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NOTE 

. The views expressed in this report are those of the members of the Regional Coordinating 
. Group, on ,the Mental Health Programme and do not necessarily reflect the policies of the 

Organization, 

This report has been prepared by the World Health Organization Regional Office for the 
Western Pacific for the governments of Member States in the Region and for those who 
participated in the Fourth Regional Coordinating Group Meeting on the Mental Health 
Programme, held in Manila, Philippines, from 25 February to 1 March 1991. 
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SUMMARY 

The objectives of the meeting were as follows: 

(1) to update existing information on the regional situation with regard to 
psychosocial and behavioural problems, alcohol and drug abuse, and mental and 
neurological disorders; 

(2) to assess the progress of some national mental health programmes with special 
reference to services for schizophrenic and epileptic patients and to discuss strategies 
for improving them; 

(3) to study ways and means of promoting cooperation between countries in the 
Region and with major international and regional nongovernmental organizations 
working in the fields of mental health and alcohol and drug abuse; 

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

The fourth meeting of the Regional Coordinating Group on the Mental Health 
Programme was held at the WHO Regional Office for the \Vestern Pacific from 
25 February to 1 March 1991. It was attended by 13 temporary advisers from 11 countries 
in the Region and observers from the World Psychiatric Association. World Federation for 
Mental Health and World Association for Psychosocial Rehabilitation. Two short-term 
consultants and the Director of the Division of Mental Health. WHO Headquarters also 
provided technical input. 

The group reviewed the progress of WHO mental health programmes in the past ten 
years and discussed the public health framework and approach in mental health. 
Collaboration with nongovernmental organizations (NGOs). and psychosocial and 
behavioural aspects of health were given special importance. 

The group made overall and specific recommendations covering the following areas: 

(1) the mental health component in health promotion in the Region; 

(2) the public health approach in mental health; 

(3) coordination and support mechanisms for the mental health programmes; 

(4) special considerations concerning prevention and control of problems related 
to alcohol and drug abuse; 

(5) collaboration with NGOs. 
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1. INTRODUCI10N 

The fourth meeting of the Regional Coordinating Group on the Mental Health 
Programme was held at the World Health Organization (WHO) Regional Office for th~ 
Western Pacific in Manila from 25 Febrwuy to 1 March 1991. The flfSt, second and thIrd 
regional coordinating group meetings were held in 1979, 1983 and 1987, respectively, in 
accordance with a resolution adopted by the Regional Committee in 1978. 

The meeting was attended by 13 temporary advisers from 11 countries in the Region 
and observers from the World Psychiatric Association, World Federation for Mental 
Health and the World Association for Psychosocial Rehabilitation. Dr Robert B. Fisher, 
United States and Dr Eng-Seong Tan, Australia, collaborated in the preparation and the 
conduct of the meeting as short-term consultants. Dr Norman Sartorius, Director, Division 
of Mental Health, WHO Geneva, participated as member of the Secretariat and gave the 
benefit of his global experience and views. The list of members, consultants, observers and 
secretariat is attached as Annex 1. 

The Regional Director, Dr S.T. Han, gave the opening speech, attached as Annex 2. 
In the opening session, the Regional Director proposed the following nominations, which 
were accepted unanimously by the group: 

Chairperson 

Vice-Chairman 

Rapporteurs 

Dr Felice Lieh Mak (Hong Kong) 

Dr Antonio Perlas (Philippines) 

Dr M.P. Deva (Malaysia) 

Dr Anthony WilIiams (Australia) 

The terms of reference of the Regional Coordinating Group are attached as 
Annex 3. The annotated agenda is attached as Annex 4 and the list of background 
documents is attached as Annex 5. 

The objectives of the meeting were as follows: 

(1) to update existing information on the regional situation with regard to 
psychosocial and behavioural problems, alcohol and drug abuse, and mental and 
neurological disorders; 

(2) to assess the progress of some national mental health programmes with special 
reference to services for schizophrenic and epileptic patients and to discuss strategies 
for improving them; 

(3) to study ways and means of promoting cooperation between countries in the 
Region and with major international and regional nongovernmental organizations 
working in the fields of mental health and alcohol and drug abuse; 

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

2.1 WHO mental health I1ropnyne 

2.1.1 Global mental health programme in the 1990s 

. The mental health programme of the Orpnization for the 1990s, developed in line 
Wit~ WHO's constitutional fun~ions, ~d the decisions and resolutions of its governing 
bodies, concentrates on two major focI: 

(1) the development and dissemination of knowledge concerning psychosocial and 
behavioural factors affecting health and development; and 

(2) the prevention of mental and neurological disorders and the improvement of 
services for those who suffer from them. 

The first of those two foci has continued to grow in importance, worldwide. 
Psychosocial consequences of nuclear disaster, threat of wars and their consequences, the 
stresses of urban life, broken families and abandoned children, violence and its health 
consequences, are a first area of concern in this part of the programme. The other is the 
growing dehumanization of medicine, the neglect of the human element in the medical 
encounter, and the reluctance to take into account psychological aspects of public health 
and individual health care, for example, in attempting to introduce health promoting 
behaviour. 

The second focus of WHO's concern is mental and neurological illness. In the world 
today there are at least 50 million people who suffer from severe mental and neurOlogical 
disorders: a signillcant proportion of these could have been prevented by primarY 
prevention measures and for most of them effective methods of treatment are available. To 
a large extent this treatment can be provided in general health care services and using 
methods which can be taught quickly and well. In addition there are also psychological 
disorders of a milder nature; these make up as much as one quarter of all contacts in 
general health care. Often unrecognized and even more frequently not properly handled, 
these disorders present a heavy burden for services, the people and their communities. 

WHO's action concentrates on producing technology for dealing with the problems 
described above. It is also paying major attention to collaboration with countries in 
formulating their national mental health programmes. These have now come into existence 
in many Member States and are characterized by their emphasis on intersectoral work, 
their concern with quality of care and their emphasis on involvement of the community. 

The main components of the programme - expressing also the main directions of 
work for the next decade - deal with the following: 

(1) Psychosocial and behavioural factors affecting health and development. This 
includes work aiming to develop methods to assess quality of life in disease and stressful 
situations, the promotion of the psychosocial development of children, action to make 
health care harmonious with culture and the needs of people, and technical support to 
other programmes (e.g. to change life styles). 
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(2) Organization of services for the prevention and treatment of the mentally ill. This 
includes work on quality assurance in mental health care, advocacy of preventive measures, 
development of appropriate legislation, on efforts to include mental health components 
into general health care; and an initiative to help the chronically impaired people. 

(3) Biomedical research on mental functioning in health and disease, concentrating on 
the international coordination of research centres and on standardization of assessment, 
diagnostic and classification procedures. The areas of concentration for the next few years 
will be molecular genetics and receptor biology. 

(4) Prevention and control of neurological disorders, with particular attention to tropical 
neurological disorders, brain trauma and epilepsy. 

These four components of the programme will be supported by an effort to promote 
the value which people give to mental health and by the collection and distribution of 
relevant information about mental health problems and their solutions. 

2.1.2 Regional mental health programme 

(1) Framework of the regional mental health programme 

The regional mental health programme has been developed in line with the Eighth 
General Programme of Work covering the work of WHO in the period 1990-1995 and the 
Global Programme of the WHO mental health programme. 

The programme is public health oriented and embraces a wide range of problems. 
The programme consists of three suh-programmes. namely: 

(a) psychosocial and behavioural factors in the promotion of health and human 
development; 

(b) prevention and control of alcohol and drug abuse; 

(c) prevention and treatment of mental and neurological disorders. 

On 1 September 1990, the Programme on Substance Abuse (PSA) was established at 
WHO Geneva. However, at WHO Manila, the mental health programme still deals with 
the programmes related to the prevention and control of alcohol and drug abuse. 

(2) Activities of the regional mental health programme at present 

For the biennium 1990-1991, the regional mental health programme covers 3 
intercountry activities and 22 country activities. 

The activities include the following items: 

intercountry meetings, 

consultancy services, 

local cost to support national programmes, 
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fellowships and study tours, 

supplies and equipment, 

research funds. 

The total budget to support the above activities is rather modest, amounting to 
approximately 700 000 US dollars including funds received from regular and 
extra -budgetary sources. 

Major programme activities to develop mental health services exist in the 
People's Republic of China, Papua New Guinea, the Philippines, and Viet Nam. 

Programmes related to the prevention of alcohol abuse exist in the Pacific island 
countries. 

The drug abuse prevention programme received additional funds to meet the 
increasing requests from the Member States experiencing an epidemic increase of 
intravenous drug use (IVDU) and human immunodeficiency virus (HIV) infection. 

2.1.3 Discussion 

In its discussion of the WHO mental health programme and its sub-programmes 
dealing with psychosocial factors and health, alcohol and drug abuse, and the control of 
mental disorders, the group paid particular attention to five issues. 

(1) The group was concerned by the continuing increase in the incidence of organic 
brain damage due to diseases such as cerebral malaria and trauma in traffic and other 
accidents. The spread of the HIV infection epidemic may further contribute to the growth 
in incidence of organic brain disease as well as dementias within the growing numbers of 
elderly people. Disorders related to situations characterized by excessive stress - for 
example, natural disasters and forced migration - have also caused much concern in view of 
the high frequency of such situations in the Region. Both types of problems, as with 
neurological disorders, such as those secondary to central nervous system infection, need to 
receive more attention in the future work of WHO, globally and at the country level. 

(2) The group was impressed by the need to significantly increase emphasis on work 
related to psychosocial and behavioural aspects of health and general development 
programmes. It was recognized and stressed that psychosocial factors play an important 
role in the occurrence, course, and outcome of many communicable and noncommunicable 
diseases; that they determine the effectiveness and acceptability of health care; and that 
they influence the progress of overall development programmes. Yet, work necessary to 
increase our understanding of these factors in relation to health was still poorly supported 
and available knowledge was not used. 

(3) The group stressed the importance of ensuring that many useful products of WHO's 
work should reach mental health workers and public health authorities in the countries of 
the Region. Representatives of nongovernmental organizations expressed their willingness 
to help in this effort: in addition, it may be useful to consider the possibility of releasing, at 
regular intervals, a WPRO Mental Health Newsletter which would also help in 
strengthening links between programmes in the Region. 
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(4) WHO should playa major role in developing a "common language" in the field of 
mental health. This includes the development of assessment instruments applicable in 
different cultures, standardization of techniques (e.g. of neuro-imaging) and of 
classification and reporting systems. The group emphasized that no other agency or 
authority could do this work, and that WHO should continue and eJqIand its activities in 
this area. 

(5) The increasing recognition that most parts of mental health programmes involve 
general health workers and people workin, in other social service sections (e.g. welfare and 
education), will require a major effort to Sl11Iplify mental health techniques and make them 
useful for the various participants in mental health work. In this light, material for use by 
general practitioners in their practice and in their training should be given particular 
attention. 

The group stressed that WHO could help in clarifying the role of the various sectors, 
disciplines, professionals, and volunteers working in the field of mental health. Some of 
the countries in the Region have already experienced the negative consequences of 
competition between professional groups. 

Some of the themes that WHO has already introduced - or will initiate soon - into its 
programme attracted the particular interest of the participants. Those included the 
programmes aiming to include mental health components into general health care, the 
studies aiming to develop a reliable method for the measurement of quality of life in 
relation to health, work on drug and alcohol abuse, work on urbanization and mental 
health, and on indicators suitable for the monitoring and evaluation of mental health 
programmes. 

2.2 l!pdate of the review 

2.2.1 Update of the mental health services in the Western Pacific Region 

A survey was undertaken by questionnaire, in 1985, of the mental health services of 
ten countries/areas in the Western Pacific Region. The same questionnaire was sent to 
11 countries/areas in December 1990 and yielded useful information. 

The information received however, did not lend itself entirely to comprehensive 
comparison. For example, the statistics were collected sometimes from one source in the 
1985/1987 survey, and by another person and from another source in the 1990 survey. 
Also, some of the numerical data returned were in forms that did not allow cross-national 
comparisons to be made. 

Notwithstanding all these limitations, the survey was still a useful exercise as it 
revealed changes in some parameters which have taken place in some countries since the 
1985 survey. The comparison of the 1985 and 1990 figures is provided in Annex 6. 

The returned questionnaires gave figures which indicate changes in the number of 
medical practitioners and the number of psychiatrists available in each country; the 
doctor: population ratio; the number of psychiatric and general hospital beds per 
10000 population; and the psychiatric bed: general hospital bed ratio in the Region. 
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(1) Availability of psychiatrists 

Overall, there has been an improvement in most of the parameters looked at in most 
countries. Without exception, the population has increased in all countries, but so has the 
doctor: patient ratio, and the number of psychiatrists per 100 000 population in most 
places. Fiji and Papua New Guinea still have only one psychiatrist each. 

(2) Psychiatric beds 

In contrast to the increase in the number of doctors in most countries, the number of 
psychiatric beds available has not increased. Disregarding figures which are very 
discrepant (and they are too different to be explained by an actual increase or decrease in 
the number of beds), in some places there has been a decrease in the availability of 
psychiatric beds. This is sometimes the result of a deliberate policy to deinstitutionalize, 
sending long-term patients to live in the community instead of keeping them in hospitals. 

(3) Mental health legislation 

All countries or areas which were formerly related to Britain, such as Australia, Fiji, 
Hong Kong, Malaysia, New Zealand, Papua New Guinea and Singapore, have legislation 
related to the detention and treatment of persons who are mentally ill and who are 
incapable of looking after themselves. Japan has newly enacted legislation related to the 
treatment of the mentally ill. China and the Republic of Korea are currently drafting their 
legislation. In the Philippines, legal provisions for the mentally ill are to be found in a 
number of legal codes. Legislation in Australia, New Zealand and Japan has guardianship 
provisions. 

(4) Health insurance 

The more affluent countries like Australia, Japan, the Republic of Korea and 
New Zealand have universal health insurance. There is no such legislation in China, Fiji, 
Papua New Guinea, the Philippines, and Viet Nam, but health care in these countries is 
paid by other means and is available to all who need it. 

(5) Mental health expenditure 

Some respondents supplied information on mental health expenditure in the form of 
currency value, local or United States, while others cited percentages, either of the national 
health budget, or less commonly, of the total national budget. However, very rarely did 
they mention what the national budget was. One reason why the expenditure on mental 
health is not readily available is probably the fact that the spending on mental health is 
rarely from one source. The funds come from a number of sources, so that the total of 
what is actually spent, although mostly coming from the total national health budget, may 
be hidden in the spending of several agencies. 

Overall, mental health takes up about 6%-10% of the national health budget of 
countries in the Region. 

Unfortunately, figures have not been consistently available from the same country in 
both surveys for a possible comparison. Countries which supplied figures for the flfSt 
survey did not give any for the second and vice versa. In some of the countries where 
figures are available, there is a suggestion of a decrease in the spending on mental health. 
Whether this is a real decrease in what is actually spent or is an apparent cut because of 
the way the figures were reported, is not clear. 
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(6) Organization of mental health servicea 

Those countrie!l or areas with either a small population, like Fiji, or with a small 
geographical area to cover, such as Hong Kong and Singapore, have a relatively 
uncomplicated service structure where a central agency, usually the ministry of health, runs 
the one or more hospitals and c1inics. 

Those countries with a large population or a large land area to cover, such as China, 
Japan and Australia, have their services tiered at different levels. There is overall control 
by the ministry or bureau of health at the national level The respoDSloility of running the 
services is delegated to the state or provincial, or perhaps municipal level. The 
responsibility is then passed down to the district, vil1age or local authorities. 

The responsibility for running the various services may also be spread horizontally 
from the ministry of health, which usually takes responsibility for the administration of 
hospitals and clinics, to the ministry of welfare for the running of child psychiatry and 
mental subnormality services, to the ministry of justice, or home affairs for the running of 
alcohol and drug abuse detoxification centres and forensic psychiatry services. 

(7) Diagnosis 

The questionnaire asked what common diagnostic categories were seen in each 
country. The information received did not lend itself to cross-national comparison, 
because some countries gave the diagnoses of their inpatient admissions, others gave the 
diagnoses of inpatient compared with outpatient attendances, while others were able to 
supply prevalence ftgures for their countries. 

What emerges through statistics is that in those countries where psychiatric facilities 
are limited, most patients in psychiatric hospitals are diagnosed as schizophrenic. That is 
understandable as these people are often disruptive to the life of the community and thus 
have to be isolated, if only for a time. The problem of neurosis is probably a far more 
widespread one and is often dealt with in an outpatient setting. Alcohol abuse presents a 
major problem in some settings. 

