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Message from WHO and Wonca

For too long, mental disorders have been largely overlooked as part of strengthening primary
care. This is despite the fact that mental disorders are found in all countries, in women and men,
at all stages of life, among the rich and poor, and in both rural and urban settings. It is also despite
the fact that integrating mental health into primary care facilitates person-centred and holistic
services, and as such, is central to the values and principles of the Alma Ata Declaration.

Common misunderstandings about the nature of mental disorders and their treatment have
contributed to their neglect. For example, many people think that mental disorders affect only
a small subgroup of the population, but the reality is that up to 60% of people attending pri-
mary care clinics have a diagnosable mental disorder. Others think that mental disorders
cannot be treated, but we know that effective treatments exist and can be successfully delivered
in primary care. Some believe that people with mental disorders are violent or unstable, and
therefore should be locked away, while in fact the vast majority of affected individuals are non-
violent and capable of living productively within their communities.

You will read about several people in this report who have been helped by primary care serv-
ices for mental health. Juan from Chile has suffered from schizophrenia his entire adult life.
Before integrated services for mental health in primary care were introduced, his condition
was poorly managed and he was shuffled repeatedly in and out of a psychiatric hospital, where
he endured and witnessed numerous human rights abuses. This part of his story is unfortu-
nately all too familiar. However with the advent of primary care services for mental health in
his community, Juan’s condition became well-managed and he was able to be reintegrated with
his family. He hasn’t been back to the psychiatric hospital for four years now.

In a different part of the world, Daya from Zimbabwe was diagnosed with HIV/AIDS while
pregnant with her first child. She spiralled into a deep depression, which continued after the
birth of her baby. Thankfully, her primary health worker identified Daya’s depression, initi-
ated treatment and referred her to additional community-based services. After several weeks
of treatment, Daya finally felt the clouds lifting and was once again able to enjoy her life and
appreciate the miracle of her first child.

As these and other stories in the report poignantly illustrate, primary care starts with people.
And, integrating mental health services into primary care is the most viable way of ensuring
that people have access to the mental health care they need. People can access mental health
services closer to their homes, thus keeping their families together and maintaining their
daily activities. In addition, they avoid indirect costs associated with seeking specialist care in
distant locations. Mental health services delivered in primary care minimize stigma and dis-
crimination, and remove the risk of human rights violations that occur in psychiatric hospitals.
And, as this report will show, integrating mental health services into primary care generates
good health outcomes at reasonable costs. Nonetheless, general primary care systems must be
strengthened before mental health integration can be reasonably expected to flourish.

Our common humanity compels us to respect people’s universal aspiration for a better life, and
to support their attainment of a state of complete physical, mental and social well-being, and
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not merely the absence of disease or infirmity. With integrated primary care, the substantial
global burden of untreated mental disorders can be reduced, thereby improving the quality of
life for hundreds of millions of patients and their families.

It is vital that countries review and implement the 10 common principles for successful inte-
gration described in this report. From our side, WHO and Wonca are committed to assisting
countries to implement and scale-up primary care for mental health, and urge the same scale
of commitment from others.

DKl

Dr Margaret Chan Professor Chris van Weel
Director-General World President
World Health Organization World Organization of

Family Doctors (Wonca)
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Executive summary

1. Mental disorders affect hundreds of millions of people and, if left untreated,
create an enormous toll of suffering, disability and economic loss.

2. Despite the potential to successfully treat mental disorders, only a small
minority of those in need receive even the most basic treatment.

3. Integrating mental health services into primary care is the most viable way
of closing the treatment gap and ensuring that people get the mental health
care they need.

4. Primary care for mental health is affordable, and investments can bring
important benefits.

5. Certain skills and competencies are required to effectively assess, diagnose,
treat, support and refer people with mental disorders; it is essential that
primary care workers are adequately prepared and supported in their mental
health work.

6. There is no single best practice model that can be followed by all countries.
Rather, successes have been achieved through sensible local application of
broad principles.

7. Integration is most successful when mental health is incorporated into
health policy and legislative frameworks and supported by senior leadership,
adequate resources, and ongoing governance.

8. To be fully effective and efficient, primary care for mental health must
be coordinated with a network of services at different levels of care and
complemented by broader health system development.

9. Numerous low- and middle-income countries have successfully made the
transition to integrated primary care for mental health.

10. Mental health is central to the values and principles of the Alma Ata
Declaration; holistic care will never be achieved until mental health is
integrated into primary care.

This report on integrating mental health into primary care, which was developed jointly
by the World Health Organization (WHO) and the World Organization of Family Doctors
(Wonca), presents the justification and advantages of providing mental health services in pri-
mary care. At the same time, it provides advice on how to implement and scale-up primary
care for mental health, and describes how a range of health systems have successfully under-
taken this transformation.

Mental disorders affect hundreds of millions of people and, if left untreated, create an enor-
mous toll of suffering, disability and economic loss. Yet despite the potential to successfully
treat mental disorders, only a small minority of those in need receive even the most basic treat-
ment. Integrating mental health services into primary care is the most viable way of closing the
treatment gap and ensuring that people get the mental health care they need. Primary care for
mental health is affordable, and investments can bring important benefits.
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This report is divided into distinct parts, with different needs in mind.

Part 1 provides the context for understanding primary care for mental health within the
broader health care system.

o Chapter 1 provides the context for understanding primary care for mental health within
the broader health care system. It describes how integrated primary care for mental health
works best when it is supported by other levels of care, including community-based and
hospital services. The WHO Service Organization Pyramid for an Optimal Mix of Services for
Mental Health describes the necessary components of any mental health system and shows
how the different service levels can work together to provide comprehensive and integrated
care. Primary care for mental health forms a necessary part of comprehensive mental health
care, as well as an essential part of general primary care. However, in isolation it is never suf-
ficient to meet the full spectrum of mental health needs of the population.

 Chapter 2 describes the rationale and advantages of integrating mental health into primary
care (see Box ES.1). It outlines the current burden of mental disorders around the world,
and the widespread shortfalls in the health sector’s response. The chapter then explains how
providing mental health treatment and care through primary care improves access and pro-
motes human rights, and ultimately produces better health outcomes at lower costs for
individuals, families and governments.

Part 2 explains how to successfully integrate mental health into primary care and highlights 10
common principles which are central to this effort (see box ES.2). It also presents 12 detailed
case examples to illustrate how a range of health systems have undertaken this transforma-
tion. The best practice examples illustrate several important points. First, there is no single
approach that should be followed by all countries. Rather, success is achieved through sensible
local application of the 10 broad principles outlined in Box ES.2. Second, careful steward-
ship is required. Third, especially where primary health workers address mental health for the
first time, a measured process of training and assistance is essential. Finally, a well-function-
ing overall primary care system is an essential prerequisite for successful integration of mental
health services.

The 12 best practice examples are summarized below.

Argentina: physician-led primary care for mental health in Neuquén Province, Patagonia
Region. Primary care physicians lead the diagnosis, treatment and rehabilitation of patients
with severe mental disorders. Patients receive outpatient treatment in their communities. Psy-
chiatrists and other mental health specialists are available to review and advise on complex
cases. A community-based rehabilitation centre provides complementary clinical care and
serves as a training site for general medicine residents and practising primary care physicians.
The programme has increased demand for mental health care and allowed people with men-
tal disorders to remain in their communities and socially integrated. Because psychiatrists are
used sparingly and institutional care is avoided, costs are lower and access to needed services
is enhanced.

