot projects shows that the 
treatment gap can be substantially reduced as shown in 
Table 3.

Table 3: Impact assessment of interventions for epilepsy 
through primary care 

Country

Treatment gap 

before intervention 

(%)

Treatment gap after 

intervention (%)

Bangladesh 87.0 5.0

Bhutan 40.0 26.0

Myanmar 94.6 5.0

Timor-Leste 70.7 53.7



Chapter 6 

Conclusions 
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SEARO, in consultation with regional policy-makers, experts 
and civil society, has documented the inadequacy of  existing 
health-care delivery systems to meet the needs of  persons 
with mental and neurological disorders. This has shown a 
large treatment gap in the countries assessed. It was also 
found that the scarcity of  resources in terms of  qualified 
manpower, infrastructure and funds – ubiquitous in Member 
States – are not reason enough to deprive persons in need of  
appropriate treatment. 

The pilot studies conducted in Bangladesh, Bhutan, Myanmar 
and Timor-Leste established that even in low-resource 
countries, it is possible to deliver care for persons with mental 
and neurological disorders by empowering the existing 
primary health-care system. Thailand is also using this model 
of  health care delivery very successfully. All SEAR Member 
States already have a health-care delivery system, which 
reaches out to the entire community. Thus the experience 
of  the pilot projects where the desirable outcomes can be 
achieved with minimum financial investment can be adapted in 
other countries.

When pilot projects are launched at new sites, the concept 
of  impact evaluation should be built-in from the beginning 
so that the community, experts and policy-makers can easily 
monitor the results of  the programme.

Although SEARO has supported the pilot projects, it is up 
to governments to adapt and adopt these programmes and 
integrate them into their ongoing health-care delivery system 
to ensure long-term sustainability. This has been successfully 
done in Bangladesh.

Some remaining issues for governments to consider are:

the impact of  a high turnover of  workers and health • 
professionals on the sustainability of  programmes;

the involvement of  sectors other than allopathic health • 
systems for better delivery of  mental health services; 

the importance of  customizing the programme to the needs • 
of  particular communities;

The pilot studies 
conducted in Bangladesh, 
Bhutan, Myanmar and  
Timor-Leste established 
that even in low-resource 
countries, it is possible 
to deliver care for 
mental and neurological 
disorders.
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the allocation of  adequate resources to ensure training • 
of  community-based health workers and primary care 
physicians in the technical aspects of  delivery of  care for 
mental and neurological disorders; and

ensuring a continuous supply of  psychotropic medication • 
by the government at the primary care level based on the 
WHO Essential Medicines List. 

The community must support programmes for mental and 
neurological disorders by:

supporting patients and ensuring regular compliance with • 
treatment; and

conducting extensive community-targeted publicity • 
campaigns to remove stigma against persons with mental 
and neurological disorders.

These pilot projects, if  scaled up or adapted, can go a long way 
in providing care to all patients with mental and neurological 
disorders and can reach out to the community even in rural 
and remote areas of  each country.
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