2.2.2 Alcohol and drug abuse 

The Western Paciftc Region is a region of wide diversity in terms of environment 
and culture, and its alcohol and drug abuse problems are similarly highly variable. As an 
overview, alcohol abuse is a signiftcant problem and alcohol the major drug of abuse in 
Australia, New Zealand and the Paciftc island states. Alcohol abuse is also a concern 
within certain populations of other states. Heroin abuse is the major drug abuse problem 
in East and South·East Asia, and the rise in AIDS associated with intravenous drug use has 
lent a new emphasis to prevention efforts. Marijuana is available throughout the Region 
and is becoming an important social problem, both through its use, and through its 
trafficking. 

(1) Alcohol abuse 

Alcohol abuse is a health and social problem in every country where this beverage is 
widely available. Increasingly, commercialization of production, sophisticated marketing 
methods, and in many countries, a declining "real price" of alcoholic beverages, have 
increased their use. Within the Paciftc island states, other than tobacco, alcohol is by far 
the major drug used and abused. Alcohol is especially a major social problem among those 
people with a limited historical exposure to it, such as the aborigines of Australia, and the 
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people of Papua New Guinea. In many Pacific states, alcohol use has been often 
comprehensively (and at times disingenuously) woven into local customs, such as those 
involving social greetings and conviviality. Particularly worrisome then, are the efforts of 
some alcohol producers to market their products to those without much exposure to 
alcohol and thus, who may be at higher risk for abuse. 

(2) The abuse of drugs other than alcohol 

Opium abuse, increasingly involving the more pure no. 4 heroin, used parenterally 
(IV), is a major problem in East Asian Stales. East Asia's populations have a long history 
of exposure to opium, with its use also often closely integrated into parts of their culture. 
These people live very close to the major opium poppy growing region in the world (the 
"Golden Triangle"), and indeed the use of opium and its most important derivatives 
numbers 3 and 4 heroin, is generaUy directly related to the proximity to the cultivators, the 
major processing centres or trafficking routes. The use of opium and heroin by smoking or 
by parenteral use is associated with major social and health problems. The taking of 
property to pay for the drug. violence and heavy damage to family, particularly to children, 
frequently accompany opium use. Also, hepatitis B, HIV infection and a multiplicity of 
physical problems have accompanied the IV use of heroin. 

(3) mv infection and AIDS 

HIV infection is increasing in the Region, and its spread in all countries in varying 
degrees, is associated with the use and abuse of psychoactive drugs. The IV use of heroin, 
with the sharing of infected needles, is the most effective method of spreading mv, and is 
the most common method of transmission in countries such as Malaysia and China. 
However, the use of (generally) disinhibiting drugs such as alcohol may actively be 
associated with a higher attributable risk for HIV infection than the IV use of heroin is, 
simply because of the vastly growing number of users of alcohol. To control the spread of 
HIV infection associated with drug abuse, new initiatives are being developed in various 
countries on education, promotion of the use of sexual prophylactics (in some countries) 
and greatly expanding and increasing the number and quality of treatment programmes. 

(4) Countermeasures 

The role that WHO has assumed for the prevention and treatment/rehabilitation of 
this complex problem must take into account the multiplicity and diversity of sociopolitical, 
physical, and environmental factors within the Region. A major driving force for drug 
abuse is, at least in part, the economic inequality existing in many countries within the 
Region; even more important are the socioeconomic conditions that exist in those, usually 
more technologically developed countries that have created the major demand for such 
drugs. There must also be recognition that the world's principal illicit narcotic source and 
its trafficking routes are within or contiguous to the Region's boundaries, and that this 
fecund environment supports or can also support the growth of other major drugs of abuse 
such as marijuana, tobacco, and cocaine. 

The primary responsibility for alcohol and drug abuse prevention and control in the 
Region generally rests with government agencies other than health. Those countries where 
there appears to be success in reducing the incidence of alcohol and drug abuse, share 
common factors such as a fJIm commitment from their governments to address the 
problem, comprehensive and "targeted" school, professional, and public education policies, 
and vigorous drug abuse supply interdiction programmes. There is a focus on early 
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childhood as a major target age group, and a close relationship exists between 
governmental organizations and NGOs. The health sector, although not generally 
psychiatry per se, in these countries is involved in the early detection, assessment, and 
treatment of the physical and psychological concomitants of alcohol and drug abuse. There 
are also treatment and rehabilitation programmes available for all persons who need them. 

Optimally, drug abuse prevention and control requires a well planned, 
comprehensive, multisectoral and multidisciplinary effort, with the health sector assuming 
a leading role. There is a great deal of information currently available on effective alcohol 
and drug abuse prevention strategies that is not being applied in the Region. Countries 
could be supported by WHO and other international health and social concern 
organizations, in adopting these strategies. Since the trafficking of both licit (e.g. alcohol) 
and illicit drugs is increasingly an international problem with country boundaries of 
decreasing relevance, organizations such as the United Nations and its member agencies, 
would seem to be well suited to provide leadership on regional and international strategies. 

Finally, countries in this Region need adequate means of assessing and subsequently 
monitoring the drug abuse situation as well as prevention and treatment efforts in their 
own countries. Most countries lack even rudimentary mechanisms for such activities and 
WHO could also collaborate in this important area. 

2.2.3 Discussion 

(1) Mental health services 

The incomparability of the figures from the returned questionnaires was partly a 
limitation of the questionnaire itself. There was no time to design a new questionnaire. 
The figures in the table did not necessarily represent the most accurate or up-to-date 
statistics for some of the countries. 

The trends arising out of national policy changes and changes of funding provisions 
were reflected in these statistics. While the number of psychiatric beds available showed a 
decrease in the industrialized countries of the Region, there has been an increase in the 
availability of psychiatric beds in a number of the developing countries. It was noted that 
these bed numbers by themselves gave no indication of the mode or intensity of their 
usage. 

It was pointed out that while most of the inpatients in developing countries are 
schizophrenics, in the developed countries, with the cutback in bed numbers, the 
proportion of schizophrenics among the chronic hospital population is rising as well. While 
much attention is paid to those with psychosis, patients with minor psychiatric disorders, 
who could make up about 20% of all patients, are not admitted and are often not given 
much attention. Also, they are often treated by non-psychiatrists. 

While it was useful to examine the numerical data which reflected the process of 
mental health service delivery in the Region, the opinion was expressed that at this stage 
WHO should consider measuring aspects of the outcome of the services provided. These 
outcome measures will have to be identified, defined, and the authorities in the Member 
States and Territories will have to be persuaded to help in the data collection. 

The wide diversity which characterizes the population, geography, climate, economy, 
history and culture of the Region contributes in no small measure to the incomparability of 
the data. However, one feature noticeable in all these data is the improvement which is 
taking place in the patterns and organization of services. 
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(2) Alcohol and drug abuse 

Although the abuse of alcohol and other psychotropic drugs is a serious problem in 
areas of the Region, there are also encouraging trends in some countries. Alcohol use is 
diminishing in countries such as Australia and New Zealand. In East and South-East Asia 
alcohol abuse does not appear to be a signir".,.nt problem, perhaps owing to individual and 
cultural factors that will require further study. In Pacific island states, alcohol abuse, even 
though easily the most pressing drug problem, appears to be slowly moving under control, 
as ftrm and effective strategies are developed. 

Heroin abuse is the other major drug problem in some countries of the Region, and 
its synergistic relationship with AIDS makes its control particularly important. There are 
encouraging signs that such control might be possible. Australia and New Zealand report 
either a levelling off or a decline in heroin abuse, and Malaysia and Singapore have 
enacted comprehensive prevention strategies, which appear to have arrested the problem 
there and even reduced it. 

In those countries where there are concerted attempts to address the drug abuse 
problem, health officials are generally not significantly involved in prevention and control 
programmes. Noticeable exceptions would include Australia, China, Hong Kong, and 
Viet Nam. 

Polypharmacy and the improper prescription and dispensing of psychoactive 
chemicals, is also a major concern in East and South-East Asia, and parts of the Paciftc 
Region. It is relevant here to note that the abuse of prescription drugs may grow when the 
control of illicit drug supplies becomes effective. It is therefore important that the proper 
use of potentially abusable psychopharmaceuticals in each country should be promoted, 
and that each country should ensure the appropriate prescribing, dispensing. storage and 
procurement of these drugs. 

2.3 Evaluation: past ten years 

2.3.1 Regional mental health programmes 

In the past ten years, a series of working groups for policy development, training 
courses, seminars and workshops have been organized at both regional and national levels. 
Various advisory services have been provided at the request of Member States. New 
research activities including several multi-centre studies have been initiated and carried 
out. 

The achievements of the regional mental health programmes in the past ten years 
may be summarized as foUows: 

(1) Contribution to the development of national mental health policy formulation 

WHO has made continuous efforts to collaborate with Member States in the 
development of comprehensive national policies on mental health, through the 
organization of regional and national meetings and the provision of consultant services. 

Examples of these activities at the regional level, which have shaped both regional 
and national mental health programmes, are the ftrst, second and third meetings of the 
Regional Coordinating Group on the Mental Health Programme, held in Manila in 1979, 
1983 and 1987, respectively. 



- 13-

Several regional working group meetings which have had a s:u~t~ry !lffect ?n the 
development of national programmes were held to recommend PriOrities m specific 
programme areas. These programme topics included the prevention and control of drug 
dependence, mental retardation, child mental health, community approaches on 
alcohol-related problems, and psychiatric education for the 21st century. 

At the national level, meetings of the national coordinating group on mental health 
were organized in Beijing in 1985, 1987 and 1989, with the participation of different 
ministries, to discuss priorities in mental health in China. 

Also, national workshops on forensic psychiatry and mental health legislation held in 
Tienjin in 1987 and the national workshop on mental health law held in Chengdu in 1990 
have facilitated the preparation and formulation of mental health law in China. 

In the Philippines, WHO supported the flfst and second multisectoral workshop on 
mental health programmes which resulted in several innovative approaches in the 
formulation of the national mental health plan and programmes. 

In the Republic of Korea, WHO collaborated with the Ministry of Health and Social 
Affairs and leaders in psychiatry in the development of community based mental health 
services and mental health legislation. 

Efforts have been made to develop a national mental health programme in the 
context of primary health care in the Lao People's Democratic Republic, Malaysia, 
Papua New Guinea and Viet Nam through the provision of advisory services and the 
organization of national meetings. 

(2) Development of manpower in mental health programmes 

The lack of manpower in mental health in developing countries was considered the 
most crucial impediment to the development of community based mental health services in 
the Region. 

A series of training courses, workshops and seminars have been organized at both 
regional and global levels to develop trained manpower in the field of mental health and 
substance abuse . 

At regional level, two regional training courses, one in Manila and the other in 
Auckland, were held for government officers and health workers to develop national 
programmes for the prevention and treatment of alcohol related problems. 

One sub-regional workshop was held to address the issue of alcohol and drug abuse 
for Micronesian countries. 

Also, a regional workshop on the future directions of mental health services in the 
Western Pacific Region was convened in Manila in 1989 with a view to training participants 
from developing countries on the initiation of culturally relevant community based mental 
health services in their own countries. 

At the national level, WHO collaborated in the organization of a number of training 
courses and workshops to develop national programmes on mental health and alcohol and 
drug abuse, in almost all Member States in the Region. 
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In particular. these training programmes have contributed to mental health 
manpower development in China, the Lao People's Democratic Republic, 
Papua New Guinea, the Philippines and Viet Nam. 

~n China. WHO has collaborated in the reorganization of the mental health services 
followmg the cultur~ revolution. by providing consultancy services and conducting 
workshops and semmars on such topics as psychiatric epidemiology (Beijing. 1980). 
psychiatric un<!ergraduate education (Beijing. 1981). child mental health (Nanjing. 1981). 
mental health m general health care (Chengdu, 1982). psychosocial aspects of primary 
health care (Beijing and Shangha~ 1983). postgraduate training in mental health 
(Changsa. 1984). mental health in the aged population (Beijing. 1985). mental retardation 
(Nanjing. 1986). forensic psychiatry and mental legislation (Tienjin, 1987). psychotherapy 
and counseling (Daqin, 1988). school mental health (Jinan, 1989). psychosocial 
rehabilitation of chronic patients (Shanghai. 1990) and mental health law (Chengdu. 1990). 

These workshops in China generally involved 80 to 100 participants who came from 
all the provinces of China. 

(3) The promotion and coordination of research (see 2.6.2) 

In accordance with the policy of decentralization of research activities in the Region, 
a number of research projects were undertaken on problems of regional public health 
importance since 1982-1983. 

The main topics of research conducted in the Region have included: epidemiological 
studies on mental and neurological disorders (China); studies on the provision of mental 
health care (China, the Lao People's Democratic Republic. and the Republic of Korea); 
research on the mental health of vulnerable groups such as children and the elderly 
(China); mental retardation (China); and those related to alcohol and drug abuse (the 
Philippines). 

In October 1984. a meeting of heads of WHO collaborating centres for mental health 
was convened in Tokyo to discuss ways of promoting coordination between WHO 
COllaborating centres and leading national research institutes to develop collaborative 
research activities. This has resulted in the organization of several multi-centre research 
activities in the Region: a regional collaborative study on affective disorders (Nagasaki. 
Seoul and Shanghai); bio-psycho-social studies on children (Tokyo. Seoul and Beijing); and 
health seeking behaviour in psychiatry (Seoul, Tokyo. Chengdu. Changsa. Kuala Lumpur 
and Manila). 

During the period 1981-1990. a number of leading research and training institutes 
were identified as WHO collaborating centres. WHO collaborating centres have become 
essential partners in developing research and training in mental health and the 
neurosciences. 

There are now ten WHO collaborating centres in the field of mental health. 
neurosciences. alcohol and drug abuse, and accident prevention in the Western Pacific 
Region. (Five are in China, three in Japan. and one each in Australia and New Zealand.) 
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2.3.2 National mental health programmes 

(1) China 

In the last ten years active collaboration between the Ministry of Public Health of the 
People's Republic of China and WHO in the field of mental health has greatly developed 
mental health services, manpower training and research in China. Some major 
achievements have been: 

(2) Fiji 

(a) The formulation of a national mental health programme and 
establishment of coordinating groups at different government levels was 
achieved in 1985. Under this programme the efforts of different government 
departments and mental health professionals were mobilized nationwide and 
remarkable progress was made. 

(b) Community based mental health services have gradually been 
popularized in some provinces, areas and cities. In urban areas rehabilitation 
stations have gradually been adapted and in rural areas community home care 
mental health services have been developed. More attention has also been 
paid to psychosocial rehabilitation of the chronically mentally ill. 

(c) The programme on psychosocial factors and mental health made definite 
progress. Programmes involving psychological counselling, brief 
psychotherapy, and behaviour modification - dealing with psychosocial and 
behaviour problems - have been set up in some general hospitals, universities 
and schools in some large cities. 

(d) The manpower training programme has been funher improved, with 
shon-term training programmes in psychiatry being given higher priority 
through teaching hours being provided in the medical curriculum. 

(e) Mental health legislation (see 2.4.2) 

Fiji has a population of 740000. The psychiatric services have 190 beds (70 acute, 
70 chronic and forensic and 50 for mentally retarded patients) and outpatient clinics are 
conducted at St Giles (psychiatric), the teaching hospital. Treatment is mainly 
chemotherapy with some electro convulsive therapy (ECT); there is little rehabilitation; 
and the readmission rate to hospital is high, associated with poor community support. 
Treatment is free for patients. 

There are 300 medical practitioners, two psychiatrists and four psychiatric nurses in 
Fiji. There is no postgraduate training in psychiatry. 

Mental health legislation is based on British laws, established during the colonial 
period and updated in 1978. 

The major thrust of future developments will be to decentralize the services, with 
greater liaison with nongovernmental agencies and the community, and separation of 
services for the mentally retarded and forensic patients. 

Training for registered nurses and medical officers will be expanded to include 
psychiatric public health, and training of trainers is planned to teach a mental health 
component of family health in the schools. 
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The role of the Board of Visitors to the psychiatric hospital will also be expanded. 

(3) Hong Kong 

In the past decade, Hong Kong baa witnessed a number of significant changes in its 
mental health programmes. 

Previously. the mental health service was within the respollSlbilities of the Medical 
and Health Department. Recently. this Department was divided into two. namely: Health 
Service and the Hospital Authority. While the Health Service, which is responsible for 
overseeing public health and primary health care, remains within the civil service. the 
Hospital Authority is governed by a statutory body with a different management structure. 
This means that all mental hospitals and clinics are autonomous in terms of their 
management and budget control. 

All newly built general hospitals contain psychiatric units and all outpatient clinics 
incorporate both outpatient and day patient psychiatric facilities. There has been no 
attempt to build or plan large psychiatric hospitals. 

The 1969 Mental Health Ordinance was extensively revised and enacted in 1988. 
The new Ordinance provided for: stricter guidelines for compulsory admission and judicial 
review before the patient is committed, safeguards for the patient's civil rights, 
guardianship. conditional discharge for those with propensity to violence, and a Mental 
Health Review Tribunal. 