Australia: integrated mental health care for older people in general practices of inner-

city Sydney. General practitioner physicians provide primary care for mental health, with
the advice and support of community psychogeriatric nurses, psychologists, and geriatric
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Box ES.1  Seven good reasons for integrating mental health into primary care

1. The burden of mental disorders is great. Mental disorders are prevalent
in all societies. They create a substantial personal burden for affected
individuals and their families, and they produce significant economic and
social hardships that affect society as a whole.

2. Mental and physical health problems are interwoven. Many people suffer
from both physical and mental health problems. Integrated primary care
services help ensure that people are treated in a holistic manner, meeting
the mental health needs of people with physical disorders, as well as the
physical health needs of people with mental disorders.

3. The treatment gap for mental disorders is enormous. In all countries,
there is a significant gap between the prevalence of mental disorders, on one
hand, and the number of people receiving treatment and care, on the other
hand. Primary care for mental health helps close this gap.

4. Primary care for mental health enhances access. When mental health
is integrated into primary care, people can access mental health services
closer to their homes, thus keeping their families together and maintaining
their daily activities. Primary care for mental health also facilitates community
outreach and mental health promotion, as well as long-term monitoring and
management of affected individuals.

5. Primary care for mental health promotes respect of human rights.
Mental health services delivered in primary care minimize stigma and
discrimination. They also remove the risk of human rights violations that can
occur in psychiatric hospitals.

6. Primary care for mental health is affordable and cost effective. Primary
care services for mental health are less expensive than psychiatric hospitals,
for patients, communities and governments alike. In addition, patients
and families avoid indirect costs associated with seeking specialist care in
distant locations. Treatment of common mental disorders is cost effective,
and investments by governments can bring important benefits.

7. Primary care for mental health generates good health outcomes. The
majority of people with mental disorders treated in primary care have good
outcomes, particularly when linked to a network of services at secondary
level and in the community.

w =

psychiatrists. The key to the model is supported, collaborative, and shared care between pri-

mary care, community services, and specialist services, which include community-aged care,
geriatric medicine, and old age psychiatry. Over time, general practitioners have required less
advice and support, and achieved better outcomes in terms of maintaining continuity of care.

Belize: nationwide district-based mental health care. Psychiatric nurse practitioners conduct
various primary care activities, including home visits and training of primary care workers.
Their introduction has facilitated numerous improvements: admissions to the psychiatric hos-
pital have been reduced; outpatient services have increased; and community-based mental
health prevention and promotion programmes are now in place. While this approach has not
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yet resulted in a fully-integrated mental health service, a number of important lessons have
been learnt. In countries where there are very few trained mental health specialists, a two stage
approach, where primary care practitioner skills are built over time, may be more appropriate
than attempting to reach fully integrated mental health care in one stage.

Brazil: integrated primary care for mental health in the city of Sobral. Primary care prac-
titioners conduct physical and mental health assessments for all patients. They treat patients
if they are able, or request an assessment from a specialist mental health team, who make reg-
ular visits to family health centres. Joint consultations are undertaken between mental health
specialists, primary care practitioners, and patients. This model not only ensures good-qual-
ity mental health care, but also serves as a training and supervision tool whereby primary
care practitioners gain skills that enable greater competence and autonomy in managing men-
tal disorders. Over time, primary care practitioners have become more confident, proficient
and independent in managing the mental health problems of their patients. Sobral has been
awarded three national prizes for its approach to integrating mental health into primary care.

Chile: integrated primary care for mental health in the Macul District of Santiago. General
physicians diagnose mental disorders and prescribe medications where required; psychologists
provide individual, family and group therapy; and other family health team members provide
supportive functions. A mental health community centre provides ongoing support and super-
vision for general physicians. Clear treatment pathways with lines of responsibility and referral
assist all members of the multidisciplinary family health teams. Health service data show that,
over time, more people with mental disorders have been identified and successfully treated at
the family health centre. User satisfaction has also improved.

India: integrated primary care for mental health in the Thiruvananthapuram District, Ker-
ala State. Trained medical officers diagnose and treat mental disorders as part of their general
primary care functions. A multidisciplinary district mental health team provides outreach
clinical services, including direct management of complex cases and in-service training and
support of the trained medical officers and other primary care workers in the primary care
centre. Over time, primary care centres have assumed responsibility for independently operat-
ing mental health clinics with minimal support from the mental health team. In addition, the
free and ready availability of psychotropic medications in the clinics has enabled patients to
receive treatment in their communities, thus greatly reducing expenses and time spent travel-
ling to hospitals.

Islamic Republic of Iran: nationwide integration of mental health into primary care. Gen-
eral practitioners provide mental health care as part of their general health responsibilities and
patients therefore receive integrated and holistic services at primary care centres. If problems
are complex, patients are referred to district or provincial health centres, which are supported
by mental health specialists. Community health workers assist the process by identifying and
referring people in their villages to primary care for assessment. An important feature of the
Iranian integration of mental health has been its national scale, especially in rural areas. A sig-
nificant proportion of the country’s population is now covered by accessible, affordable and
acceptable mental health care.

Saudi Arabia: integrated primary care for mental health in the Eastern Province. Pri-
mary care physicians provide basic mental health services through primary care, and selected
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primary care physicians, who have received additional training, serve as referral sources for
complex cases. A community mental health clinic provides complementary services, such as
psychosocial rehabilitation. As a result of training and ongoing support by mental health spe-
cialists based at the community mental health clinic, physicians’ knowledge and management
of mental disorders have improved. Many people with mental disorders, who otherwise would
have been undetected or hospitalized, are now treated within the community.

South Africa: Integrated primary care services for mental health in the Ehlanzeni District,
Mpumalanga Province. Two distinct service models are used. In the first model, a skilled pro-
fessional nurse sees all patients with mental disorders within the primary care clinic. In the
second model, mental disorders are managed as any other health problem, and all primary
care workers treat patients with mental disorders. Importantly, clinics have tended to adopt
the model that best accommodates their available resources and local needs. From a starting
point of no services whatsoever in 1994, half of the clinics in the district were providing mental
health services by 2002, and by early 2007, more than 80% of clinics were delivering services.
Primary care nurses and patients are generally satisfied with the integrated approach.

South Africa: a partnership for mental health primary care in the Moorreesburg District,
Western Cape Province. General primary care nurses provide basic mental health services
in the primary health clinic, and specialist mental health nurses and a psychiatrist intermit-
tently visit the clinic to manage complex cases and provide supervision to primary care nurses.
Because patients are seen within the same clinic, access to mental health care is improved and
potential stigma is reduced. Primary care practitioners are generally satisfied with the model.
They appreciate the regular visits by the mental health nurse and the psychiatrist, who provide
ongoing in-service training as well as support for complex cases. The model is being examined
currently at a provincial and national level for possible implementation in parts of the country
with similar characteristics.

Uganda: integrated primary care for mental health in the Sembabule District. Primary
care workers identify mental health problems, treat patients with uncomplicated common
mental disorders or stable chronic mental disorders, manage emergencies, and refer patients
who require changes in medication or hospitalization. Specialist outreach services from hos-
pital-level to primary health-level facilitate ongoing mentoring and training of primary care
workers. In addition, village health teams, comprising volunteers, help identify, refer and mon-
itor people with mental disorders. Mental health treatment in primary care, compared with the
previous institutional care model, has improved access, produced better outcomes, and mini-
mized disruption to people’s lives.