The Mental Health Service Committee was also established consisting of 
representatives from the Hospital Authority. the Health Service and Social Welfare. The 
point of the Committee is to formulate policy on mental health. 

Rehabilitation facilities in the form of half-way houses, day activity centres and 
sheltered workshops have also been expanded so much so that every district now has some 
form of facilities. In this connection. the number of NGOs involved in psychiatric 
rehabilitation has also increased. 

Undergraduate training in psychiatry has increased to ten full weeks. The Academy 
of Medicine. which is responsible for setting postgraduate professional education 
standards. has stipulated that all medical training including psychiatry will be for six years. 

Full employment has created problems owing to the increase in the number of 
working mothers and the lack of child care facilities. New towns have uprooted families 
from their social support network. The concern about the transfer to communist rule in 
1997 has led to a brain drain. thus aggravating the shortage of trained manpower at all 
levels. 

Despite all the progress made. Hong Kong still has to develop a more rational way 
of planning services. which is based on population served rather than number of hospital 
beds. The rehabilitation and treatment of the chronically ill remains a problem in need of 
a solution. The recruitment. training and retention of mental health workers remains a 
major area of concern. There is also a need for better intersectoral cooperation to 
maximize the use of limited resources. 
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(4) Republic of Korea 

Major achievements have been made in the past ten years; there has been an 
increase in the number of psychiatric beds from 532S to 12 241. There has also been a 
concomitant rise in the number of psychiatrists from 348 to 991. 

Efforts to improve mental health education were made through the media and public 
lectures. Also, efforts have been made to enact legislation to promote mental health. 
WHO supponed seminars and symposia helped to increase the awareness among mental 
health professionals of the need to develop community based mental health care. 

Despite all the progress made, major problems still need to be addressed. Large 
mental hospitals are still being built without provisions for rehabilitation services. There is 
a rise in alcohol and drug abuse. The poor motivation for developing community based 
mental health care has led to the neglect of patients by their families and by society at 
large. In addition, not enough attention has been paid to children and the aged. 

To tackle both old and new problems, a number of steps will have to be taken. A 
division for mental health will have to be established in the Ministry of Health and Social 
Affairs. For community based mental health care to develop, the government budget for 
mental health will have to be increased. Intensive and systematic mental health education 
will need to be directed not only towards the general public and the families of patients but 
also government officials. 

Continuous effons will have to be made to formulate suitable mental health 
legislation. The promotion of research in the traditional views and practices in mental 
health will be imponant in helping to shape service delivery models which are compatible 
with community mental health needs. 

The development of rehabilitation programmes and social support systems will help 
to ensure the success of community based health care. 

(5) Malaysia 

Striking changes have taken place in the mental health services in Malaysia in the 
past ten years. The main changes concern: 

(a) A rapid decline in bed numbers and bed utilization in the country's two large 
mental hospitals and two smaller ones coupled with a corresponding increase in 
utilization of general hospital based psychiatric units of which 17 exist today. The 
mental hospital atmosphere has also changed with modernization, rehabilitation 
programmes, and the removal of restrictions. 

(b) The shift to general hospital psychiatric units has also led to a wider network of 
80 peripheral and mobile clinics and thus a better accessibility to mental health 
services. There has been a parallel increase in emphasis on community-based 
rehabilitation for the mentally-ill. Fifteen-day rehabilitation and industrialization 
rehabilitation programmes (about half of them run by NGOs), cater for psychosocial 
rehabilitation. 

(c) Another major thrust of the 19808 has been increased and improved training 
programmes. The number of psychiatrists under training is currently 40 or about 
80% of the total number of trained psychiatrists currently practising in Malaysia. 
There has been an increase in numbers of trainees going into psychiatric nursing and 
occupational therapy. A National Mental Health Committee was formed in 1990. 
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(d) The curricula of medical students in the three medical schools have all been 
revised to emphasize teaching of psychiatry in primary care and general practice, 
focusing on issues such as anxiety and depression. Teaching is also increasingly being 
done in non-psychiatric settings, such as medical or surgical wards and clinics. 

Training of general duty medical officers and general practitioners in basic 
psychiatric diagnosis and treatment has been started and expanded during the past 
ten years. 

(e) Nongovernmental organizations such as the various counselling and mental 
health associations have been growing in strength and receive strong support from 
the psychiatrists in the country. 

(f) Treatment programmes for alcohol and drug abuse are run by the Ministry of 
Home Affairs and NGOs but have regular visits and advice from psychiatrists. 

There is a need for help in strengthening the teaching of psychiatry to 
non-psychiatrists and in postgraduate training with more input from biological 
psychiatry. Malaysia is willing to share its experience in psychosocial rehabilitation 
and drug dependence rehabilitation with other countries in the Region. 

(6) Papua New Guinea 

In Papua New Guinea, health services have been decentralized to the 19 provincial 
governments. Mental health services however remain a national function and do not fit 
very well into this decentralized system. Health workers both in the Government and in 
missions are responsible for providing mental health services through the general hospital 
system. 

(a) Mental health problems 

Prevalence of severe mental illness seems to be in line with the international 
statistics. Schizophrenia and affective psychosis are the two leading causes of 
admission. Alcohol associated problems are now being seen in the national 
population. 

The teaching of general health workers in psychiatry through the primary health 
care approach is a priority. The formation of the National Alcohol Council is now 
before the National Executive Council for a decision. The Health Education 
Advisory Committee on Alcohol and Tobacco Abuse is doing a good job and will 
continue to playa major role in drug and substance abuse. Legislation on 
compulsory seat belt usage was passed on 19 October 1990 and it is hoped that the 
use of breath analysers by police will be passed as well. 

(b) Manpower 

There is a gross shortage of psychiatrists. The country will continue to employ 
overseas psychiatrists and it plans to increase from one to four the psychiatrists who 
will provide regional support to general health workers. The centralized mental 
health function will need to examine decentralizing to provinces, and the provinces 
that do not have psychiatric nurses will need encouragement to send their own 
nurses to be trained in psychiatry. 
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( c) Mental health legislation 

. Although there is mental health legialation in the country, it urgently needs to be 
reYlewed. 

(7) Philippines 

The recent changes in the Philippine mental health pian were started in 1987. There 
has been an effort to move psychiatric patients out of mental hospitals so that treatment 
can be provided in the community. At the same time, there is a move away from confining 
the mental health programme to purely medical and psychiatric concerns to the 
psychosocial factors operative in high risk populations. The street children, the overseas 
workers and the victims of violence and disaster have been identified as groups of special 
concern. It is accepted that this focus on psychosocial factors will require the active 
involvement of disciplines other than psychiatry. 

The basic strategies of the programme centre around a nationwide diffusion of 
expertise into the periphery, training and research. These will rest on a foundation of 
institution building. both at the national and regional levels, and the development of 
clinical policies which will be adopted by the whole organization of the Department of 
Health. 

The regional mental health coordinators have been char~ed with the responsibility 
for the programme at the regional level. A drug abuse rehabilitation centre will soon be 
established in the National Centre for Mental Health, which will also serve as the national 
resource for training. Active intervention to prevent the psychosocial consequences of 
disaster (e.g. earthquakes) was intensively pursued in six provinces and cities in 1990. This 
activity has helped tremendously in demonstrating to the public the relevance of mental 
health programmes, and has served to facilitate their acceptance. 

The main concern is the economic uncertainty for the future which can negate all the 
gains that have been attained so far. (see also 2.4.2.) 

(8) VietNam 

(a) Major achievements 

(i) Primary mental health care 

Four hundred commune dispensaries have activities on mental health in 
connection with a system of 250 district mental dispensaries and 25 provincial 
mental dispensaries. 

(ii) Study on psychosocial and behavioural disorders 

Five national seminars have been held on mental handicap, mental 
retardation, conduct disorders in adolescents, cerebral trauma due to traffic 
accidents, and drug abuse, with the participation of various concerned 
ministries, youth and women's organizations, and WHO consultants. 

(iii) Cooperation with WHO 

Progress in the mental health programme has been supported by WHO 
consultants and experts from many fields. 
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(iv) Training of psychiatrists and reform in psychiatric education 

Training of 30 preliminary specialized psy~tr~ts, and ten 0ad.e I 
psychiatrists takes place annually. Now 560 psychiatrISts are w~rking m: 
16 mental hospitals, 38 psychiatric departments of general hOSPItals, 25 
provincial and city mental dispensaries. 

Problems and constraints are mainly due to financial difficulties. 

The establishment of a National Mental Health Institute is planned in the 
near future. 

2.3.3 Discussion 

Most participants agreed that there had been significant progress in the Western 
Pacific Region over the last ten years in the mt;n~ health programmes. Indivi~ual 
countries reported that mental health was recelvmg between 1 % and 6% of theIr total 
health budget. Although there was considerable variation, all countries had programmes 
under way, and many had national mental health coordinating groups or similar 
mechanisms, or were moving towards setting them up. While progress in mental health 
services has been remarkable in many countries, the promotion of mental health, the 
prevention of mental and neurological disorders, and attention to the psychosocial aspects 
of health have been largely neglected. 

In assessing services and programmes, the data collected in terms of numbers of 
mental health staff, particularly psychiatrists and medical practitioners, and the number of 
hospitals, hospital units, and beds, together with descriptions of the services and types of 
programmes, have been quite useful. 

Indicators which are currently used in mental health programmes however mainly 
deal with the treatment of mental illness; they do not cover the other components of 
mental health programmes - the promotion of mental health, the work on psychosocial 
aspects of health and development and the prevention of mental and neurological illness. 
Also, most of the indicators used deal with the input into service development (e.g. budget 
for mental hospitals) and the process of care delivery (e.g. staff patient ratios). There is an 
acute need to complement currently used assessments by measurements of indicators of 
outcome (e.g. in terms of total number of patients successfully treated) and impact (e.g. on 
public attitudes to mental health programmes). The group felt that WHO'S regional 
offices should undertake the necessary work to develop indicators for use in the evaluation 
of mental health programmes, and propose ways of testing them. Once field tested and 
accompanied by appropriate training materials, these indicators could be offered to 
countries in the Region and elsewhere. 

In reviewing tbe progress of the mental health programmes of the Region, some 
issues received particular attention: 

(1) Patient issues 

The statistics collected so far give little information about the recipients of the 
services. Valuable information is provided about the following: 

how many patients (and proportion of the population) in treatment, 

how many patients (and proportion of the population) in the workforce, 
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patient access to services, 

the ·quality" of life, and 

community attitudes to the mentally ill. 

These are some of the indicators of the efficacy of programmes. 

(2) Changes in society 

In many developing countries, and in developed countries, urbanization has an effect 
on how the community is defmed. Many people DOW relate to and interact with peer 
groups and interest groups. Also, with inaeasing communication technology, 
communication and support from families and extended families is now possible when 
family members are separated. 

(3) Services issues 

Not only have different countries developed different styles of service historically but 
differences in concepts of health and disease may influence the type of service developed. 

(4) Workforce issues 

The national workshops sponsored by WHO have been very effective and supported 
by a modest budget. In China, these workshops have brought health professionals together 
for the fll"st time. As a result, copies of proceedings and the papers presented by the short
term consultants have been translated and widely disseminated. 

Workforce shortages are still a major problem in the Region. But other disciplines 
are now becoming more involved in mental health care, as are nongovernmental agencies. 

(5) Nongovernmental agencies 

Nongovernmental agencies are becoming involved in service collaboration with and 
contribution to government services. They often enjoy a high community proftle, are 
involved in community education, and enjoy popular support. 

(6) Planning issues 

With the rapid changes occurring in many Member States, long-term goals may need 
to be broad, with specific goals being mainly short-term ones. 

(7) Sharing of knowledge and intercountry support 

Many participants pointed to the need for the dissemination throughout the Region 
of information on successful programmes and new initiatives. A journal has been 
suggested as a means of communication. 

2.4 Mental health legislation 

2.4.1 WHO activities concerning mental health legislation 

WHO has been involved in activities concerning legislation and mental health from 
the early days of its existence: already in 1949, the f1l"St meeting of the expert committee 
on mental health dealt specifically with medical aspects of the causes and prevention of 
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crime and the psychiatric examination and treatment of offenders. Subsequently, WHO 
has been involved in work on juvenile delinquency, legislation affecting children, legislation 
concerning the mentally retarded and the mentally ill, questions concerning menial health 
expertise, and legislation concerning alcohol and drug use. In later years work has also 
been undertaken on psychosocial consequences of violence and legislation related to 
disability. 

WHO's aims in this area of its work have been to promote harmony between 
legislation, policy and programme objectives and to provide technical support in !he 
preparation of relevant legislative documents. The pUblications and other materials that 
were produced over the years cater to these two goals but also serve to inform the scientifIC 
community, the decision-makers in public health and other social sectors and the general 
public about developments and trends in this area. 

In the past few years, major attention has been paid to three areas of work - the 
protection of rights of the mentally ill, new legislation and relevant developments, and 
collaboration with countries in drafting mental health laws. 

(1) Protection of persons with menial illness and the improvement of menial health care 

Dr Hache, President of the World Federation for Mental Health, introduced 
document E/CN.4/1991/39 of 5 February 1991, submitted by the Working Group on the 
Principles for the Protection of Persons with Mental Illness and for the Improvement of 
Mental Health Care to the United Nations Economic and Social Council Commission on 
Human Rights Forty-seventh session in Geneva in February. Over ten years' of debates in 
the Geneva Human Rights forum by the Working Groups led to the adoption of this fmal 
text, which, although not perfect, covers the major points of relevance and is broad enough 
to allow the adjustments which will be required in various countries to suit their diverse 
geopolitical and socioeconomic conditions and characteristics. WHO entered the debate at 
the United Nations Human Rights Forum at a crucial time in 1986, when after several 
consultations with governmental Mental Health Authorities and coordination meetings 
with a dozen of the NGOs concerned, it started to intervene regularly and decisively, 
together with several NGO representatives in the discussions with government experts and 
delegates. The fmal text reflects to a considerable degree WHO and NGO views expressed 
on these occasions. 

If the Commission adopts the report of the Working Group, the text will have to pass 
through United Nations Economic and Social Council next June and the United Nations 
General Assembly in December 1991. It will then become a "Declaration ", legally less 
binding than a Convention, which must be followed by ratifications of governments, but it 
will still carry an important moral influence. It is anticipated that WHO will be requested 
to prepare, with the help of experts, more specific guidelines needed by governments to 
introduce appropriate mental health legislation in their own contexts. It is also planned 
that NGOs concerned with mental health should monitor implementation at the local and 
national levels, and bring cases of violation to the attention of governments and, as a last 
resort, to the United Nations Human Rights Commission in Geneva. 

The group considered this information with much interest. It was felt that the 
application of the Principles will be greatly aided by the production of guidelines for their 
use and that WHO should take an active part in producing these guidelines. It also 
expressed great satisfaction that the NGOs participating in this work decided to actively 
monitor the implementation of the principles and guidelines at national level, and to 
collaborate with WHO in this work. 



-23 -

(2) Monitoring new developments concerning legislation and mental health 

The repon by Dr Curran and Dr Hardingl , published in 1978, reviewed legislation in 
a number of countries and drew conclusions concerning areas which should be given 
panicular emphasis. Since then WHO Geneva has been collecting information about new 
legislation relevant to mental health in different parts of the world. This information and 
the results of consultation with leading experts in their field will be the basis for a follow-up 
volume likely to be published in early 1992. WHO also summarizes various national 
mental health legislation at regular intervals in a special Journal (International Digest of 
Health Legislation). The mental health programme has also commissioned a review of 
legislation directly relevant to the psychosocial development of children. In cooperation 
with other United Nations Agencies, WHO has helped in the preparation of materials used 
as background documents for discussions in the United Nations Commission on Narcotic 
Drugs, which makes recommendations about the control of psychotropic substances to 
ECOSOC. 

(3) Collaboration with countries in drafting or updating mental health legislation 

The results of WHO's work concerning legislation and mental health are fmding 
their immediate application in collaboration with countries which are updating their 
mental health laws or drafting them anew. The usual form of WHO technical support in 
instances where the countries have requested it consists of the provision of publications 
and materials, consultant services and suppon for workshops which bring together key 
legislators, mental health expens and representatives of nongovernmental organizations 
for discussions on legislation and mental health. In some cases, WHO technical support 
has been provided for work on more circumscribed areas, e.g. legislation concerning 
financing of care, protection of the rights of the mentally ill, compulsory treatment, etc. 

2.4.2 Progress of Member States 

(1) Australia 

Australia is a large island continent with some 16 million inhabitants, the majority of 
whom live in an urban environment around the more fenile coastal fringe. Modem 
Australia, a developed country, was originally solely inhabited by the Australian aborigines, 
but since British colonization began, there have always been immigrants. Although the 
majority of the population is of Anglo-Celtic background, in the recent past many 
immigrants have come from non-English speaking backgrounds. More than two million 
Australians now speak a language other than English at home. 

Last century the country embarked on a programme of building large mental 
institutions to separate and house the mentally ill, a phenomenon seen in much of the 
Western world. In 1901, when the separate colonies united to form one country with six 
states and two territories, mental health (as with education and law enforcement) 
remained the responsibility of the states (the former separate colonies). 

In the 19505, with changing community attitudes to the mentally ill, advances in 
psychiatric treatment, and the changing attitudes of the health professionals, a major shift 
in the focus of care occurred. 

lCurran, W.J. & Harding. T.W. (1978). The Law and Mental Health: Harmonizing 
Objectives. Geneva: World Health Organization. 
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The mental institutions built in the last century in Australia have discharged 
significant numbers of their long-term patients into the community (the so-<:alled . 
"deinstitutionalization" movement). Community mental health services were developed m 
the local areas, and general hospitals developed psychiatric units. A growth spurt occurred 
in the private sector. In the last decade attempts to integrate the hospital and 
community-based services have occurred, to offer comprehensive services and en.sure 
continuity of care for the mentally ill. These developments have not occurred unifor~y 
across the states and territories; some are far more advanced than others. The fundmg of 
the services is a mixture of state, federal (through tax levies to support universal health 
insurance) and private health insurance. 

The nongovernment and voluntary sectors playa small but significant role in 
education and services. Different groups in the community utilize alternative treatments 
such as herbs, and among some ethnic minority groups traditional and religious healers 
may be used. However, for those suffering from serious mental illness, the established 
mental health system - public or private or both - is the main supplier of services. 

There is a range of national (commonwealth) and state and territory legislation that 
impinges specifically on people with mental disorders, affecting their basic freedom, access 
to treatment, and eligibility for social security support. 

Early Australian mental health legislation reflected the custodial nature of the 
British lunacy laws. In the 19505 and 1960s, reforms liberalized these acts in two ways: 
voluntary admissions to mental hospital became possible, and close legal regulation was 
replaced by a more discretionary system. 

During the late 1970s, under the influence of concerns for civil liberties, the grounds 
for involuntary admission were narrowed, and there has been an increase in the machinery 
to protect the rights of the detained person. With involuntary admission the trend has 
been to define the circumstances under which a person requires care, treatment or control, 
and has centered on attempting to harm oneself or others, or strong grounds to believe 
either will happen. The new acts have a philosophy of care of the least restrictive kind, and 
in two states, community orders have been introduced so that people can be directed to 
undergo treatment in a community setting. in keeping with the service developments 
referred to above. 

In some states, recent legislation has differentiated between mental disorders and 
intellectual handicaps, and in New South Wales a person with senile dementia cannot be 
regarded as ill, unless actively psychotic. Special guardianship legislation exists to help 
manage these people's affairs. 

In all states and territories, mechanisms exist for legal hearings for compulsory 
treatments, and for special treatments such as electro convulsive therapy (ECf) and 
psychosurgery, there are legal avenues of appeal against involuntary treatment and 
mechanisms to protect patients' rights. 

Whilst there are significant similarities between the states and territory acts, 
sometimes significant differences do affect people living in areas close to state and 
territory borders where they may have to cross such borders to receive inpatient care. 



- 2S-

The current commonwealth legialation does, however, diacriminate against the 
mentally ill in receiving fmancial support or aa:ess to services: 

(a) health insurance does not cover people admitted to state or private psychiatric 
hospitals; 

(b) the disability services, despite indudiDa mental disabilities in the acts, 
precludes them in practice; and 

(c) the National Health Act, 1953, in its guidelines for approval of admission to a 
nursing home, discriminates against patients from state psychiatric hospitals. 

(2) China 

The protection of the rights of the mental patient was one of the major concerns in 
the national mental health programme for 1986-1990. Two tasks were scheduled: the 
formulation of psychiatric expert testimony regulations and the development of a mental 
health act. The first task was initiated in 1985 and successfully completed in 1989 after 
intensive academic exchanges between psychiatric professionals together with joint 
meetings between representatives from different government departments such as the 
SupelVisory Ministry, the Ministry of Justice, and the Ministry of Public Health. 

The second task was more comprehensive in nature. It included laws related to the 
development of mental health selVices, a law to protect the rights of mental patients to get 
an education, to maintain marital rights. and to not be abused; a law to protect the rights 
of mental patients to receive treatment, a law on involuntary admission etc. So far, the 
basic law has been revised nine times. Two workshops. supported by WHO, were held: 
one in 1987 and one in 1990. Foreign experts from France, Japan, the United Kingdom 
and the United States of America were invited to give lectures on the human rights of 
mental patients, and the legal and medical approaches to involuntary hospitalization. As 
the teaching of Confucius is a cultural tradition, a patemalistic attitude still influences the 
ideas of medical professionals, and the population in general, in China. Yet this kind of 
exchange of views at the international level greatly helped to promote alternative 
approaches. The comprehensive development of most mental health laws is scheduled to 
be completed through the national mental health programme 1991-1995. 

(3) Japan 

In Japan, the Mental Hygiene Law has been revised and the new law, called the 
Mental Health Law, was legislated in 1987 and enacted in 1988. 

The provisions of the new law prescribe mechanisms for further protection of human 
rights of mentally disordered persons. The provision for voluntary admission was 
introduced and the ratio of voluntary admission has increased in 1990 to 53.1 % from less 
than 20% in 1987. The Psychiatric Review Board reviews the needs for involuntary 
admission and for its continuation on the basis of regular reports of the patient's condition 
and requests. More than 200 cases were discharged on the basis of such reviews in 1989. 
The new law introduced designated Physicians of Mental Health to make judgements on 
legal procedures associated with a limitation of human rights. Criteria for inpatient 
treatment, including prohibition of some kinds of patients' communication; administrative 
inspection; and an order for improvement in the care in mental hospitals, are also 
provided. 
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The promotion of rehabilitation for mentally disordered persons was emphasized in 
the new law. Social rehabilitation facilities, including hostels and sheltered workshops, with 
a government subsidy, are now being established. Such improvements have an effect on 
the promotion of community care. The number of clinics, day care centres and outpatient 
clinics is increasing while the number of inpatients, (except those with senile dementia), is 
25.2 for 10 000 popUlation and gradually decreasing. The number of mental health 
consultations and visiting activities of health centres and mental health centres established 
by prefectural governments is also increasing. 

Emphasis in the future will be on further promotion of community care, increasing 
care needs for persons with senile dementia (who will double in the next 20 years), forensic 
psychiatric problems, improvement of the general mental health of the nation as a whole, 
and an increase in trained manpower. 

(4) New Zealand 

New Zealand's current Mental Health Act was enacted in 1969. For a number of 
years it has been regarded as being outmoded. In particular, questions have been raised as 
to procedures for the review of patients undergoing non-consensual treatment and their 
environment. It has been felt that there is no adequate emphasis on the rights of patients 
and on multidisciplinary participation in the assessment of persons who may have 
non-consensual treatment. The process for revising the legislation began in the early 
1980s. 

Currently New Zealand's Parliament is considering new mental health legislation 
designed to update its law. This is achieved primarily by: 

(a) providing a narrower defmition of the "mental disorders" that could result in 
non-consensual treatment; 

(b) facilitating, through community treatment orders, treatment in the least 
restrictive environment; 

(c) providing a more comprehensive hierarchy of procedures for review and appeal. 

The bill provides a legal framework for mental health services that are 
community-based. These utilize a range of facilities from which the option that best suits 
an individual's needs can be selected. 

Detailed aspects of the bill which are still being discussed include: community 
treatment orders, patient advocacy, administrative requirements, and costs. It is 
anticipated that the bill will be enacted in the near future. 

(5) Philippines 

In the Philippines, legislation concerning mental health is found scattered in several 
codes, laws, rules and procedures. However, there is no single piece of legislation which 
can be considered primarily a mental health act. 
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The existing legislation ranges all the way from a law which authorizes the building of 
a national psychiatric hospital, to the capacity of the insane to act on civil matters and their 
criminal liability. Other legislation touches on the procedure for confinement and 
hospitalization of both adults and children, gives a definition of incompetence, and 
provides for ways for granting permission to appoint a general guardian for the estate and 
the person with mental illness. 

However, there are many gaps in legislation. Mental illness is not included for 
insurance coverage under the medical care act. Psychiatry is not among the Medical Board 
examination subjects for medical graduate licensure examination and there are no 
provisions which guarantee the protection of constitutional rights of patients who are 
hospitalized. 

Also, there is no legislative basis for a national mental health programme starting 
with a proper office to oversee the programme. 

Work has been done to overcome these problems. Many years have been spent in 
trying to obtain the passage of a Mental Health Act but the progress has been slow. This 
may be because of the low awareness of the importance of mental health in the life of the 
nation, thus giving it a low priority. Contributing to this low awareness may be the 
vagueness with which mental health concepts are perceived by the public. Given these 
issues and the ongoing austerity programme of the Government, more difficulty is 
anticipated in the future. 

2.4.3 Discussion 

The discussion on mental health legislation followed presentations on the current 
state of mental health legislation in Australia, China, Japan, New Zealand and the 
Philippines. The discussions centered on: (1) The problems of patients' rights in the 
Region and the feasibility of adopting or adapting models of more developed countries as 
well as methods of review procedures of compulsory treatment orders. The experiences of 
Australia and New Zealand in legislation on compulsory treatment and ECf were 
discussed. (2) Some countries do not have mental health legislation and the limited 
existence of mental health legislation in many Asian countries, e.g. Japan, China, the 
Philippines and the Republic of Korea, was discussed in the context of cultural expectations 
and the community's expectations of the mental health professionals. The informal nature 
of admissions appeared to contrast with legal provisions of recent international trends in 
mental health laws. Similar contrasts were expressed in the area of patients' and even 
doctors' rights in the Asian Region when compared with some developed countries. It was 
also felt that what is legal, just, or moral varied somewhat from one country to the next. 

The problems of community care legislation and its high cost, as well as applicability 
in various settings in the Region were discussed. The widely differing laws prompted a 
need for more regular exchanges of views on legislation concerning mental health, possibly 
through a proposed newsletter for the Region. There was also a proposal for Asian 
countries which are in the process of drafting or revising mental health legislation to hold 
discussions. As many of the current practices and approaches to treatment were seen to be 
paternalistic in some Asian countries, these discussions would help in formulating future 
legislation. Aside from this, the group felt that legislation from various countries should be 
collected for reference purposes. 



- 28-

2.5 Public health aowoach and framework 

2.5.1 Four essential technologies in the delivery of mental health services 

Unlike other health programmes of WHO, the mental health programme has not yet 
succeeded in universally introducing a standard public health approach based on simple 
technology. Immunization is a good example of a simple but powerful technology for the 
prevention of life-threatening communicable diseases, which has been universally 
introduced. 

WHO has provided technical and financial support to carry out public health 
approaches in the delivery of services for the mentally ill patients. During collaborative 
activities with Member States whose sociocultural conditions differ greatly from country to 
country, efforts have bee made to fmd out a common public health framework and 
essential technologies in the delivery of mental health services. 

The following are identified as essential technologies in the delivery of mental health 
services: 

(1) scientific understanding of mental and neurological disorders, 

(2) psychotropic medication, 

(3) psychological supports, 

(4) community-based approaches. 

(1) Scientific understanding of mental and neurological disorders 

It is reported that in developing countries in the Region, most of the patients 
admitted for the ftrst time to psychiatric hospitals have bad contacts with traditional 
healers and healings. Only when all these traditional methods have failed were the patients 
referred for psychiatric consultations. This may be true in other more developed countries 
also. 

It is a very difficult challenge to reduce the stigma attached to mental patients. Some 
of the family training principles developed for community rehabilitation programmes are 
very useful to promote a scientific understanding of mental and neurological diseases in 
developing countries. They are as follows: 

(a) Mental illness is an illness like other illnesses and not caused by evil spirits. It 
is similar to tuberculosis, malaria, leprosy and diabetes mellitus. 

(b) Relapse can be prevented by medication. Six out of ten patients will have 
relapse within two years after the ftrst recovery. With medication, only two out of 
ten will relapse. 

(c) Mental illness relapse can be prevented further, by reducing stress, tension 
and conflict in the community and family. The mentally ill do better and have less 
relapse with community and family approval, understanding and support. 

(d) Strong stigma or even fatalistic attitudes exist even among mental health 
professionals. This results in the long-term hospitalization of mental patients in 
closed wards. 
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(2) Psychotropic medication 

The introduction of antipsydlotic and antidepressant medication since the 19508 has 
significantly revolutionalized the mental health service with particular reference to open 
door policies, deinstitutionalization and oommunity psyclUatric programmes. There is no 
doubt that psychotropic drugs constitute the lDIIinatay of essential technologies in mental 
health. 

According to general surveys, it is reported that about 60% of patients will relapse on 
placebo wheceas relapse rates on active medication average just below 20% after follow-up 
periods of up to two years. 

In poorer developing countries, the supply of psychotropic drugs is the key issue in 
the development of mental health services. This problem is complicated by the following 
factors: 

(a) scarce national resources to purchase psychiatric drugs, 

(b) logistic problems in distributing drugs to health facilities, 

(c) financial constraints of families or patients for buying psychotropic drugs, 

(d) low compliance of family or patients, 

( e) lack of training of general health workers in the use of psychotropic drugs, 
including the management of side effects. 

WHO has been concerned for a long time with the supply of psychotropic drugs for a 
wider population in developing countries. It has developed an essential list of psychotropic 
drugs and provided the ministries of health in developing countries with information on 
how to obtain and maintain adequate supplies of the psychopharmacological agents on the 
Essential Drug Ust. 

(3) Psychological suppon 

In recent years, there has been an increase in interest in the use of psychosocial 
suppons in the treatment of chronic schizophrenic patients. This interest was stimulated 
by practical experiences in developed countries, through the psycho-education approach, 
and the control of expressed emotion in dealing with schizophrenic patients. 

WHO has published extensively on care for people disabled by chronic mental 
illness, and in panicular schizophrenia. These publications state some of the basic 
principles in the suppon of the chronically mentally ill. 

Some of them are as follows: 

(a) WHO considers it imponant to make the patient and his/her family 
collaborators in treatment. Therefore, the education of a patient about his illness 
becomes an imponant pan of the treatment. At the same time, the training of family 
members in the care of the patient becomes indispensable. 

(b) The treatment of schizophrenia should be planned, similar to the treatment of 
diabetes mellitus and hypenension, which require the patient's initiative and regular 
intake of medicine, and the continuation of a healthy life style. 
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(c) Mental illness relapse can be prevented by reducing stress, tension and conflict 
in the community and family. The mentally ill can do better and have fewer relapses 
with community and family approval, understanding and support. 

(d) Some recent research supports the idea that what is needed most for the 
mentally ill is social support and intervention designed to enhance the capabilities of 
patients to live as independently and effectively as possible in the community. 
Assistance with housing, education about symptoms and medication management, 
social skills training and vocational training have been shown to lead to the best 
community outcome for those with chronic mental illness. 

The above mentioned approaches are possible and more relevant to the developing 
countries where the enended family system will favour their involvement. Another 
advantage is that these are relatively cost-effective and humane approaches, not requiring 
expensive equipment. 

(4) Community-based approach 

In mental health service delivery, community care has several advantages over 
hospital based care in developing countries. 

Some of the problems of hospital<entred care in developing countries are 
summarized as follows: 

(a) The scarce inpatient resources are unable to cope with the increasing need for 
mental health care resulting from urbanization and industrialization. 

(b) It is fmancially impossible for many countries to increase the number of 
psychiatric beds as a solution to this problem. 

(c) Hospital<entred care sometimes produces negative side effects, such as 
institutionalism, which perpetuates pathological symptoms. 

(d) Long-term hospitalization disrupts the patients' chance to resume their role in 
family and social life. 

(e) Psychiatric hospitalization in many countries simply stigmatizes the patient 
and his family beyond repair. 

The above problems of hospital<entred care become the advantages of community 
based care in developing countries. They are: 

(a) It is possible to develop the least restrictive, most humane and cost-effective 
services relevant to the sociocultural conditions of the country. 

(b) It will reduce symptoms of institutionalism and enhance the patient's coping 
skills in the community. 

(c) Community care, if wisely provided, will reduce the stigma on mental and 
neurological disorders. 
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2.5.2 Prevention of mental, neurological and psychosocial disorders 

In May 1986, the Director-General submitted a report to the Thirty-ninth World 
Health Assembly describing specifIC interventions for the prevention of mental, 
neurological and Psychosocial disorders to the Member States (document A39/9). After 
reviewing the r~rt, the Thirty-ninth World Health Assembly adopted resolution 
WHA39.25, which requested the Director-General to take appropriate action. 