United Kingdom of Great Britain and Northern Ireland: Primary care for mental health for
disadvantaged communities in London. A primary care practice in east London developed
an innovative way to include and mainstream disadvantaged populations including migrants
and homeless people, leading to improved holistic primary care for mental health and phys-
ical health needs, early identification of illness and comorbidity, reduced stigma, and social
inclusion. The practice also showed significant progress in assisting patients with psychosocial
rehabilitation. A key feature of this best practice is the close link that it has developed with sec-
ondary-level health and community services, as well as a range of organizations and services
dealing with employment, housing and legal issues.

Executive summary



Box ES.2 10 Principles for integrating mental health into primary care

1. Policy and plans need to incorporate primary care for mental health.
Commitment from the government to integrated mental health care, and a
formal policy and legislation that concretizes this commitment, are fundamental
to success. Integration can be facilitated not only by mental health policy, but
also by general health policy that emphasizes mental health services at primary
care level. National directives can be fundamental in encouraging and shaping
improvements. Conversely, local identification of need can start a process that
flourishes and prospers with subsequent government facilitation.

2. Advocacy is required to shift attitudes and behaviour. Advocacy is an
important aspect of mental health integration. Information can be used in
deliberate and strategic ways to influence others to create change. Time and
effort are required to sensitize national and local political leadership, health
authorities, management, and primary care workers about the importance of
mental health integration. Estimates of the prevalence of mental disorders,
the burden they impose if left untreated, the human rights violations that often
occur in psychiatric hospitals, and the existence of effective primary care-based
treatments are often important arguments.

3. Adequate training of primary care workers is required. Pre-service and/
or in-service training of primary care workers on mental health issues is an
essential prerequisite for mental health integration. However, health workers also
must practise skills and receive specialist supervision over time. Collaborative
or shared care models, in which joint consultations and interventions are held
between primary care workers and mental health specialists, are an especially
promising way of providing ongoing training and support.

4. Primary care tasks must be limited and doable. Typically, primary care
workers function best when their mental health tasks are limited and doable.
Decisions about specific areas of responsibility must be taken after consultation
with different stakeholders in the community, assessment of available human and
financial resources, and careful consideration of the strengths and weaknesses
of the current health system for addressing mental health. Functions of primary
care workers may be expanded as practitioners gain skills and confidence.

5. Specialist mental health professionals and facilities must be available to
support primary care. The integration of mental health services into primary
care is essential, but must be accompanied by complementary services,
particularly secondary care components to which primary care workers can turn
for referrals, support, and supervision. This support can come from community
mental health centres, secondary-level hospitals, or skilled practitioners
working specifically within the primary care system. Specialists may range from
psychiatric nurses to psychiatrists.
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6. Patients must have access to essential psychotropic medications in
primary care. Access to essential psychotropic medications is essential for
the successful integration of mental health into primary care. This requires
countries to directly distribute psychotropic medicines to primary care facilities
rather than through psychiatric hospitals. Countries also need to review and
update legislation and regulations to allow primary care workers to prescribe and
dispense psychotropic medications, particularly where mental health specialists
and physicians are scarce.

7. Integration is a process, not an event. Even where a policy exists, integration
takes time and typically involves a series of developments. Meetings with a
range of concerned parties are essential and in some cases, considerable
scepticism or resistance must be overcome. After the idea of integration has
gained general acceptance, there is still much work to be done. Health workers
need training and additional staff might need to be employed. Before any of this
can occur, budgets typically will require agreement and allocation.

8. A mental health service coordinator is crucial. Integration of mental health
into primary care can be incremental and opportunistic, reversing or changing
directions, and unexpected problems can sometimes threaten the programme’s
outcomes or even its survival. Mental health coordinators are crucial in steering
programmes around these challenges and driving forward the integration
process.

9. Collaboration with other government non-health sectors, nongovernmental
organizations, village and community health workers, and volunteers is
required. Government sectors outside health can work effectively with primary
care to help patients with mental disorders access the educational, social and
employment initiatives required for their recovery and full integration into the
community. Nongovernmental organizations, village and community health
workers, and volunteers often play an important role in supporting primary
care for mental health. Village and community health workers can be tapped
to identify and refer people with mental disorders to primary care facilities;
community-based nongovernmental organizations can help patients become
more functional and decrease their need for hospitalization.

10. Financial and human resources are needed. Although primary care for
mental health is cost effective, financial resources are required to establish and
maintain a service. Training costs need to be covered, and additional primary
and community health workers might be needed. Mental health specialists who
provide support and supervision must also be employed.

~
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Part 2 concludes by emphasizing the need to consider the 10 principles for integration together
with the set of health system strengthening guidelines provided within the WHO Mental
Health Policy and Service Guidance Package), in order to make integrated primary care for
mental health a reality.

Annex 1 provides information about the skills and competencies that are required to effec-
tively assess, diagnose, treat, support and refer people with mental disorders. The primary care
context presents specific challenges for health workers, including diverse patient populations
and comorbid mental and physical health problems. Primary care workers must undertake two
key functions to provide good quality primary care for mental health: assessment and diagno-
sis of mental disorders; and treatment, support, referral, and prevention services. To perform
these functions, primary care workers require advanced communication skills. Education on
mental health issues should occur during primary care workers’ pre-service education, intern-
ship and residency, as well as throughout their careers in the form of short courses, continuing
education, and ongoing supervision and support.

Mental health integration requires leadership and long-term commitment. Yet integrated pri-
mary care for mental health is attainable, and as demonstrated by numerous health systems,
scaling-up can be achieved. Integrated primary care for mental health is not only the most
desirable approach; it is also a feasible approach — even in low- and middle-income countries.
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Introduction

Thirty years after the Alma Ata Declaration on primary health care was adopted, its key princi-
ples remain fundamental building blocks for improved global health. The first principle of the
Declaration reaffirms the Constitution of the World Health Organization (WHO): health is a
state of complete physical, mental and social well-being and not merely the absence of disease
or infirmity.! Echoing the importance of primary care, the WHO World Health Report 2008

argues that a renewal and reinvigoration of primary care is important now, more than ever.?

Nevertheless, the vision of primary care for mental health has not yet been realized in most
countries. Lack of political support, inadequate management, overburdened health serv-
ices and, at times, resistance from policy-makers and health workers have hampered the
development of services.’ Instead, many countries are still relying on outmoded psychiatric
hospital-based approaches to treatment, which are largely ineffective and fraught with human
rights violations. Many low- and middle-income countries do not have even basic primary care
infrastructure and services, which undermines the success of mental health integration.

The neglect of mental health issues continues despite documentation of the high prevalence of
mental disorders, the substantial burden these disorders impose on individuals, families, com-
munities and health systems when left untreated. The neglect also continues despite scores of
studies that have shown effective treatments exist and can be successfully delivered in primary
care settings.

So juxtaposed to Alma Ata’s commemorations and related calls for renewed focus on primary
care, the stark reality is that holistic care will never be achieved until mental health is integrated
into primary care.

What needs to be done is quite clear. Large psychiatric hospitals need to be closed, and instead
mental health treatment and care need to be provided through primary care centres and other
community-based settings.* For this transition to occur successfully, primary care workers®
must be trained and supported by more specialized service levels.

As this report will show, treating mental disorders as early as possible, holistically and close to
the person’s home and community lead to the best health outcomes. In addition, primary care
offers unparalleled opportunities for the prevention of mental disorders and mental health pro-
motion, for family and community education, and for collaboration with other sectors.

Primary care for mental health defined

In this report, primary care for mental health refers specifically to mental health services that
are integrated into general health care at a primary care level. Primary care for mental health
pertains to all diagnosable mental disorders, as well as to mental health issues that affect phys-
ical and mental well-being. Services within the definition include:

2 Primary health workers include medical doctors, nurses and other clinicians who provide first line
general primary health care services.
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o first line interventions that are provided as an integral part of general health care; and
o mental health care that is provided by primary care workers who are skilled, able and sup-
ported to provide mental health care services.

While this report recognizes the importance of community-based programmes, they are not
the focus of this report; nor are self-care, home care, and informal mental health care provided
by community members. Similarly, this report does not emphasize the prevention of men-
tal disorders and mental health promotion, unless these programmes are conducted as part of
primary care within general health facilities. Finally, issues related to collaboration with other
government ministries such as education, welfare and labour, as well as involvement of con-
sumers and family members, are covered only to the extent that they impact on primary care
services for mental health.

Although this report uses a restricted definition of primary care for mental health, it fully
acknowledges that a range of mental health services is required in any country or health sys-
tem. Primary care for mental health forms a necessary part of comprehensive mental health
care, as well as an essential part of general primary care. However, in isolation it is never suffi-
cient to meet the full spectrum of mental health needs of the population.

Further details are provided in Part 1, Chapter 1, which describes the optimal mix of mental
health services as part of primary care-led systems. The specific structure of any system will
invariably depend on the unique context of the given country or health system, but should
nonetheless embody the broad principles outlined by the service model and contained in the
Alma Ata Declaration.

Scope of this report

This report is divided into distinct parts, with different needs in mind.

Part 1 provides the context for understanding primary care for mental health within the broader
health care system. A service organization model is presented to show how the different serv-
ice levels can work together to provide comprehensive and integrated mental health care. Part
1 also describes the rationale and advantages of integrating mental health into primary care. It
outlines the current burden of mental disorders around the world and the widespread short-
falls in the health sector’s response. It then explains how providing mental health treatment and
care through primary care will improve access and promote human rights, and ultimately pro-
duce better health outcomes at lower costs for individuals, families and governments alike.

Part 2 explains in detail how to successfully integrate mental health into primary care. Ten
common principles are introduced that can be applied to all mental health integration efforts,
regardless of country resource level. Part 2 also presents detailed case examples to illustrate
how a range of health systems have undertaken this transformation.

Annex 1 provides information on how to diagnose and treat mental disorders in primary care.
It also describes the core competencies required to effectively manage mental disorders in pri-
mary care. Finally, Annex 1 considers training and education models that will best prepare the
health workforce for integrated mental health care.
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Key messages of this report

Mental disorders affect hundreds of millions of people and, if left untreated, create an enor-
mous toll of suffering, disability and economic loss.

Despite the potential to successfully treat mental disorders, only a small minority of those
in need receive even the most basic treatment.

Integrating mental health services into primary care is the most viable way of closing the
treatment gap and ensuring that people get the mental health care they need.

Primary care for mental health is affordable, and investments can bring important benefits.
Certain skills and competencies are required to effectively assess, diagnose, treat, support
and refer people with mental disorders; it is essential that primary care workers are ad-
equately prepared and supported in their mental health work.

There is no single best practice model that can be followed by all countries. Rather, successes
have been achieved through sensible local application of broad principles.

Integration is most successful when mental health is incorporated into health policy and
legislative frameworks and supported by senior leadership, adequate resources, and on-
going governance.

To be fully effective and efficient, primary care for mental health must be coordinated with
a network of services at different levels of care and complemented by broader health sys-
tem development.

Numerous low- and middle-income countries have successfully made the transition to inte-
grated primary care for mental health.

Mental health is central to the values and principles of the Alma Ata Declaration; holistic
care will never be achieved until mental health is integrated into primary care.
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Primary care for mental health in context

Chapter 1 provides the context for understanding primary care for mental health within the
broader health care system. It describes how integrated primary care for mental health works
best when it is supported by other levels of care, including community-based and hospital serv-
ices. A World Health Organization (WHO) service organization model is presented to show
how the different service levels can work together to provide comprehensive and integrated
care.

Chapter 2 describes the rationale and advantages of integrating mental health into primary
care. It outlines the current burden of mental disorders around the world, and the widespread
shortfalls in the health sector’s response. The chapter then explains how providing men-
tal health treatment and care through primary care will improve access and promote human
rights, and ultimately produce better health outcomes at lower costs for individuals, families
and governments (see Box 1.1).

Seven good reasons for integrating mental health into primary care
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e The burden of mental disorders is great.

e Mental and physical health problems are interwoven.

e The treatment gap for mental disorders is enormous.

e Primary care for mental health enhances access.

e Primary care for mental health promotes respect of human rights.
e Primary care for mental health is affordable and cost effective.

e Primary care for mental health generates good health outcomes.
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CHAPTER 1

Primary care for mental
health within a pyramid of
health care

Primary care for mental health is an essential component of any well-functioning health sys-
tem. Nonetheless, to be fully effective and efficient, primary care for mental health must be
complemented by additional levels of care. These include secondary care components to which
primary care workers can turn for referrals, support, and supervision. Linkages to informal
and community-based services are also necessary. Understanding and appreciating these rela-
tionships is crucial to understanding the role of integrated primary mental health care within
the context of the overall health system.

Key messages

o Primary care for mental health forms a necessary part of comprehensive mental health care,
as well as an essential part of general primary care.

o The WHO Service Organization Pyramid for an Optimal Mix of Services for Mental Health
describes the necessary components of any mental health system.

o Primary care for mental health, as defined in the WHO model, is fundamental but must
be supported by other levels of care including community-based and hospital services,
informal services, and self-care to meet the full spectrum of mental health needs of the
population.

The optimal mix of services — the WHO pyramid

WHO has previously developed a model describing the optimal mix of mental health services.
The WHO Service Organization Pyramid for an Optimal Mix of Services for Mental Health pro-
poses the integration of mental health services with general health care. Integrated primary
mental health care is a fundamental component of this model, and is supported by other levels
of care including community-based and hospital services.!

The WHO model is based on the principle that no single service setting can meet all pop-
ulation mental health needs. Support, supervision, collaboration, information-sharing and
education across the different levels of care are essential to any system. The model also assumes
that people with mental disorders need to be involved, albeit to differing degrees, in their own
recovery. It promotes good use of resources, the involvement of individuals in their own men-
tal health care, and a human rights and community-based orientation. For the formal health
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system to be most effective, The World Organization of Family Doctors (Wonca) believes that
for every family there should be a family doctor. For family doctors to be effective, they should
have access to the full spectrum of specialist services, both in community and hospital set-
tings. Regardless of resource level, all countries should aim to procure the best possible mix of
services from all levels of the pyramid and regularly evaluate what is available, with the aim of

gradually improving the range of available services.

The WHO model has been further elaborated by WHO and Wonca to emphasize the dimen-
sion of self-care that is required at each service level (see Figure 1.1). Self-care is reflected at the
bottom of the pyramid, and at this level refers to care without individual professional input. At
all levels of the system, self-care is essential and occurs simultaneously with other services. This
is reflected by the three dimensional nature of the pyramid. At each higher level of the pyramid,
individuals become more engaged with professional assistance. However, self-care continues at
all levels, which in turn promotes and encourages recovery and better mental health.

The different levels of the WHO model are illustrated in Figure 1.1.

Figure 1.1 WHO service organization pyramid for an optimal mix of services for mental health
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Formal health system

The formal health system includes an array of settings and levels of care provided by health
workers of different professional backgrounds. Details vary between countries but settings
include primary care, community-based settings including community outreach teams and
ambulatory services, general hospitals, and for a small minority of patients, long-stay facil-
ities. Health worker professional cadres also vary considerably but include general practice
physicians and other primary care workers, community health workers, psychologists, social
workers, and psychiatrists.