The Regional Directors then brought the matter to the attention of their countries. 
The Regional Director for the Western Pacific submitted a document to the thirty-ninth 
session of the Regional Committee for the Western Pacific, outlining the nature and 
magnitude of the problems and describing preventive measures. After having reviewed the 
document, the Regional Committee adopted resolution WPR/RC39.R13. 

In the documents presented to the World Health Assembly, it was estimated that as 
much as one half of all mental, neurological and psychosocial problems could be prevented 
if the political will to do so existed and if concerted action of aU concerned could be applied 
to the matter. Measures that could help in this respect - and were proposed for 
application in these documents - had been selected because they were cheap, without side 
effects, effective in producing a major reduction in the absolute size of the problem, and 
likely to be acceptable to the individuals and societies concerned. This process of selection 
resulted in the enumeration of many specific interventions, from which countries will be 
able to select those that appear most applicable and deal with problems of particular 
concern for them. A subset of measures which might be suitable for implementation at 
country level in most Member States of the Western PacifIC Region, is listed below: it was, 
however, recognized that in addition to these measures, countries may wish to select 
others, described in the documents submitted to the WHO governing bodies and 
elsewhere, as appropriate into their own needs and resources. 

The measures likely to be applicable throughout the Region were the following: 

(1) Advising pregnant women not to smoke, drink alcohol or take drugs during 
pregnancy. A brief note suggesting points that should be stressed in the conversation 
with pregnant women could be prepared in the languages used in the Region. 

(2) Advocacy of iodine supplementation for women, placing emphasis on the 
gains of such measures in terms of reducing the frequency of mental disorders in 
their children. 

(3) Early recognition of sensory deficits in children and introduction of 
appropriate health service responses. Materials for use in working with teachers and 
families could be prepared by WHO. Countries interested in this programme could 
also take advantage of the opportunity to obtain cheap spectacles through the WHO 
Prevention of Blindness programme. 

(4) Work on the prevention of injuries of the central nervous system could be 
strengthened by the investigations of psychosocial determinants of accidents and 
injuries and the design of relevant interventions. A protocol for such research and 
action investigation will be prepared by WHO. 

(5) Education of diabetics about the prevention of consequences of diabetic 
peripheral neuropathy. A specific brief instruction for practitioners who see diabetic 
patients about ways of recognizing peripheral neuropathy and about the advice which 
they should give to those who have it, could be prepared by WHO. 
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(6) Management of crisis at the po~t of p~im~ contact with health care. A brief 
manual on crisis management for use m trammg pnmary health care workers and 
others likely to have to deal with crises, would be prepared with WHO's support. 

(7) Improvement of day care fa~ti~ WHO has pr~,!~ a schedule for the 
assessment of psychosocial charactenstJcs of day care facilities used by normal 
children. This schedule might be translated into the ~guages of the ~';JRtries and 
introduced as an obligatory part of the procedure leadmg to the permISSion to open 
or maintain a day care facility for children. 

(8) Introduction of school mental health programmes. The experience o~tained 
in some of the countries in the Region and other regions could be made available to 
countries interested in this type of programme. 

(9) Review of legislation having a direct influence on the mental health of the 
population, (e.g. a review of laws concerning adoption of children, or divorce) to 
identify obsolescence or lack of legal provisions that facilitate normal psychosocial 
development of the child and functioning of families. 

(10) Introduction of mental health skills into primary health care in order to 
facilitate the recognition of conditions which can lead to serious mental health 
problems if treated in an inappropriate manner (e.g. of mild depressive states in the 
elderly). 

The measures listed above - and most others selected by countries - must be applied 
consistently and over a sufficiently long time. This can only happen if the implementation 
of this programme is formally embedded in the national health programmes and if 
appropriate instruction is provided for health workers and others engaged in improving the 
health status of the population. Such instruction must include different categories of 
personnel and be carried out as an integral part of normal training. 

Monitoring the success of these measures and research to improve them are also 
components that should be considered in planning for them. 

Much of the action necessary to prevent mental and neurological disorders has to 
take place in sectors other than health (e.g. by educational authorities) and when such 
action is undertaken by the health care system it will be professions other than psychiatry 
which have to be motivated and do the work. These facts imply that psychiatrists who wish 
to be leaders in preventive programmes have to change their place of work, their 
behavioural style and their social networks: they must advocate action rather than take it, 
convince rather than command, work with teachers and many other professions rather than 
with other doctors. This is often difficult for psychiatrists, particularly if they did not 
receive public health education in the course of their training. 

2.5.3 Training manuals 

Two manuals for use in the training on mental health by primary health workers 
were presented. These are: 

(1) Manual on Mental Health for Primal)' Health Workers, by 
Lourdes Ladrido-Ignacio, MD and Anselmo Tronco, MD 
in the Philippines, 

(2) Counselling Handbook and Trainine: Manual for Health Workers, by 
Kichawen Chakumai, in Papua New Guinea. 
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(1) Manual on Mental Health for Primary Health Workers 

This manual was designed for use as an accompanying text, in a brief training CO\lrse 
in mental health, as material that can subsequently be perused by the primary health 
worker to deepen his understanding of the skills and concepts acquired in training, and as a 
handbook for ready reference. While the original audience of this manual was the primary 
health workers, it has also proved useful to family physicians, community and social 
workers, and medical students, especially those who work in the community. 

The manual is aimed to allow these health and social workers to integrate mental 
health care into their daily activities in the community. Thus, it includes the use of 
descriptive terms used to denote psychological problems in ways that the people in the field 
are familiar with them. The texts are detailed although presented in simple language, and 
there are illustrations, summaries and flow charts to reinforce the learning. 

There are nine chapters in the manual. The first chapter presents a holistic 
framework of mental health in terms of the individual's needs and the role of the 
individual, the family and the community in fulfilling these needs. The other chapters 
include a guide for psychological interviewing, the five psychosocial problems commonly 
seen in the primary health station, and their management. 

This manual has been used in both the urban and rural primary health centres. It has 
facilitated the health workers' awareness of and sensitivity to the mental and emotional 
aspects of the patient's life as well as their own. 

(2) Counselling Handbook and Training Manual for Health Workers 

Health workers are expected to provide counselling services for their patients if and 
when need arises. In pre-service training, there is little teaching in the area of counselling. 
Most importantly, research has shown that 10%-40% of people who attend casualty 
departments of health facilities suffer from hidden psychological diseases. 

The Counselling Handbook was developed to train health workers in basic 
counselling skills. It also helps health workers at outpatient departments to detect hidden 
psychological illnesses and use counselling skills to counsel their patients. The use of 
self-reporting questionnaires (SRQ) as a teaching and detecting device is explained in the 
book. 

The Counselling Handbook can be used as teaching material for trained counsellors, 
or as a reference book. It is designed to be used by mental health tutors in health teaching 
institutions, nurses, health extension officers, and community health workers. 

Areas covered in the book are: traditional counselling in Papua New Guinea, values 
of counselling, and the "three stages of counselling", which are: 

Stage 1. Here the client tells his/her story while the counsellor listens attentively 
and empathically. The counsellor shows the client a picture of his/herself as though 
looking into a mirror, and sees the "root cause" of the problem. 

Stage 2. The counsellor tries to develop a deeper understanding and awareness by 
listening and empathizing at a deeper level. After looking at options and evaluating them, 
the client decides on a course of action. 

Stage 3. The client makes a statement on the course of action he will take. 
Together, the counsellor and the client look at strategies to plan a course of action. 
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2.5.4 Psychopharmacology and the chronically mentally-ill 

The experience of the Philippines was chosen for presentation to this Regional 
Group Meeting, not only as an example of what a country can do with very limited 
resources, but also because of the emphasis on collaborating closely with the patient's 
family in the care programme, particularly during the first 72 hours. 

The major treatment of functional psychotic disorders, especially schizophrenia 
began in the Philippines with the use of phenothiazines about 30 years ago. These and 
subsequent neuroleptic agents have contributed substantially to the process of 
de-institutionalization and the development of community care for the mentally ill. With 
these pharmacological agents and community care, the number of inpatients at the 
National Center for Mental Health (NCMH) has been reduced considerably. 

Most patients with schizophrenia have symptoms which are completely eliminated 
with neuroleptic medication. Some require maintenance medication, but are able to lead 
relatively normal lives, while others unfortunately remain disabled to varying degrees, 
despite the use of medication. However, in the experience at NCMH, most of the latter 
group are able to live reasonably and comfortably in the community (at home, in group 
homes, boarding houses, etc.) without the need for continued costly hospitalization. It is 
the provision of clinical care in the community, together with appropriate accommodation, 
occupational activities and recreation, which now poses the greatest challenge. 

A family member must accompany the patient to the centre, agree to stay with 
him/her during the frrst 72 hours and participate in treatment and treatment planning. 
This participation is not only useful during the hospital stay but is indispensable for the 
patient's return to his home in the community. Each patient is given a thorough psychiatric 
evaluation and diagnosis before treatment is started. A full range of antipsychotic 
medicine is used. Injectable sustained release or depot preparations like fluphenazine, 
haloperidol or fluphentinol decanoate are high potency drugs which have been invaluable 
at NCMH when there is doubt about the patient's adherence or compliance to an oral 
regimen. 

New drugs are being developed, such as the atypical antipsychologic agent clozapine, 
which are proving to be major conceptual and clinical advances. Also, research continues 
to attempt to correlate neuroleptic plasma levels with clinical effects. Extensive and 
beneficial use is being made of long acting neuroleptics for those with chronic 
schizophrenia, although as with their oral counterparts, their central nervous system (CNS) 
side effects, particularly tardive dyskinesia, mean that they must be used with a significant 
degree of caution. 

In summary, the knowledge and application of psychopharmacology is accelerating 
and these advances closely parallel research in neurophysiology and chemical anatomy. 
Psychosocial research is also assisting in the cost-effective and humane transfer of those 
with psychiatric disorders to the community. It is increasingly important that all care 
should reflect scientific advances and the sociocultural background of the patient and his 
family, be cost-effective, and be most accessible to those in most need. WHO could vitally 
collaborate in the transfer of this knowledge and technology to countries most in need. 
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2.5.5 Discussion 

There was unanimous support for the public health framework and approach to 
developing services for patients suffering from mental and neurological diseases. Some 
Member States favoured a sectorization model and others a model where mental health 
~ro!essionals supported the primary health care system, t!te latter particularly in states with 
limited resources. The valuable use of flow charts for traming primary health care staff was 
acknowledged. 

It was agreed that participants and Member States should further examine and 
implement specific interventions for the prevention of mental, neurological and 
psychosocial disorders adopted in resolution WPR/RC39.R13 in terms of the prevalence 
and nature of the disorders in their states, and resources available. 

It was acknowledged that mental health professionals should not function as 
"alienists", but should widen the focus of their action into fields where education and 
prevention occur - in many cases not the mental health or even health fields. This would 
involve cooperation with other government and nongovernmental agencies. To develop 
and maintain leadership roles in these areas would often entail utilizing many 
communication skills. The use of comics and the media was encouraged and the high 
proftle of nongovernmental agencies in some states was noted. The involvement of some 
leading nongovernmental agencies in this workshop is an indication of the importance of 
their role. 

Health services in Member States should be encouraged to monitor the use of 
psychotropic medication in psychosis to ensure that the lowest effective dose possible is 
used, particularly in patients with a chronic mental disorder, who may not need medication 
in the long term. The group welcomed the preparation of consensus statements in these 
areas by WHO. 

The importance of the role of psychosocial factors in rehabilitation was seen as a 
high priority in teaching and training of health professionals working with the mentally ill. 

2.6 Cooperation and collaboration 

2.6.1 Intercountry meetings 

In the past ten years, a number of intercountry meetings have been organized in the 
Western Pacific Region at both regional and national levels. Meetings at regional levels 
were usually attended by fateen to twenty participants from Member States of the Region. 
These intercountry meetings were followed by the organization of similar programmes at 
nationalleveIs. In most cases, a WHO technical adviser and consultants have collaborated 
in the preparation, organization and conduct of regional and national meetings. The list of 
regional meetings and training programmes in the field of mental health, alcohol and drug 
abuse, and accident prevention organized by the Western Pacific Regional Office of WHO 
in the past ten years is attached as Annex 7. 

These training programmes have contributed to upgrading skills and knowledge of 
mental health workers in developing countries to deal with problems posed by mental and 
neurological disorders, alcohol and drug abuse, and psychosocial and behavioural 
problems. 
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Also WHO has collaborated with a few Member States in organizing training 
programm~ in the Region. A good example is the technical s~pport provided by WHO to 
the month-long training programme for narcotics experts hel~ m Tokyo~ Japan, annually 
since 1985. This training programme is a useful forum for ~n ~cot~cs expe~ to 
exchange their views and to study various programmes carned out m nelghbourmg 
countries for the prevention and management of drug abuse. 

A few attempts were made to collaborate ~~h n~ngovemme~ta1 orga~~tion~ s!-lch 
as the World Association for PsYchosocial Rehabilitatlon (WAPR) m orgamzmg trammg 
programmes in China, the Philippines and Viet Nam. 

2.6.2 Collaborative research in the framework of WHO'S mental health programme 

Promotion, coordination and conduct of reaearch have been essential parts of 
WHO's mental health programme over the past three decades. While in earlier years 
research responsibilities rested mainly with WHO Geneva, recent years have seen the 
regional offices become more involved in research. 

In the research it undertakes, WHO relies on a network of individual experts, 
collaborating institutions (now existing in some 60 countries) and on collaboration with 
NGOs and governmental agencies. 

The organization has frequently sponsored multicentre research.2 Reasons for 
undertaking it are given in Table 1 of Annex 8, together with an example of a 
WHO-coordinated study that fits the category; however, it is important to note that a 
study may often be undertaken for more than one of the reasons listed. 

Regardless of the main reason for undertaking a collaborative study, joint work can 
result in growth of the research potential of the centres by the acquisition of new expertise 
and often new apparatuses; in broadening the researchers' perspective because of intensive 
contact and exchange of information with other collaborators; and in increased morale and 
reputation of the centre when it is seen to be collaborating with other leading centres in the 
country or elsewhere. 

Joint efforts often act as an additional stimulus to undertake work that lacks 
immediate academic appeal and may be considered of low value unless the project is 
collaborative and sponsored by an external agency. Once the work is completed, the 
authority of the group investigators - often composed of leading experts in different 
countries - may also facilitate acceptance and utilization of results. 

The experience gathered in the conduct of a number of studies led to the formulation 
of a serie,s of rules ensuring equitable collaboration in WHO-sponsored multicentre 
research.j 

2For a description of recent research see Sartorius, N. (1989). Recent research 
activities in WHO'S mental health programme. PsYchological Medicine, 19: 233-244. 

3For a description of these rules see also Sartorius, N. (1988) Experience from the 
mental health programme of WHO, ACTA, PSYCHIA T. SCAND. 78:71-74 
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Over the years centres in the Western PICific Region have been involved in a variety 
of WHO projects. Some of these involved only c:entres in the Region and others centres in 
the Region and in various parts of the world. 

In the discussion which followed the presentation of WHO's current research effort, 
it was stressed that useful research can be undertaken in some fields of mental health even 
without vast resources. This included in panicuIar descriptive and psychopathological 
studies, ethnographic investigations of situations and of services, clinical studies and 
evaluation of the effectiveness of different types of treatment. Many research issues can 
also be addressed using existing data available in the services and in behavioural science 
institutions, which are often insufficiently involved in mental health programme research. 

Other investigations may demand hefty investments, and it will not be easy to 
develop appropriate facilities in many countries of the Region. Collaborative multicentre 
research in these areas may be particularly useful in this respect. 

The presentation of plans for WHO future research awakened considerable interest 
and received full approval by the group. The themes addressed in WHO's plans were 
found to be directly relevant to work in the country mental health programmes: the group 
therefore felt that WHO should distribute these plans widely and find ways which would 
allow interested centres to take part in WHO's work. 

Research in the Western Pacific Region 

In the past ten years, several research projects were initiated and supported to 
promote research in mental health, alcohol and drug abuse, and accident prevention, in the 
Western Pacific Region, particularly in developing countries where research resources are 
very scarce. Also, multi-centre studies were planned and conducted in order to promote 
cross-cultural studies as well as to transfer technologies in psycho-behavioural research. 
The list of research projects undertaken for the last ten years is listed in Annex 8. 

The research projects have facilitated the exchange of views of researchers and the 
transfer of research technologies in the field of mental health, alcohol and drug abuse 
prevention, and road traffic accident prevention, in the Region. 

Further efforts should be made to promote research in mental health and to use the 
outcome of research findings in the formulation of national policies and programmes. 