Primary care services for mental health

Mental health care provided within general primary care services is the first level of care within
the formal health system. Essential services at this level include early identification of mental
disorders, treatment of common mental disorders, management of stable psychiatric patients,
referral to other levels where required, attention to the mental health needs of people with
physical health problems, and mental health promotion and prevention. In developed coun-
tries, primary care is provided mainly by medical doctors whereas in low- and middle-income
countries, nurses provide most primary care.

Continuity of care is a core element of effective primary care, and where there is an ongoing
relationship between an individual health worker and patient, the quality of mental health
services in primary care is likely to be enhanced.

Services at the primary care level are generally the most accessible, affordable and accept-
able for communities. Where mental health is integrated as part of these services, access is
improved, mental disorders are more likely to be identified and treated, and comorbid physical
and mental health problems managed in a seamless way.

Psychiatric services in general hospitals

For a number of people with severe mental disorders, hospitalization is required at some
point in their lives. District general hospitals provide an accessible and acceptable location
for 24-hour medical care and supervision of people with acute worsening of mental disorders,
in the same way that these facilities manage acute exacerbations of physical health disorders.
Mental health services provided in district general hospitals also enable 24-hour access to serv-
ices for any physical health problems that might arise during the course of inpatient stays.

Ideally, district general hospitals will have wards dedicated to the treatment of mental disorders
and these wards will have layouts that support good observation and care, thereby minimizing
the risk of neglect and suicide.

To minimize the risk of human rights violations, facilities should adhere to clear policies and
guidelines that support the treatment and management of mental disorders within a frame-
work that promotes human rights and dignity and uses evidence-based clinical practice.

Community mental health services

Community mental health services are essentially specialized mental health services based

Chapter 1: Primary care for mental health within a pyramid of health care
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in the community. They include day centres, rehabilitation services, hospital diversion pro-
grammes, mobile crisis teams, therapeutic and residential supervised services, group homes,
home help, assistance to families, and other support services. Although only some countries
will be able to provide the full range of community-based mental health services, a combination
of components based on local needs and requirements is essential. In particular, strong com-
munity mental health services are essential as part of any deinstitutionalization programme, as
well as to prevent unnecessary hospitalization.

People receiving good community care have been shown to have better health and mental health
outcomes, and better quality of life, than those treated in psychiatric hospitals. To maximize
effectiveness, strong links are needed with other services up and down the pyramid of care.

Long stay facilities and specialist psychiatric services

For a small minority of people with mental disorders, specialist care is required beyond that
which can be provided in general hospitals. For example, people with treatment-resistant or
complex presentations sometimes need to be referred to specialized centres for further testing
and treatment. Others occasionally require ongoing care in residential facilities due to their
very severe mental disorders or intellectual disabilities and lack of family support. Forensic
psychiatry is another type of specialist service that falls into this category.

The need for referral to specialist and long stay services is reduced when general hospitals
are staffed with highly-specialized health workers such as psychiatrists and psychologists.
However, this is seldom possible in low-income countries where ratios of mental health pro-
fessionals to the population are very low.

Long stay and specialist service facilities should not be equated with the psychiatric hospitals
that dominated mental health care through most of the 20th century. Psychiatric hospitals have
a history of serious human rights violations, poor clinical outcomes and inadequate rehabilita-
tion programmes. They are also costly and consume a disproportionate proportion of mental
health expenditures. WHO recommends that psychiatric hospitals be closed and replaced by
services in general hospitals, community mental health services and services integrated into
primary care. (See Part 1, Chapter 2 for additional consideration of the problems of psychiat-
ric hospitals.)

Informal health system

The informal mental health system includes informal community services, as well as self-care
without specific health professional input. These two service levels are described below.

Informal community care

Informal community care comprises services provided in the community that are not part of
the formal health and welfare system. Examples include traditional healers, professionals in
other sectors such as teachers, police, and village health workers, services provided by non-
governmental organizations, user and family associations, and lay people. This level of care
can help prevent relapses among people who have been discharged from hospitals. Informal
services are usually accessible and acceptable because they are an integral part of the commu-
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nity. Nonetheless, informal community care should not form the core of mental health service
provision, and countries would be ill-advised to depend solely on these services.

Self-care

Most people should be encouraged to manage their mental health problems themselves, or
with support from family or friends. Self-care is the foundation of the WHO service pyramid,
upon which all other care is based.

The emphasis on self-care in this model should not be confused with blaming affected indi-
viduals for having mental disorders, nor for shifting undue responsibility on people to “get
themselves together”. Rather the model emphasizes health worker—patient partnerships and
collaboration to promote an active role of people with mental disorders in their own care.
Individuals’ roles may range from collaborative decision-making concerning their treatment,
to actively adhering to prescribed medication, through to changing health-related behaviours
such as drug and alcohol use or stress management. Self-care is important not only for mental
disorders, but also for the prevention and treatment of physical health problems.

Self-care is most effective when it is supported by population-wide health promotion pro-
grammes and formal health services. Health promotion interventions can have an important
role in improving mental health literacy by helping people to recognize problems or illnesses,
improving their knowledge about the causes of disorders and their treatment, and informing
them about where to go to get help.

Self-care should be facilitated through all services and at all levels of the WHO service pyramid.

Chapter summary

The integration of mental health services into primary care is essential, but must be accompa-
nied by the development of complementary services, particularly at secondary levels. The WHO
service pyramid describes the optimal mix of mental health services to achieve this type of com-
prehensiveness and integration, and ultimately to realize better population health outcomes.

The need for good linkages between primary care and other levels of care cannot be overstressed.
A clear referral, back-referral and linkage system should be implemented in consultation with
health managers and health workers at all service levels.

Integrating mental health into primary care requires leadership and long-term commitment.
Yet for those who choose this path, the benefits are substantial. The following chapter describes
the rationale for integrating primary care services and outlines the benefits for individuals,
families, communities and governments.

Reference — Chapter 1
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CHAPTER 2

Seven good reasons for
integrating mental health
into primary care

Key messages

o Mental disorders affect hundreds of millions of people, and are fundamentally interwoven
with chronic diseases such as cancer, heart disease and HIV/AIDS.

o Most mental disorders remain undetected and untreated, resulting in a substantial — and
largely avoidable - burden to patients, families and communities.

o Integrating mental health into primary care enables the largest number of people to access
services, at an affordable cost, and in a way that minimizes stigma and discrimination.

o Treatment of mental disorders in primary care is cost effective, and investments can bring
important benefits.

Introduction

The benefits of integrating mental health into primary care are significant. Among the main
advantages: integration ensures that the population as a whole has access to the mental health
care that it needs; and integration increases the likelihood of positive outcomes, for both men-
tal and physical health problems (see Figure 1.2).

Encompassing these and other benefits, seven central reasons for integrating mental health
into primary care are listed below. Each of these advantages is explored in greater detail within
this chapter.

1. The burden of mental disorders is great. Mental disorders are prevalent in all societies.
They create a substantial personal burden for affected individuals and their families, and
they produce significant economic and social hardships that affect society as a whole.

2. Mental and physical health problems are interwoven. Many people suffer from both phys-
ical and mental health problems. Integrated primary care services help ensure that people
are treated in a holistic manner, meeting the mental health needs of people with physical
disorders, as well as the physical health needs of people with mental disorders.

3. The treatment gap for mental disorders is enormous. In all countries, there is a significant
gap between the prevalence of mental disorders, on one hand, and the number of people
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receiving treatment and care, on the other hand. Primary care for mental health helps close
this gap.

4. Primary care for mental health enhances access. Integrating mental health into primary
health care is the best way of ensuring that people get the mental health care they need.
When mental health is integrated into primary care, people can access mental health serv-
ices closer to their homes, thus keeping their families together and maintaining their daily
activities. Primary health care services also facilitate community outreach and mental health
promotion, as well as long-term monitoring and management of affected individuals.

5. Primary care for mental health promotes respect of human rights. Mental health services
delivered in primary health care minimize stigma and discrimination. They also remove the
risk of human rights violations that occur in psychiatric hospitals.

6. Primary care for mental health is affordable and cost effective. Primary mental health
care services are less expensive than psychiatric hospitals, for patients, communities and
governments alike. In addition, patients and families avoid indirect costs associated with
seeking specialist care in distant locations. Treatment of common mental disorders is very
cost effective, and even small investments by governments can bring important benefits.

7. Primary care for mental health generates good health outcomes. The majority of people
with mental disorders treated in primary health care have good outcomes particularly when
linked to a network of services at secondary level and in the community.

Figure 1.2 Seven good reasons for integrating mental health into primary care
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1. The burden of mental disorders is great
Mental disorders are prevalent worldwide

Hundreds of millions of people worldwide are affected by mental disorders. WHO estimates
that 154 million people suffer from depression and 25 million people from schizophrenia; 91
million people are affected by alcohol use disorders and 15 million by drug use disorders.’
As many as 50 million people suffer from epilepsy and 24 million from Alzheimer and other
dementias.? Around 877 000 people die by suicide every year.?

Within countries, the overall one-year prevalence of mental disorders ranges from 4% to 26%
(see Table 1.1).* Variability in prevalence across countries might be due to cross-cultural lim-
itations of diagnostic tools and reporting biases. Prevalence estimates also are likely to be
influenced by stigma and discrimination.

Table 1.1  Prevalence of mental disorders in 14 countries

Percentage prevalence of any

Country mental disorder (95% CI)
China (Beijing) 1 (6.0-12.1)
China (Shanghai) .3 (2.7-5.9)
Belgium 12.0 (9.6-14.3)
Colombia 17.8 (16.1-19.5)
France 18.4 (15.3-21.5)
Germany .1(7.3-10.8)
ltaly .2 (6.7-9.7)
Japan .8 (6.4-11.2)
Lebanon 16.9 (13.6-20.2)
Mexico 12.2 (10.5-13.8)
Netherlands 14.9 (12.2-17.6)
Nigeria .7 (3.6-5.8)
Spain .2 (7.8-10.6)
Ukraine 20.5 (17.7-23.2)
United States of America 26.4 (24.7-28.0)

Cl, confidence interval

Source: adapted from WHO World Mental Health Survey Consortium 4

The overall prevalence of mental disorders has been found to be almost the same for men and
women. However, almost all studies show a higher prevalence of depression among women
than men, with a ratio of between 1.5:1 and 2:1, as well as higher rates of most anxiety and
eating disorders. On the other hand, men have higher rates of attention-deficit/hyperactivity
disorder, autism and substance abuse disorders.” Prevalence among children and adolescents,
and among older people is presented in Boxes 1.2 and 1.3.
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Box 1.2 Child and adolescent mental health

Approximately one in five children suffers from a mental disorder.6” Disorders
regularly seen within primary care include attention-deficit/hyperactivity disorder
(ADHD), conduct disorder, delirium, generalized anxiety disorder, depressive
disorders, post traumatic stress disorder (PTSD), and separation anxiety disorder.
In the USA, estimates of mental disorders among children and adolescents
receiving medical care lie between 15% and 30%. Adolescent depression often
continues, unabated, into adulthood.®

Box 1.3 Mental health in older people

The population of the world is ageing rapidly. At the global level, the number of
people aged 60 years and older will rise from 606 million in 2000 to 1.9 billion
in 2050. In less-developed countries, the older population will quadruple from
375 million in 2000 to 1.5 billion in 2050.° The growth rate is fastest for the
oldest, who are most likely to have chronic diseases and need health services.
Their mental health is influenced by their access to health services, education,
employment, housing, social services and justice, and by freedom from abuse
\ and discrimination.

w

Generally, older people suffer from common mental health problems and mental disorders at
rates that are similar to their younger, adult counterparts. The prevalence of depressive disor-
ders among people aged 65 years and older is estimated conservatively at 10% to 15%, although
certain estimates range as high as 45%.'"° Certain other disorders - including dementia and
other cognitive impairment, bereavement and suicide — are more common among the elderly,
compared with younger populations.!

Mental disorders impose a substantial burden if left untreated

In 2002, mental and substance use disorders accounted for 13% of the global burden of dis-
ease, defined as premature death combined with years lived with disability."> When taking into
account only the disability component of the burden of disease calculation, mental disorders
accounted for 31% of all years lived with disability. And this figure is rising. By 2030, depres-
sion alone is likely to be the second highest cause of disease burden - second only to HIV/
AIDS (see Table 1.2). In high-income countries, depression will become the single highest con-
tributor to the overall disease burden."?

24 Integrating mental health into primary care: A global perspective



Table 1.2  Current and projected ranking of contributors to the global burden of disease

Disease or injury 2002 Rank 2030 Rank Change in rank
Perinatal conditions 1 5 -4
Lower respiratory infections 2 8 -6
HIV/AIDS 8 1 +2
Unipolar depressive disorders 4 2 +2
Diarrhoeal diseases 5 12 -7
Ischaemic heart disease 6 3 +3
Cerebrovascular disease 7 6 +1
Road traffic accidents 8 +4
Malaria 9 15 -6
Tuberculosis 10 25 =11
Chronic obstructive pulmonary disease 11 7 +4
Congenital abnormalities 12 20 -8
Hearing loss, adult onset 13 9 +4
Cataracts 14 10 +4
Violence 15 i3 +2
Self-inflicted violence 17 14 +3
Diabetes mellitus 20 11 +9

Source: Mathers et al. ™®

The full impact of mental disorders extends well beyond that which is represented by burden
of disease calculations. Many people with mental disorders are ostracized from society. They
descend into poverty and become homeless as they fail to receive the treatment and care they
require. In some countries, mental disorders are considered to be magical, supernatural events,
caused by spirits that take over the body. People with mental disorders are considered danger-
ous or contagious, and are abandoned by their families. As a consequence, they are physically
exiled from society, banished to the edge of town where they are chained to tree trunks, left
alone, semi-naked or in rags, hidden from the rest of the society. Some are beaten and left with
little food to ‘purge the evil spirits’ through physical suffering.'* *

Many also are discriminated against in seeking employment or education, and others are dis-
missed from their jobs. As such, they are prevented from integrating into society and engaging
in social, economic and political life.'®

Even where stigma and discrimination are minimal, mental disorders can substantially impair
social, professional and family functioning.'”*° Mental disorders also affect, and are affected by,
chronic diseases such as cancer, cardiovascular diseases, diabetes and HIV/AIDS. Untreated,
mental disorders can contribute to unhealthy behaviour, non-adherence to prescribed medical
regimens, diminished immune functioning, and poor prognosis. (For more information, see
section 2, Mental and physical health problems are interwoven.) Children of people with men-
tal disorders are also at increased risk. Parental depression leads to children’s increased use of
emergency departments and inpatient and specialty services, compared with children who do
not have depressed parents.? It is estimated that 20% of stunting of growth could be averted by

interventions to treat maternal depression.*
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Mental disorders are prevalent in primary care settings