2.6.3 Pacific Nations Mental Health Action Group 

(1) Overview 

There are currently no fully trained psychiatrists working in the Pacific island states 
outside of the French territories and no psychiatrists from the Pacific islands to be found 
anywhere throughout this sub-region. Psychiatric services within the islands states in the 
Pacific basin have lagged far behind the general medical and surgical services, and indeed 
often behind basic social programmes. In some states, the local jail is still the primary 
home for the acutely mentally ill. Monies for psychiatric services are too frequently 
provided as a residual to what was left over from other funding needs. When island 
governments have attempted to address the needs of this population, there was usually 
little of the appropriate expertise available, and few informed advocates. This neglected 
environment has combined with public misconception and often traditional biases about 
mental illness, to discourage physicians and other health care professionals from entering 
the mental health field. 
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The creation of a ·PaciflC Nations Action Group· is recommended, with full 
membership available to professions involved in mental illness care, from any of the Pacific 
island states. Generally, this area includes Polynesia, Melanesia, and Micronesia. 
Associate Membership would be available to those from more technologically developed 
countries within the Pacific basin or on the Pacific rim. 

The goals of the action group would be: 

(a) to upgrade care for the mentally ill in island nations within the Pacific basin, 
and to initiate effective prevention programmes; 

(b) to attract Pacific island doctors and other health professionals, into the mental 
health field; 

(c) to sponsor mental illness and health educational programmes for Pacific island 
nation mental health practitioners. 

It is suggested that, at least initially, the group's office should be located in the 
Department of Psychiatry at the Fiji School of Medicine. It is further suggested that 
psychiatric colleges and associations from more technologically developed countries in the 
Region should be asked to provide consultation and resource assistance during the early 
development of the group. To inaugurate the beginning of the group, WHO may wish to 
consider collaboration with the Fiji Government, and the Fiji School of Medicine, in 
sponsoring a regional workshop on mental illness and health to be convened at the Fiji 
School. A scientifically based programme could be offered, addressing topics such as the 
treatment of schizophrenia, alcohol abuse prevention and treatment, and traditional 
approaches within the Region for the prevention of mental illness and care of the mentally 
ill. 

(2) Discussion 

There was a consensus that the formation of a group to promote better mental 
health and illness services, and chemical dependency programmes for Pacific island 
nations, would be very useful. Other areas for inclusion might be neurological disorders 
and road traffic safety. The group should be focused specifically on Pacific island concerns, 
and be multidisciplinary. 

Possible affiliation with an international (World Psychiatric Association) or a 
regional Australia and New Zealand College of Psychiatry (ANZCP) association or college 
for possible fmancial support, was discussed. 

2.6.4 Discussion 

(1) Training 

WHO has conducted 16 international meetings and training programmes in the years 
1983-1989 on a wide range of subjects on mental health in the Region. The areas covered 
were useful for national mental health policy and were also of interest to NGOs. 

The group felt that current training of physicians throughout the Region was 
handicapped by lack of emphasis on patients' emotional needs and communication skills 
needed in medicine. The declaration of Fukuoka, made in 1990, was difficult to translate 
into the curricula of the medical schools in the Region. An even more fundamental issue 
of distribution of such declarations to all medical schools posed a problem. There is a need 
for psychiatry to move more into training for physicians who are not psychiatrists. This 
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could be done by psychiatrists adopting a more energetic and pragmatic approach in other 
dillciplines rather than concentrating on traditional psychiatric teaching. A workshop is 
planned for Deans of Medical SchQOw in China in 1991 where these issues will be 
addressed including increasing the number of teachers of behavioural sciences in medical 
schools. 

(2) Research 

WHO has in the past ten years initiated and supported 23 multi-centre research 
projects with a public health emphasis in the Region, and several of these (from China and 
the Republic of Korea) were reviewed by the group. Limited funding has prevented the 
research programme from expanding and this continues to be a problem in the Region. 
Several suggestions on funding for researc:h were discussed One possible future area for 
research was a WHO-funded fwe-nation study on psychosocial rehabilitation of the 
chronically mentally ill covering Lao People's Democratic Republic, Malaysia, the 
Philippines, Singapore, and Viet Nam. The ethical issues of research were discussed and it 
was emphasized that the highest standards of ethics in research should be adopted. 

2.7. Non&overnmental organizations 

2.7.1 World Psychiatric Association 

The World Psychiatric Association (WPA) was formally founded in 1961 as an 
outgrowth of two World Congresses in Psychiatry. The aim of the organization is to 
advance international cooperation in the field of psychiatry by coordinating on a worldwide 
basis the activities of its member societies, to promote activities designed to improve 
knowledge in the field of mental illness, and to provide better care for the mentally ill. 

To achieve these goals, WP A crafted an organizational system consisting of: a 
biannual Regional Symposium, a World Congress once every three to six years, Sections, a 
Committee and a newsletter. 

The Sections represent the various special fields of psychiatry and are responsible for 
the collection and dissemination of information concerning scientific developments in 
psychiatry. Currently there are 27 sections covering areas like psychopharmacology, social 
psychiatry, forensic psychiatry, psychotherapy, child psychiatry, psychiatric education and 
biological psychiatry. 

The Committee consists of 15 members and in addition, former members of the 
immediately preceding Executive Committee. The Committee members represent the 
seven regions of the world: North America, Latin America, Europe, the Middle East and 
North Africa, North Africa, Asia, South East Asia and the South West Pacific. 

There are 82 member societies from 65 countries. The estimated number of 
members is 77 060. 

Since its inception WPA has organized World Congresses that are usually well 
attended. The World Congress in Athens in 1989 had 7000 participants. To facilitate 
participation and exchange of information, regional symposia are organized. 

WPA has enjoyed close collaboration with WHO. Through its National Member 
Societies and the Sections, WP A has provided WHO with feedback from the rank and file 
psychiatrists from many parts of the world. Other collaborative activities have led to 
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the development of the International Classification of Diseases 10, the production of 
guidelines for psychiatric treatment, principles for the protection of persons with mental 
illness, and for the improvement of mental health care. 

Future collaboration is now being planned for the WP A Presidential Education 
Programme and the pUblication of the Bulletins. 

2.7.2 World Federation for Mental Health 

The World Federation for Mental Health (WFMH) was founded in 1948. There was 
an outpouring of talent, energy and commitment on the part of the International 
Preparatory Commission: the 351 discussion groups composed of 4100 men and women 
from 28 disciplines met in 21 countries. This Preparatory Commission produced the 
document which was to become the Congress theme: "Mental Health and World 
Citizenship". Its main objective is to promote among all peoples and nations the highest 
possible level of mental health "a term which was to include mental health in its broadest 
biological, medical, and sociological dimensions". 

The purposes of WFMH as set forth in "Mental Health and World Citizenship" was 
the combined viewpoints of sociology, psychiatry, psychology, social work anthropology, 
political science, philosophy and theology. 

To achieve these goals, WFMH engaged in a worldwide advocacy programme, 
organizing biennia~ international congresses, co-sponsoring international, regional or 
national meetings on mental health subjects. The objectives of WFMH are also pursued 
through the publication (five times a year) of a widely distributed newsletter, and work and 
programme committees within the Board on specific subjects, such as human rights of 
persons with mental illness, integration of mental health in primary health care; mental 
health of refugees and migrants; substance abuse; community based mental health services; 
promotion of the status of women; mental health care at the family level; victims of 
torture; street children; population and responsible parenthood; and a new committee on 
the exploitation and sexual abuse of children. 

WFMH has a long standing consultative status with United Nations specialized 
agencies (WHO, UNESCO and ILO) and several United Nations bodies such as UNICEF, 
and the Human Rights Commission in Geneva. WFMH has permanent representatives 
with WHO and the United Nations in Geneva, United Nations Headquarters and 
UNICEF in New York, the United Nations in Vienna and UNESCO in Paris. 

As of 31 January 1991, WFMH has: 125 voting associations (nationa~ regional and 
international); 145 affIliated organizations; 2600 individual members. Membership comes 
from 90 countries, spanning all continents and is, characteristically, ecumenical in nature. 

The governing bodies of WFMH are the General Assembly of its membership and 
the Executive Board of Directors, which meet at least once a year. 

Today, nearly 43 years after its founding, WFMH remains as an interdisciplinary 
advocate for mental health, linking social and psychological sciences, medicine, applied 
mental health professions and the voluntary mental health associations. In the past 
eight years, since the WFMH Congress in Brighton in 1983, an additional set of people 
with yet another kind of knowledge i.e. the "ex-patient" and the self-help group, whose 
knowledge is "experiential" has joined the constituency. 

From August 18 to 23 1991, the biennial Congress of the WFMH will take place in 
Mexico City with the theme "People and Science Together for Mental Health". 
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2.7.3 World Association for PsychOllOCial Rehabilitation 

The World Association for Payc:hoIocIal Rebabilitation (WAPR) is. 
nongovernmental, non-profit organization established with a primary objective to improve 
the quality of life of individuals and families who have suffered from mental and emotional 
disorders. It has participated by providing COIIIUltation and technic:al support, and by 
considering the basic and special needs of the mentally disturbed. 

Although it has only been in existence for four years, it has been actively involved in 
promoting national and intergovernmental policies and programmes to meet the special 
needs of those suffering from mental and emotional disturbances. It continuously enjoins 
everyone to participate in its programmes so that the plight of these patients can be 
attended to and they can rightfully take their place in society. 

WAPR was officially recognized by WHO in February 1990. Since then, it has 
worked closely with WHO in its global as well as regional activities. A Vice-President for 
the Region coordinates the activities of national associations, through their national 
secretaries. 

In the Western Pacific Region, WAPR has co-sponsored training workshops on 
psychosocial rehabilitation of the mentally ill. These workshops were held in China, 
Malaysia, the Philippines and Viet Nam. 

2.7.4 Standing Committee of Presidents ofNGOs Concerned with Mental Health Issues 

Following the presentations by WPA, WFMH and WAPR, Dr Flache informed the 
meeting of the creation in Geneva, last January, of the Standing Committee of Presidents 
of NGOs Concerned with Mental Health Issues. 

The Presidents of several NGOs met at WHO Geneva with the Mental Health 
Division Staff and constituted the Committee with the objectives of developing closer ties 
between themselves and WHO, and with the support of the WHO Mental Health Division, 
contributing jointly or through coordinating activities to the improvement of mental health 
programmes, especially at the country level. 

The Committee highlighted a few priority areas where joint projects could be 
undertaken. 

(1) Human rights of persons with mental illness - with a follow-up on the current 
version of the United Nations Draft Declaration of Principles and including 
subsequent preparation of guidelines and monitoring of implementation by 
governments (WFMH/WHO will produce a draft project). 

(2) Quality assurance of mental health care - WHO is fmalizing a protocol to this 
end. NGOs could help partly in the implementation at country level. (Draft 
proposals to be prepared by WAPR/WHO.) 

(3) Mental Health Policy: (Draft proposals concerning possible action at country 
and international levels will be prepared by WAPR/WHO). 

(4) Mental Health in Primary Health Care: (Draft proposals to be prepared by 
WFMH/WHO). 
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(5) Education and training (a proposal for work on a model of integrated training 
curricula - biological, psychotherapeutic and rehabilitative approaches - for post
graduate training to be prepared by International Federation of Societies for 
Medical Psychotherapists/WHO). 

Concerning fund-raising, it was suggested that an international foundation should be 
established to support mental health projects, which would approach both private and 
governmental sectors. 

It was also agreed that when poss.ibie, joint statements on behalf of the six NGO 
Presidents should be presented to the WHO Executive Board in January, to the Human 
Rights Commission in February and to the World Health Assembly in May. 

The question of organization and logistics was discussed and agreed upon. 
Dr Flache will chair the Committee in its preparatory phase and will prepare for its next 
meeting in Hamburg (Germany), a draft constitution and by-laws. The office will be at 
WHO Geneva. 

2.8 Specific topics 

2.8.1 Psychosocial and behavioural aspects of health 

Psychosocial factors playa major role in the promotion of health, the improvement 
of health care and the optimization of overall development. For a long time their 
importance has been neglected and the knowledge available about these factors has been 
used very little outside of academic settings. 

WHO is developing teaching modules in the area of psychosocial and behavioural 
skills for health workers, to be presented to a meeting of deans of medical schools in China 
and Africa. Such topics are not usually a part of the curriculum of medical schools but are 
well received by nurses and junior doctors where they are presented. 

There are numerous situations in which an appropriate consideration of psychosocial 
factors could bring beneficial results. These are listed below (this list gives examples rather 
than a comprehensive listing). 

Examples of areas of health work in which psychosocial factors playa particularly 
important role: 

Disaster relief 

Refugee care 

Making life styles conducive to health 

Development of methods to measure quality of life and effectiveness of 
education in illness (e.g. diabetes) 

Promotion of psychosocial development of children 

Humanization of medicine 

The relationship between culture and health care 
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Training of health staff in psychosocial aspects of stressful situations, e.g. 
breaking bad news 

Living with chronic impairment 

The use of schools in health promotion 

Assessment of impact of economic change on mental health 

Assessment of impact of new technology on mental health 

Women and health 

WHO's programme in this field has three main goals: 

(1) to improve understanding of psychosocial determinants of health and 
development; 

(2) to develop technology for: 

(a) changing individual and group behaviour; 

(b) assessing psychosocial factors; 

( c) managing psychosocial problems (e.g. "bum-out" in health personnel); 

(3) to change attitudes to health, development, and medicine so as to counter 
their dehumanization. 

While the possibilities for action in this area are numerous, restricted fmancial 
resources and the need for a clear and recognizable focus in this area of work (often beset 
by generalities and vagueness) make it necessary to select a smaller number of projects for 
implementation in the biennium 1991·1992. These will include: 

(1) assessment of quality of life in health care with particular emphasis on its 
evaluation in chronic illness, stressful situations (e.g. refugee status), and among 
health staff; 

(2) promotion of psychosocial development of children and adolescents (e.g. 
through school mental health programmes); 

(3) training in psychosocial aspects of health in schools for health personnel using 
well-defmed curriculum modules about specific situations (e.g. childbirth); 

(4) encouragement of acceptance of a psychosocial perspective in the activities of 
general health care staff; 

(5) development of ·patient-centred" health interventions relevant to the 
traditional beliefs of the population; 

(6) systematic review of major issues concerning the impact of psychosocial 
factors on health and development (e.g. on the impact of rapid socioeconomic 
development and new communication technology on health). 
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The group welcomed WHO's initiatives and stressed the importance and timeliness 
of training. research, and action programmes in this field. It felt that this work should 
become a major focus in the regional mental health programme in the future and that this 
reorientation of the programme will make it even more possible to contribute to the 
programmes of health promotion which WHO wishes to undertake. 

Numerous examples of relevant work and experience in the Region were cited -
including the interventions of mental health teams in the disaster relief operations in the 
Philippines. Management of the psychosocial problems during and after the earthquake 
that struck most of the northern parts of the country in 1990 was undertaken by the 
Department of Health. This group coordinated and collaborated with mental health teams 
at the national and local levels to provide immediate crisis intervention and also to 
contribute to longer term recovery and rehabilitation. The recipients of this intervention 
were not only those who were directly traumatized but also the rescue and relief workers. 
The heightened awareness of the community and providers of psychosocial problems, has 
paved the way for the development of much needed primary mental health care in the 
affected areas. 

Other examples cited included care for the refugees in several countries of the 
Region, work on the relevance of traditional beliefs on disease eradication programming, 
care for the elderly, community mobiJization for health care and so on. The group felt that 
it will be important to use experience obtained already and that additional funds and above 
all moral stimulation on the part of WHO could awaken the interest and stimulate useful 
work in many places. WHO's input was felt to be particularly important in clarifying and 
defining concepts and research methods for work in this field, in stimulating research on 
psychosocial factors (specifically in relation to health), in bringing relevant knowledge to 
the decision-makers (and to teachers in schools of health personnel) and in facilitating 
international cooperation. 

The consideration of psychosocial factors and health promotion must be viewed 
within the context of the culture of the country concerned. This is of relevance in such 
issues as quality of life assessment, which touches on not just the patient's self perception 
but also his perception of himself in the social context. 

2.8.2 Epilepsy, an important public health problem 

The prevalence rates for epilepsy vary from 3 to 5 per thousand in developed 
countries to 15 to 20 per thousand in developing countries. The difference is likely to be 
due to a higher number of a younger people in the developing countries (an age group that 
is most vulnerable to epilepsy) coupled with generally poor health conditions such as poor 
maternal care, inadequate nutrition, frequency of infection, etc. 

Although some forms of epilepsy are due to structural defects or metabolic 
derangements (symptomatic epilepsy), most are diseases in themselves without an overt 
cause; these are called idiopathic seizures. The most common form of seizure is the 
generalized tonic clonic seizure, (grand malseizure). This is most easily diagnosed and can 
be controlled in the vast majority of instances by the administration of an economical, safe 
and reliable anti-convulsant. 