The prevalence of mental disorders in primary care settings has been researched extensively
in a range of different countries. Over the years, the prevalence among adults has been docu-
mented to range between 10% and 60%. '” 2 In settings where high prevalences were found,
for example in Santiago, Chile where a prevalence of 53.5% was found in the early 1990s,”
follow-up surveys have shown similar results: ranging between 51.9 and 59.9%.>***! The prin-
cipal mental disorders presenting in primary care settings are depression (ranging from 5% to
20%), 182032 4146 generalized anxiety disorder (4% to 15%), '$72% 4% harmful alcohol use and
dependence (5% to 15%), '®314147.49-51 and somatization disorders (0.5% to 11%). 1204647

Studies of children and adolescents have also demonstrated a high prevalence of mental dis-
orders in primary care settings. For example, mental disorders were found in 20% of children
aged 7 to 14 years in Ibadan, Nigeria;** 30% of children aged 6 to 11 years in Valencia, Spain;*
and 43% of children aged 6 to 18 years in Al Ain, United Arab Emirates.”® The most common
diagnoses were anxiety disorders, major depression, conduct disorders and attention-deficit/
hyperactivity disorder.?® >

Among elderly people in primary care, the prevalence of mental disorders can be as high as
33%, as demonstrated in surveys in Sdo Paulo, Brazil® and Linkoping, Sweden.”® The most
common diagnoses are depression and dementia.?® >3

Several studies in primary care facilities have measured the prevalence of other specific mental
disorders, due to their public health importance.

o The prevalence of postnatal depression was 14% in Manisa, Turkey,** and 19% in Ilorin,
Nigeria.”

o The prevalence of personality disorders in the United Kingdom was 24%.

o The prevalence of post traumatic stress disorder among earthquake victims in Taiwan,
China was 11%.

o The prevalence of panic disorder in Leicester, United Kingdom was 6%, with a high percent-
age of comorbidity (65% with major depression, 34% with simple phobia, 30% with social
phobia, and 18% with generalized anxiety disorder).”

o The rate of onset of common mental disorders (a mixture of somatic, anxiety and depressive
symptoms) in a 12-month follow-up study was 16% in Harare, Zimbabwe.**

2. Mental and physical health problems are interwoven

Strong research evidence has revealed the multidirectional links between mental and physical
health and illness.” Thoughts, feelings and health behaviour have a major impact on physi-
cal health status. Conversely, physical health status considerably influences mental health and
well-being.

Mental disorders can be precursors to physical health problems, or consequences of physical
health problems, or the result of interactive effects. For example, there is evidence that depres-
sion predisposes individuals to developing myocardial infarctions®, and conversely, myocardial
infarctions increase the likelihood of depression.” Similarly, panic attacks are strongly associ-
ated with asthma. People with panic disorder have a higher prevalence of asthma, and people
with asthma have a higher prevalence of panic attacks.®
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Most comorbid conditions require the coordinated and holistic treatment of both physical and
mental health symptoms, and primary care is best placed to provide this type of service (see
Box 1.4).

Physical health problems are common in people with mental
disorders

Mental disorders influence physical health and illness in several ways.

o Anxious and depressed moods initiate a cascade of adverse changes in endocrine and
immune functioning, and create increased susceptibility to a range of physical illnesses. It
is known for instance that stress is related to the development of the common cold and that
stress delays wound healing.®!

o Mental disorders also can compromise health behaviour. For example, depression, anxiety,
disorders and schizophrenia are associated with tobacco use, and disorders such as schizo-
phrenia and depression can reduce adherence to medication therapies. People with mental
disorders are at heightened risk of contracting HIV and tuberculosis.”?

o Some treatment interventions for mental disorders, particularly those for schizophrenia,
can lead to an increased risk of metabolic syndrome and diabetes.*>

o People with mental disorders sometimes have trouble accessing needed physical health
care. A large investigation by the Disability Rights Commission in England and Wales found
that health services discriminate against people with mental disorders.5* They are less likely
to receive medical checks and to be provided with evidence-based treatment. In Canada,
people with schizophrenia and dementia are much less likely to undergo revascularisation
procedures than people without such disabilities.®®

The cumulative result of these factors means that people with mental disorders are more likely
than others to develop significant physical health conditions, including diabetes, heart dis-
ease, stroke and respiratory disease.”” They also have a mortality rate higher than the general
population.* Individuals with serious mental disorders are more likely to suffer stroke and cor-
onary heart disease before 55 years of age, and to survive for less than five years thereafter.*’ It
is therefore especially important that people with mental disorders are assessed routinely for
indicators of poor physical health.

Box 1.4 Teresa’s* story, age 63, New Zealand

Managing both insulin-dependent diabetes and bipolar (manic-depressive)
disorder isn’t easy for anyone. Teresa was no exception, and decades of
fragmented health care were only making her problems worse.

Teresa required daily insulin injections to control her blood sugar levels. On top
of this, her mental state was labile and volatile and she frequently needed urgent
care to manage her symptoms. Twenty-five kilos overweight, Teresa consumed
a diet consisting mainly of large amounts of processed foods and soft drinks,
biscuits and potato chips.

Over the years, Teresa had seen many different primary care workers and
specialists. She lived at home with her family, but when this proved too Il 2
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difficult she was placed in various types of residential care facilities. The net
result was that her health care was fragmented and reactive, contributing to her
poor mental and physical health status.

Eventually Teresa was transferred to supported accommodation, which
consisted of five community houses and was managed by a local
nongovernmental organization. The houses were staffed by experienced mental
health nurses and community mental health workers.

Once installed in the community house, Teresa and her mental health workers
established a lifestyle and care plan. As part of this plan, Teresa went to the

local primary care centre, where she was assigned to a case manager who

was made responsible for coordinating all of Teresa’s care. At the primary care
centre, she had access to a general physician and diabetes nurse specialist, who
communicated regularly with her mental health team. For the first time in her life,
Teresa was experiencing the benefits of integrated primary care.

From the day of arrival at the community house, Teresa was introduced to fresh
foods. She was provided with healthy food options and later was encouraged to
take responsibility for choosing her diet. Eventually, Teresa became involved with
the house’s vegetable garden and started shopping with staff at the local markets.

As Teresa’s blood sugars started to stabilize, her mental state improved. In
particular, she became less agitated, demanding and aggressive. Today, Teresa’s
diabetes and bipolar disorder are both well-controlled. The key to success has
been the oversight and access to primary care workers, and joint responsibility
and collaboration between primary care and specialized mental health care.

*

Name changed to protect confidentiality. )

Mental health problems are common in people with physical
disorders

The diagnosis and treatment of physical disorders such as cancer, heart disease and asthma can
generate mental health problems in affected individuals, which in turn can adversely affect health
outcomes. Mental health problems range from increased stress and worry about the illness, to
disrupted family or work life, through to diagnosable mental disorders. Depression, anxiety and
cognitive impairment are the most common consequences of physical health problems. For
example, in a large-scale national community survey, 52% of people with cardiovascular disease
displayed symptoms of depression and among these, 30% met the criteria for a major depres-
sive episode.®® Diabetes and hypertension frequently coexist with depression and dementia.**
Anaemia is found frequently in the elderly and may be a risk factor for cognitive impairment.®
A diagnosis of HIV/AIDS increases the risk of having a mental disorder (see Box 1.5).7
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Box 1.5 Daya’s* story, 26 years old, Zimbabwe

Daya never thought that such a happy period of her life could be transformed in
an instant by devastating news.