The necessary components of an optimal programme on epilepsy include: a 
commitment of government to include epilepsy in their existing primary health care 
programme; the education of health workers; the assurance of a supply and access to 
drugs; a monitoring system for compliance and side effects; and a referral system for 
problematic patients. 
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The results of such a programme are immediate and oost-effective. WHO has 
prepared a document: Initiative of Support to People with Epilepsy 
(WHO/MNH/MND/90.3), which olltlines the pf08l1lmme in detail. The Philippines has 
inclllded epilepsy in the mental health programme and IJ8eS the above programme. 

The principal discussion centred on patients with epilepsy who had psychiatric 
manifestations and the possibility of phenobarbital becoming abused. 

It was pointed Ollt that confusion often arises when patients have both seizures and 
mental symptoms such as those patients with temporal lobe seizures who also may have 
psychiatric symptoms. On the other hand, patients with seizures may develop psychiatric 
manifestations brought about by the bias usually directed against epileptics. These patients 
need psychosocial support in addition to seizure control Also, it was the consensus of the 
group that when phenobarbital is used as prescribed it is not generally addicting. 

3. CONCLUSIONS AND RECOMMENDA nONS 

3.1 Overall recommendations 

The Regional Coordinating Group on the Mental Health Programme was impressed 
by the many achievements and significant progress made over the past ten years in many 
countries/areas in the Region, especially in the development of services for the mentally ill 
and in the promotion of national programmes aiming to reduce the abuse of alcohol and 
other dru~. It made the following overall recommendations concerning work in the period 
1991·1994. 

3.1.1 Mental health component in health promotion in the Region 

The group stressed the importance of psychosocial and behavioural factors in health 
promotion and therefore recommended that national and re&ional mental health 
proerammes should place major attention on the following: 

(1) the determination of what psychosocial and behavioural factors are involved in 
specific health threa tening behaviour (e.g. cigarette smoking. illegal drug use and, 
promiscuous sexual behaviour) or health protection behaviour (e.g. appropriate 
exercise, good diet); 

(2) the collaboration with other WHO programmes such as nutrition, maternal 
and child health, environmental health and AIDS in developing joint health 
promotion activities; 

(3) measurement of the cost-effectiveness/benefit of these activities. 

The group recommended that detailed plans for action in these areas of work should 
be developed without delay. In these plans particular attention should be given to the 
following: 

(1) development of the mental health component for the promotion of healthy 
lifestyles through the media; 
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(2) child psychosocial development using school mental health programmes and 
other means; 

(3) help to groups at high psychosocial risk such as the elderly, refugees, victims of 
disasters and street children; 

(4) coUaboration with those involved in the rehabilitation of criminals; 

(5) support in the development of prevention strategies for those involved in high 
risk sexual behaviour; 

(6) advocacy of preventive programmes by social sectors other than health; 

(7) development and promotion of the use of methods for assessing quality of life 
and quality of care; 

(8) the education and training of health professionals on psychosocial aspects of 
health and development. 

3.1.2 Public health approach in mental health 

The group reviewed the progress in specific areaS of the existinK pro~amme and 
decided to recommend the followin& subjects for particular attention: 

(1) the systematic collection and analysis of legislation related to mental health, 
with a view to developing a data bank and source of support to countries working to 
draft or update their laws; 

(2) the promotion of the use of a 'common language' which is being developed by 
the WHO for work on the mental health programmes, including the use of 
standardized instruments (e.g. for the assessment of mental state) of classification, of 
narrative guidelines (e.g. concerning ethics of research and the use of neuro-imaging 
techniques) glossaries, and similar material; 

(3) the promotion of a public health approach to psychiatry supported by the 
development of appropriate techniques, quality control, training (particularly of 
general health workers) and provision of essential supplies; 

(4) research relevant to the goals of the programme and leading to results likely to 
be immediately applicable; 

(5) the assessment and monitoring of the changes in the size and nature of 
mental, neurological and psychosocial problems. 

3.1.3 Coordination and support mechanisms for the mental health programme 

Many of the mechanisms and strategies used by the WHO programme of mental 
health have proven to be useful and economical. The grOUP therefore recommended that 
WHO should continue to use them and support in particular the following: 

(1) meetings of the Regional Coordinating Group at regular intervals and at least 
once every three years; 



-47 -

(2) the establishment and functioning of mental health coordinating groups at 
national and where applicable at provincial levels; 

(3) . the widen!ng of the network of WHO-designated collaborating centres, paying 
particular attention to the possibility of establishing them in countries in which there 
are none at present; 

(4) maintenance of the communication and collaboration with and between 
mental health workers in the Region. 

3.1.4 Special considerations concerning prevention and control of health problems 
related to alcohol and drug abuse 

The group recommended that consideration should be given to the following 
measures for the prevention and control of these problems: 

(1) the development of an epidemiologically-based alcohol and drug abuse 
information system, including the creation of indicators that will facilitate problem 
assessment, and appropriate, cost-effective intervention strategies; 

(2) the development of country needs assessment profiles that will lead to 
comprehensive national and regional plans for alcohol and drug abuse control; 

(3) collaboration in the development of comprehensive and culturally relevant 
alcohol and drug abuse educational modules for the medical schools in the Region. 

3.1.5 Collaboration with NOOs 

The group recommended that joint action with nongovernmental organizations 
pursuing the same goals as WHO should be further strengthened, at least in: 

(1) protection of rights of the mentally ill; 

(2) monitoring quality of care for the mentally ill and the impaired; 

(3) support of mental health programmes in the countries in greatest need; 

(4) the education of professionals in the field of mental health. 

3.2 Recommendations concerniOK specific activities for the period 1991-1994 

3.2.1 Mental health programme activities in support of health promotion in the 
Western Pacific Region 

The group recommended that WHO should: 

(1) Carry out a survey of progress made in the implementation of resolution 
WPR/RC39.R13,4 and use the results of this survey in planning further preventive 
action aiming in particular at mental retardation, stroke, adverse psychosocial 
consequences of rapid economic change, and mental health problems in children 
and the elderly. 

4Resolution adopted at the thirty-ninth session of the Regional Committee, 
16 September 1988 - Prevention of mental, neurological and psychosocial disorders. 
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(2) Develop teaching modules necesse'}' for the training of different categories of 
health workers about the psycbosociallspects of health. In this respect WHO should 
use the experience and materials which will be developed in preparation for and 
during the Meeting of Deans of Medical Scboolll in China, convened to introduce 
this training in their schools; identify focal points for ~ .work in Austra!ia, 
Japan, the Republic of Korea, New Zealand and the Philippmes; and organIZe 
similar workshops in these countries. 

(3) Promote the development of school mental health programmes aiming in 
particular at the development of health promoting attitudes, at enhancing the value 
which students give to mental health, and at their participation in health 
programmes. A technical workshop to put together the necessa'}' materials and 
agree on strategies in the development of national programmes should be held in 
1992 aiming to start programmes at count'}' level in the biennium 1992/1993. 

(4) Produce or adopt and promote the use of methods which can help in the 
assessment of psychosocial aspects of institutional care (e.g. homes for the elderly, 
day care facilities for children, orphanages). 

(5) Involve experts and countries in the Region in the development of methods 
for the assessment of both the quality of life and the quality of care, and promote the 
use of these methods in various types of health care activities (e.g. in care for the 
chronically ill, and in programmes dealing with people in difficult life situations such 
as the elderly, victims of disasters and refugees). 

(6) Car,}, out or promote and support operational research which will provide 
data and methods necessa'}' for health promoting programmes such as those aiming 
to change lifestyles, to prevent accidents, ensure compliance with medical advice, 
enhance motivation of health care staff for preventive activities and community work 
and so on. 

The results of research in this field as well as material already produced about 
interventions relevant to the above should be put at the disposal of other health and 
social service programmes as soon as possible. 

3.2.2 Mental health programme activities to introduce a public health approach and 
framework into care for the mentally and neurologically ill 

The group, taking into account what has already been achieved in the Region felt 
that WHO should, over the next few years: 

(1) Collect, analyse and make available mental health legislation from the 
countries in the Region; and convene a working group or task force to draft 
guidelines for further work in this field, with particular reference to the cultural 
patterns relevant to mental health care in the Region. 

(2) CaC'}' out or promote what is necessary to create an epidemiological basis for 
the development of mental health programmes and in this respect: 

(a) identify and derme indicators for use in mental health programmes, 

(b) collect and periodically publish (or otherwise distribute) 
epidemiological da ta from countries in the Region, 
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(c) support research which will produce data necessary for mental health 
programmes and for the exploration of cultural factors in mental health care. 

(3) F~er intensify efforts to introduce mental health into primary health care 
and to build a system of care for the mentally ill which will be community based, 
equitable and of a cost which Member States can afford. 

In this respect it will be of essential importance to examine systems of 
fmancing mental health so that the above-mentioned efforts will be supported. 

Similarly WHO should assemble a desaiption of sl'CCessful programmes in 
this field and publish these materials on a regular basis. 

(4) Support and promote research on matters of relevance for service 
development including studies on effects of different types of health care financing, 
on the cost/benefit of long acting psychotropic drugs, on side effects of such 
medications, on usefulness of different approaches to the rehabilitation of those with 
psychiatric impairment or disability, and on methods to ensure high quality 
psychiatric care. 

(5) Strengthen the training of general health care personnel about matters directly 
relevant to their work with the mentaDy ill, as weD as the postgraduate and 
undergraduate education of doctors and nurses in respect to mental health and the 
role of psychosocial and cultural factors in mental health care. 

In this respect, WHO should widely distribute available manuals and training 
materials and identify coUaborating centres which can help it in monitoring progress 
and in designing training programmes relevant to specific issues. 

(6) CarefuDy monitor and help to develop mental health services that will be able 
to respond to emerging needs for mental health care (e.g. for the needs of victims of 
brain trauma). 

3.2.3 Development of coordination and support mechanisms in the mental health 
programme 

The group recommended that WHO should: 

(1) Organize the next meeting of the Regional Coordinating Group in 1994. 

(2) CoDaborate in setting up national coordinating groups in countries in which 
such groups do not yet exist, e.g. in Papua New Guinea, Viet Nam and the Pacific 
island countries. 

(3) Continue to support and strengthen national and where applicable provincial 
coordinating groups or similar bodies in China, the Philippines and the 
Republic of Korea to make it easier for them to evaluate national plans and help in 
the implementation of national mental health programmes. 

(4) Undertake the steps necessary to strengthen coUaboration and identify 
institutions which could be designated as WHO coUaborating centres in mental 
health and in prevention and control of neurological disorders, with particular 
reference to Australia, Japan, Republic of Korea, the Philippines, and Viet Nam. 
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(5) Further develop and strengthen communication and coUaboration networks 
between centres in the Region, possibly through the issuance of a WHO mental 
health newsletter, through joint meetings with NGOs, and through a wide and 
regular distribution of WHO documents and publication. Nongovernmental 
organizations and WHO collaborating centres should be approached for possible 
technical and fmancial resources, for these undertakings. 

(6) Collaborate with PacifIC island governments and international professional 
associations in the formation of a Pacific Ia1and Nations Mental Health Action 
Group to develop training programmes directed to the prevention and care of the 
mentalIy ill and support mental illness and health programmes in these nations. 

3.2.4 Activities concerning reduction of health problems related to alcohol and drug 
problems 

The group recommended that WHO should: 

(1) strengthen programmes on training and research in drug abuse assessment, 
prevention and treatment for those countries or areas bordering the opium-growing 
region: China, Hong Kong, Lao People's Democratic Republic, Macao, Malaysia 
and Viet Nam (WPRO); Myanmar and Thailand (SEARO). 

(2) provide continuous support for activities on alcohol abuse prevention and 
treatment for island nations in the Pacific. 

3.2.5 Collaboration with NGOs 

The group expressed considerable interest in the possibilities offered by 
strengthening collaboration with NGOs in the fields of mental health and neurology, and 
recommended that WHO, jointly with relevant NGOs, should produce specific plans for 
collaboration in areas listed in recommendation 3.1.5. 
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OPENING SPEECH OF 1HE REGIONAL DIRECTOR 
TO 1HE FOURrn REGIONAL COORDINATING GROUP MEETING ON 1HE 

MENTAL HEALrn PROGRAMME 
MANILA, PHILIPPINES 

25 FEBRUARY - 1 MARCH 1991 

Distinguished participants, dear colleagues, ladies and gentlemen, 

It is my great pleasure to welcome you all today to WHO's Regional Office for the 
Western Pacific, to take part in this important meeting. 

As you are aware, this is the Fourth Regiooal Coordinating Group Meeting on the 
Mental Health Programme. The flfSt, second and third of these regional meetings were 
held in 1979, 1983 and 1987, respectively, in accordance with a resolution adopted by the 
Regiooal Committee in 1978. 

These meetings have played a key role in strengthening mental health programmes 
in the Western Pacific Region and coordinating global, regional and national mental health 
programmes. 

As a result, major changes have taken place in the past ten years in the field of 
mental health in the Region. Increased attention has been given by Member States to the 
public health importance of mental health and alcohol and drug abuse problems. 

National mental health plans and legisJation have been developed in China, 
Malaysia, Papua New Guinea, the Philippines, the Republic of Korea, Viet Nam and other 
countries in line with the recommendations of the coordinating groups. These national 
plans have stimulated the development of community-based mental health services which 
are humane, cost -effective and appropriate for their social and cultural setting. 

Even in countries with few resources for mental health, such as those in the South 
Pacific, governments have become aware of the health implications of alcohol and drug 
abuse and various other psychosocial problems. There have been several requests from 
these countries for WHO's technical collaboration in strengthening their national 
programmes. 

WHO mental health programme activities now exist in most countries and areas in 
the Region, and it is time to review their progress. 

I would like to express my particular interest in the part played by psychosocial and 
behavioural factors in health promotion. In many parts of the Region, the leading causes 
of mortality and morbidity have ceased to be communicable diseases. They are cancer, 
heart disease, stroke and accidents, all of which are close1y related to the life-style and 
behaviour of individuals. Mainly because of this, I have made health promotion one of our 
six regional priorities. The way in which people choose to behave depends on their 
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psychological state and their social milieu. Howevec, little attention is given to this in 
health education or in the health services themselves. This failure to treat the patient as a 
whole person is a very serious shortcoming in our health care systems. Therefore, it is 
appropriate that psychosocial and behavioural factors in the promotion of health and 
human development constitute the essential part of the mental health programme of 
WHO. 

I certainly look forward to seeing the outcome of your deliberations on this matter 
and your recommendations on how to adopt a holistic approach to health promotion. 

From a public health point of view, I consider the prevention and treatment of 
mental and neurological diseases to be an extremely difficult challenge. Severe mental 
illnesses such as schizophrenia, depression, epilepsy and mental handicap place a heavy 
burden on the affected individuals, their families and the community. These diseases 
stigmatize the patient and tend to become chronic or recurrent in the absence of well 
developed community-based programmes. 

In many developing countries, we can easily see that considerable numbers of these 
patients are unable to enjoy the benefits of modem psychiatric care. With the scarcity of 
trained personnel and resources, it is especially important for mental health programmes 
to be developed within the framework of a sound and practical public health approach. It 
is for this reason that your agenda includes such items as essential technologies in mental 
health, prevention of mental and neurological diseases, mental health manuals for 
developing countries and essential drugs in psychiatry. 

Also, collaboration with nongovernmental organizations is important for the success 
of mental health programmes. Already, NGOs have made a great contribution to reducing 
the stigma attached to mental disorders, to training family members to care for patients 
and even to educating patients to deal with and live with their mental and neurological 
problems. I hope that your deliberations will provide us with further guidance in our 
efforts to alleviate the sufferings of patients and their families. 

As part of your terms of reference you are to advise the Regional Director on 
priority needs for WHO technical cooperation in mental health and to make suggestions 
and proposals on specific mental health activities at intercountry and country level. I look 
forward to receiving your recommendations and suggestions. They will playa very 
important part in the formulation of regional and national mental health programmes in 
the coming years. 

Before I conclude, let me express my sincere thanks to Dr Eng-Seong Tan from 
Australia and Dr Robert Fisher from the United States for their assistance in the 
preparation of this meeting as WHO consultants. 

I would also like to extend a very warm welcome to our colleague from 
Headquarters, Dr Norman Sartorius, Director, Division of Mental Health, whose global 
point of view and experience will be of great assistance to us in our work. 

I wish you all an enjoyable and fruitful stay in Manila. 
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TERMS OF REFERENCE 

(1) To inform the Regional Director of the current mental health situation in the Region 
pertaining particularly to: 

the nature and extent of mental health and other psychosocial problems; 

resources available for preventive, therapeutic and research activities. 

(2) To advise the Regional Director on: 

priority needs and areas for WHO technical cooperation in mental health; 

development of collaboration in mental health programmes at regional and 
country levels. 

(3) To make suggestions and proposals on: 

specific mental health activities at intercountry and country levels; 

mechanisms for the exchange of information on mental health; 

the development of criteria for the evaluation of mental health programmes; 

the establishment of appropriate coordinating mechanisms at country level; 

activities suitable for interregional and international collaboration and 
mechanisms for facilitating such joint undertakinjpl. 
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AGENDA 

1. Opening ceremony 

2. Introduction of the meeting 

3. Update of the review of mental health/substance abuse problems in the Region 

4. Evaluation of progress on regional and national mental health programmes 

5. Review of progress on mental health legislation 

6. Public health approach and framework on mental health 

7. Cooperation and collaboration 

8. Specific topics 

9. Recommendations 

10. Draft report 

11. Closing ceremony 
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UST OF DOCUMENTS 

1. INFORMATION BUI I ET!NS 

WPR/MND/MNH(I)/ffi/l Rev.1 : INFORMATION BULLETIN NO.1 
WPR/MND/MNH(I)/ffi/2 Rev.l : INFORMATION BULLETIN NO.2-

PROVISIONAL UST OF TEMPORARY 
ADVISERS, CONSULTANTS, 
OBSERVERS AND SECRETARIAT 

2. PROVISIONAL AGENDA 

WPR/MND/MNH(1)/91.1 Rev.1 : PROVISIONAL AGENDA 

3. AGENDA ITEM 2 

WPR/MND/MNH(l)/INF./l 

WPR/MND/MNH(1)/INF./2 

4. AGENDA ITEM 3 

WPR/MND/MNH(1)/INF./3 

WPR/MND/MNH(1)/INF./4 

S. AGENDA ITEM 4 

WPR/MND/MNH(1)/INF./S 

: PROVISIONAL ANNOTATED 
AGENDA 

: GLOBALMENTALHEALTII 
PROGRAMMES OF WHO 

: WHOMENTALHEALTII 
PROGRAMME IN THE WESTERN 
PACIFIC REGION - BRIEF OUTLINE 

: UPDATE OF REGIONAL MENTAL 
HEALTII PROFILES 

: REGIONAL PROFILES ON ALCOHOL 
AND DRUG ABUSE 

: REGiONALMENTALHEALTII 
PROGRAMME - EVALUATION 
OF PROGRESS IN TIlE PAST 
TEN YEARS 

: EVALUATION OF NATIONAL 
MENTAL HEALTII PROGRAMMES 
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WPR/MND/MNH(1)/INF./6 - PEOPLE'S REPUBLIC OF CHINA 
WPR/MND/MNH(I)/INF./1 - REPUBIC OF KOREA 
WPR/MND/MNH(I)/INF./8 -MALAYSIA 
WPR/MND/MNH(I)/INF./9 - PAPUA NEW GUINEA 
WPR/MND/MNH(I)/INF./IO - PHILIPPINES 
WPR/MND/MNH(I)/INF./II -VIETNAM 

6. AGENDA ITEM S 

WPR/MND/MNH(I)/INF./12 : REVIEW OF PROGRESS ON MENTAL 
HEALTH LEGISLATION 

: PRESENTATIONS 
WPR/MND/MNH(I)/INF./\3 -AUSTRALIA 
WPR/MND/MNH(I)/INF./14 - PEOPLE'S REPUBLIC OF CHINA 
WPR/MND/MNH(I)/INF./15 -JAPAN 
WPR/MND/MNH(I)/INF./16 - NEW ZEALAND 
WPR/MND/MNH(I)/INF./11 - PHILIPPINES 

1. AGENDA ITEM 6 

WPR/MND/MNH(I)/INF./18 : ESSENTIAL TECHNOLOGIES IN 
MENTAL HEALTH 

: PREVENTION OF MENTAL, 
NEUROLOGICAL AND 
PSYCHOSOCIAL DISORDERS 

WPR/MND /MNH( I )/INF./19a : ESSENTIAL DRUGS IN PSYCHIATRY 
AND THE USE OF LONG-ACTING 
PSYCHOTROPIC DRUGS 

WPR/MND /MNH( I )/INF./19b : PSYCHO-PHARMACOLOGY AND 
THE CHRONICALLY MENTALLY-ILL 

8. AGENDA ITEM 1 

WPR/MND/MNH( I )/INF./20 : INTERCOUNTRY TRAINING 
PROGRAMME 

: COOPERATION AND 
COLLABORATION - MULTICENTRE 
RESEARCH 

WPR/MND/MNH( I )/INF./21 - BY DR N. SARTORIUS 
- BY PROFESSOR BOU-YONG RHI 

WPR/MND/MNH(I)/INF./21(a) - BY DR N. SHINFUKU 
WPR/MND/MNH( I )/INF./22 : WORLD PSYCHIATRIC ASSOCIATION 
WPR/MND/MNH( I )/INF./23 : WORLD FEDERATION FOR MENTAL 

HEALTH 
WPR/MND/MNH( I )/INF./24 : WORLD ASSOCIATION FOR 

PSYCHOSOCIAL REHABILITATION 
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9. AGENDA ITEM 8 

WPR/MND/MNH(l)/INF./25 : PSYCHOSOCIALAND 
BEllA VIOURAL ASPECIS OF 
HEALlH 

WPR/MND/MNH(1)/INF./26 : EPll..EPSY, A PUBUC HEALlH 
PROBLEM 

WPR/MND/MNH(1)/INF./27 : A PACIFIC BASIN PSYCHIATRIC 
SOCIETY 
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TABLES AND FIGURES FROM MENTAL HEALTH PROFILE 

TABU 1. DOCTOB/PSYCBIATaIST POPULATION RATIOS 

Population Doctor: Psychiatrists 
x 1 000 000 Population per 100 000 

ratio population 

un llli un llli un 1990 

Australia 15.90 16.3 1: 580 1: 438 10.7 9.2 
(1981) 

China 1003.0 l150.0 1: l141 1: 668 N.A. 1.06 
(1982) 

Fiji 0.66 0.74 1: 1660 1: 2649 0.02 1 
(1982) Psychiatrist 

Hong Kong 4.99 5.8 1: l108 1: 963 0.9 1.24 
(1981) (1989) 

Japan 120.00 123.25 1: 1000 1: 611 5.5 7.08 
(1983) (1989) 

Korea 41.20 42.8 1: 2007 1: 1079 1.3 1.58 

Ka1aysia 15.20 18.0 1: 3619 1: 2769 0.26 0.28 

New Zealand 3.29 3.26 1: 433 1: 556 4.56 5.64 
(1986) 

Papua New N.A. 3.2 N.A. 1: 13462 N.A. 1 
Guinea Psychiatrist 

Philippines 53.17 60.5 
(1983) 

Singapore 2.55 2.7. 

Viet Nam N.A. 64.41 
(1989' 

N.A. - Figures not available 
* Including assistant doctors 

N.A. 1: 1090 N.A. -

1: 970 1: 888 1.49 

N.A. 1: 917i N.A. 

~: Data collected by questionnaire survey sent in 1985 and 
1990. The data obtained does not necessarily mean it was on the year 
surveyed. 

0.034 

N.A. 

0.09 
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TABLE 2. PSYCHIATRIC/GIBEBAL BED RATIOS 

Total beds 1'8ychiatric beds Psychiatric 
per 10 000 per 10 000 General Hospital 
population population beds 

llll 1.!.2Q llll 1i.2Q llll 1990 

Australia 59.00 53.80 9.00 7.40 1: 5.6 1: 8.8 

China 22.00* 412.67* 0.64 1.08 1:32.8* 1:21.7* 

Fiji 26.00 23.40 0.03 2.56 1: 9.1 1: 8.1 

Hong Kong 46.00 43.21 7.30 7.30 1: 5.9 1: 5.9 

Japan 97.00 135.96 27.40 35.70 1: 3.6 1: 2.8 

Korea 15.00 31.79 1.65 2.86 1: 7.8 1:10.1 

Malaysia 24.00 18.90 3.85 2.28 1: 6.1 1: 7.0 

New Zealand N.A. 94.00 16.29* 8.55* N.A. 1:10.98 

Papua New N.A. 13.42 N.A. 0.59 N.A. 1:21.58 
Guinea 

Philippines N.A. 7.70 l.81 1.13 N.A. 1: 5.82 

Singapore 39.00 36.27 11.06 N.A. 1: 2.7 N.A. 

Viet Nam N.A. 33.20 N.A. 0.78 N.A. 1:41 

* Discrepancy due probably to different modes of data collection. 
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LIST OF INTERCOUNTRY MEETINGS 

!2&! Seminar on the Prevention of Road Traffic Accidents 
Manila, Philippines, 14-18 February 1983 

Working Group on the Prevention and Control of Drug Dependence, 
Manila, Philippines, 28 J une-4 July 1983 

Regional Workshop on Alcohol-Related Problems 
Manila, Philippines, 8-12 August 1983 

ANNEX 7 

Second regional Coordinating Group Meeting on Mental Health Programme 
Manila, Philippines, 21-25 October 1983 

Meeting of Head of WHO Collaborating Center in Mental Health 
Manila, Philippines, 1-4 October 1984 

Regional Workshop on National Policy and Programme Formulation 
for the Prevention and Control of Alcohol-Related Problem 
Auckland, New Zealand, 5-9 November 1984 

~ Regional Working Group on Mental Retardation 
Manila, Philippines, 18-22 February 1985 

Regional Working Group on Child Mental Health 
Singapore, 13-16 November 1985 

!2lKi Working Group on Drug-Related Problems in Adolescents 
Tokyo, Japan, 26-28 February 1986 

1987 Third Regional Coordinating Group Meeting 
for the Mental Health Programme 
Manila, Philippines, 16-20 February 1987 

Regional Working Group on Community-based Approach to 
Alcohol-Related Problems, Yokohama, Japan, 1-7 July 1987 

!282 WHO/WPA Meeting on Psychiatric Education for the 21st Century 
Fukuoka, Japan, 13-17 March 1989 

Workshop on Alcohol and Drug-Related Problems in Micronesia 
Koror, Republic of Palau, 5-9 June 1989 
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Regional Workshop on Future Directions of Mental Health Services 
in the Western Pacific Region 
Manila, Philippines, 2-6 October 1989 

Re&ional and intercountO' meetines organized in cooperation with other technical 
unit and a&ell9' 

First meeting of the Sub-committee on Behavioural Science and Mental Health 
of the Western PacifIC Advisory Committee on Medical Research, Manila, 
Philippines, 28-30 March 1983 

South Pacific Commission/World Health Organization Joint Conference on 
Alcohol-Related Problems in Pacific Islands Countries, Noumea, New Caledonia, 
9-13 September 1985 

Trainin& prO!!fammes in mental health at nationa! level 

The mental health programme of the Western Pacific Regional Office of WHO 
has collaborted with Member States in organizing considerable number of training 
programmes to promote, among others, community-based mental health services. 
These training programmes took place, in particular, in the People's Republic of 
China, Republic of Korea, the Philippines, Malaysia, Laos, Viet Nam, Fiji, Tonga 
and several Pacific Island countries. 
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UST OF RESEARCH PROJECfS IN MENTAL HEALTH SUPPORTED BY WPRO 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

Formulation of a Regional Mental Health Profile 

Study on Housing Environment, Family Functioning. and Child Mental Health 
China-Singapore project (Shanghai) 

Study on Housing Environment, Family Functioning. and Child Mental Health 
China-Singapore project (Singapore) 

National Case Study on Child Mental Helth and Psychosocial Development in China 

Comparative Study on Prevalence of Affective Disorder Among General Population 
of Three Cities - Shanghai, Seoul, and Nagasaki 

Bio-psychosocial Study on Children with Emotional and Behavioural Problems, 
Beijing. Seoul, Tokyo 

A Cohort Study of Mental, Physical and Behavioural Impact of Early (at age 55) 
Compulsory Retirement in Korea 

A Pilot Study on the Prevalence Rate of Age-related Dementia in Urban Population 
Aged 60 and Over in China 

Regional Comparative Study of Motorcycle Accidents with Special Reference to 
Licensing Requirements 

(10) Kanghwa Project: The Assessment of Mental Health Needs of a Community 

(11) National Collaborative Study on the Prevention of Mental Retardation in the 
People's Republic of China 

(12) Road Accident Statistics in theWestern Pacific Region 

(13) The Role of Alcohol in Casualties in Selected Countries in the Western Pacific 
Region, Fiji, Papua New Guinea, Australia 

(14) Cognitive Function Study in Korea Aged Population 

(15) A Study on the Nature and Characteristics of Solvent/Inhalant abuse in the 
Philippines 

(16) A Collaborative Survey on Alcohol Dependency and Alcoholism in Different Areas 
in China 

(17) Development of Preventive Strategies for Alcohol Abuse Through the Use of Patch 
Testing - Kurihama and Shanghai 

(18) National Epidemiological Study of Road Traffic Accidents and Emergency Medical 
Services in China 
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(19) The Health Seeking Behaviour of the Mentally ill Patients and Their Families in 
Asia, Seoul, Tokyo, Cbengdu, Cbangsa, Manila, Kuala Lumpur 

(20) Multicentre Study on the Feasibility and Effectiveness of a Widely Applied 
Rehabilitation/Family Education and Support Programme for those with 
Schizophrenia Living in the Community, Shanghai and other cities in China 

(21) FoUow-up and Prevention of Relapse for Patients who are Leaving the Psychiatric 
Unit in Vientiane, Laos. 

(22) Five Center Study on the Development of Community-Based Approach to 
ChronicaUy Mentally ill in Viet Nam 
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TABLE 1. REASONS FOR UNDERTAKING MULTICENTRE STUDY 

Main reasons for undertaking a Example of project 
multicentre study 

Nature of question requires comparison of The International Pilot Study of 
fmdings obtained in different centres Schizophrenia (which set out to 

examine whether schizophrenia in a 
similar fprm, exists in different 
cultures 

Aocummulation of cases is slow in Search for markers of manic 
anyone setting depressive illn~; linkage with 

colour blindness 

Need to replicate a study in a shorter time; The Collaborative study on 
each of the studies in collaborating centres depressive disordjrs in 
(althOUgh part of a collaborative study) is different cultures 
analyzed as if it were a replication study 

The study requires examinations or analyses 
which can (only or best) be performed in 

The Haloperidol "window" study4 

one centre (e.g.laboratol}') 

lWorld Health Organization (1973). The International Pilot Study of Schizophrenia, 
Volume 1, Geneva, WHO. 

World Health Organization (1979). Schizophrenia: an International Follow-up 
Study. Chichester, New York, Brisbane, Toronto: John Wiley & Sons. 

Sartorius, N. Jablensky, A., Korten, A., Ernberg, G., Anker, M., Cooper, J.E. & 
Day, R. (1986). Early manifestations and flfst-contact incidence of schizophrenia in 
different cultures: a preliminal}' report on the initial evaluation phase in the WHO 
Collaborative Study on Determinants of Outcome of Severe Mental Disorders. 
Psychological Medicine, 16:909-928. 

2Gershon, E.S., Mendlewicz, J., Gastpar, M., Bech, P., Goldin, LR., KielhoIz, P., 
Rafaelsen, OJ., Vartanian, F., Bunney, W.E. (1980). A collaborative study of genetic 
illness and red/green colorblindness. Acta Psychiatrica Scandinavica, 61:319-338. 

3Sartorius, N., Davidian, H., Ernberg, G., Fenton, F.R., Fujii, I., Gastpar, M., 
Gulbinat, W., Jablensky, A., KielhoIz, P., Lehmann, H.E., Naraghi, M., Shimizu, M., 
Shinfuku, N. & Takahashi, R. (1983). Depresssive Disorders in Diffferent CUlture. 
Geneva: World Health Organization. 

4potkin, S. et. a1. (1989), the Haloperidol "window": report from a WHO 
Collaborative Study. Proceedings of the World Congress of Psychiatl}' (to be published). 
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Study is undertaken for "advocacy" reaIOos. 
It is expected that the reaults obtained 
!"ill lead to simul~eous action programme! 
m several countnes 

Stratqies for the q;tenaion of 
mental bealth care-' 

SSartorius, N. &'Harding. T.W. (1983). The WHO Collaborative Study on Strategies 
for Extending Mental Health Care, I : The Genesis of the Study. American Journal of 
Psychiatry, 140:1470-1473. 
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TABLE 2. INVOLVEMENT OF WPRO CENTRES IN INTERREGIONAL 
COLLABORATIVE RESEARCH 

Title of project Centres 

Study of lithium every second day Beijing 

Study ofICD-tO research criteria Beijing. Changsha, Chengdu, Shanghai 
and clinical criteria Fukuoka, Chiha, Nagasaki, Sapporo, 
Shiga Tokyo, Dunedin, Wellington, Seoul 

SCAN study } Sydney, Canberra, Beijing 

elDI study} Development of Sydney, Beijing 

IPDE study} instruments Tokyo 

Pathways study } Shanghai, Nagasaki, Seoul 

Psychological problems in general 
health care 

Shanghai, Nagasaki 

Long-term schizophrenia study Hong Kong. Nagasaki 

Epilepsy Manila 

Epidemiology of dementia Seoul, Singapore 