At 24 years old, Daya was married and eagerly expecting her first child. But

a routine visit to the primary care centre during her third month of pregnancy
changed everything in a moment. The primary care nurse delivered the shocking
news: Daya was HIV positive.

Distraught and confused, Daya declined a counselling session and instead
hurried home to confront her husband. He categorically rejected the news,
saying that the test results must be inaccurate and adding that it was not
possible for her to be HIV positive. He declined to visit the health centre for an
HIV test, emphasizing to Daya that it was not necessary.

Thinking that perhaps her husband was right, Daya decided to go for a second
HIV test at a different health centre. The news was bad: once again her results
were positive.

On hearing this news, Daya’s husband flew into a violent rage. He accused Daya
of being a prostitute and severely beat her.

Daya did something the next morning that she would have considered
unthinkable just weeks ago. Frustrated, angry, and uncertain of the future of her
pregnancy and marriage, bruised and exhausted, Daya ingested an overdose of
antimalarial tablets. Her husband, after rushing her to the hospital, looked her
in the eyes and told her that their marriage was finished. This was the last time
Daya ever saw her husband.

Daya thankfully recovered from her suicide attempt, and subsequently went to
live with her parents for the duration of her pregnancy. During this period, she
became increasingly withdrawn and tearful, had frequent bouts of insomnia and
depressed mood, and continued to think about suicide. At 37 weeks pregnant,
Daya gave birth to a baby girl and named her Chipo*.

Chipo’s birth didn’t resolve Daya’s depression. Daya continued to feel low

and was having trouble adequately feeding Chipo. During a routine postnatal
visit, Daya’s primary care worker picked up on the problem and investigated
further. Daya was referred to a community counsellor, who enrolled Daya into a
community group therapy programme for new mothers.

In the group therapy programme, Daya finally opened up about everything that
had happened to her over the past year. She disclosed her HIV status, the assault
and abandonment by her husband, and the difficulties she was having with Chipo.
Daya also shared her deep fear that Chipo might become HIV positive, despite
the medication she was given during her labour. She talked about her fear of

I 2

Chapter 2: Seven good reasons for integrating mental health into primary care



dying from AIDS, and her occasional thoughts about wanting to kill herself and
her baby.

Daya continued to attend group therapy and, with the recommendation of the
primary care nurse, also started taking an antidepressant medication. During her
fourth week of group therapy and medication, Daya started smiling again. Her
baby, Chipo, was now tolerating formula feeds and Daya herself was no longer
feeling suicidal. Thanks to the combination of antidepressant medication and
group therapy, Daya finally felt the clouds lifting. She was able to enjoy her life
and appreciate the miracle of Chipo.

This case illustrates the importance of combining depression treatments —
medication and group therapy — which is feasible even in resource-poor health
systems. It also shows the importance of primary care workers staying vigilant for
mental health complications of HIV/AIDS and pregnancy.

(Names changed to protect confidentiality.

J

Mental health problems can be somaticized

Throughout the world, people experience emotions through their bodies. Anxiety, for exam-
ple, may be experienced as having a knot in the stomach or sweaty palms. Depression may be
experienced as physical tiredness and slowness and even as having a heavy or painful physical
body. In addition, people may come to a primary care facility for help with a range of social,
family, and emotional problems but may feel that in order to be helped, they must complain of
what are seen as “legitimate” - i.e. physical — complaints (see Box 1.6).

Around one third of all somatic symptoms are medically unexplained in general health care
settings. Common medically unexplained symptoms include pain, fatigue and dizziness while
defined syndromes include irritable bowel syndrome, fibromyalgia, chronic fatigue syndrome,
chronic pelvic pain and temporomandibular joint dysfunction. While medically unexplained
symptoms are not necessarily caused by mental health problems, around 15% of patients seen
in primary care settings have medically unexplained symptoms coupled with psychological
stress and help-seeking behaviour.” Local expressions of emotional distress include “thinking

» «

too much”, “throwing down the spears’, “feeling things crawling through the body”, “sinking

» « » » « »

heart”, “suffering from nerves”, “feeling hot’, “gas”, “heat in the head”, “biting sensation all over
my body” and “heaviness sensation all over the body” """

Box 1.6 Anne’s* story, age 67, United Kingdom

30

Anne’s primary care physician would have never thought that her long list of
symptoms could be traced back to a bathtub. As he was subsequently to learn,
however, this was indeed the case.

At 67 years old, Anne had a difficult life. She single-handedly raised her four
children and now lived in a small, two-bedroom, government-sponsored high
rise flat. [l 2
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One day, Anne visited her primary care physician complaining of back pain,
difficulty sleeping and feeling constantly fatigued. She was prescribed
antidepressant medication, which helped improve her mood but did not resolve
her back pain. Anne made many return trips to no avail and was subsequently
enrolled in a primary care case management programme, specially designed
for people who make frequent health centre visits, have comorbid medical
problems, and require more time than can be given in a typical consultation.

Anne’s first appointment with the nurse case manager lasted a full hour, much
longer than the typical primary care visit of 15 minutes. At this appointment, Anne
told the nurse that two of her adult married children had moved back home,

and that it was only after this happened that her back and sleep problems had
started. Anne said that living conditions were very cramped, as now there were
five adults in the apartment. The tablets helped Anne sleep, she told the nurse,
but it was not restful and she awoke early when her family got ready for work.

Upon hearing about Anne’s difficulties at home, the nurse referred Anne to a
community social worker for a home visit, which she felt could help to shed light
on Anne’s situation and some of the stressors in her life.

The community social worker found Anne at home, tired and tearful. Anne told
the social worker, “I cannot move because my back is so sore, and the tablets
are not helping. | cannot sleep and | cannot go on like this.”

When the social worker suggested that Anne should go and lie down for a while,
she replied that she had only the armchair to use. Surprised, the social worker
asked Anne to outline where everyone was sleeping. It soon became apparent
that Anne did not sleep in either of the two bedrooms; these were being used by
her adult children and their spouses. Upon further questioning, Anne revealed
that since her children had moved in with her, she had been sleeping nightly

in the bathtub. On top of this, she went to sleep late and rose early so that her
children and their spouses could shower before going to work.

The social worker immediately referred Anne to the housing department

for a larger house, and arranged for an emergency financial grant to buy a
single bed. Her sleeping situation resolved, Anne was able to discontinue the
antidepressant medication within six weeks, and with physiotherapy her back
pain was getting better.

This case demonstrates that it is essential for primary care workers to consider
the physical, mental, and social health needs of all patients.

* Name changed to protect confidentiality. J

“
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3. The treatment gap for mental disorders is enormous

The global neglect of mental health is well-documented.” In most countries, mental health
issues are neglected within health care policy and planning, and only limited resources are allo-
cated to mental health services.”* Moreover, the scant resources that are dedicated to mental
health are often inappropriately deployed: most mental health resources are spent on expen-
sive care in psychiatric hospitals rather than on primary care, community care or hospital care
near to where people live.” Sixty-eight per cent of psychiatric beds worldwide are in psychiat-
ric hospitals.”

The overall treatment gap is substantial

In all countries, there is a significant gap between the prevalence of mental disorders, on one
hand, and the number of people receiving care and treatment, on the other hand. A review of
mainly high-income countries revealed an enormous chasm (see Table 1.3). 7

Table 1.3  Median treatment gaps across 22 countries and 37 studies

Mental disorder Median treatment gap
(percentage)
Schizophrenia and other non-affective psychotic disorders 32
Depression 56
Dysthymia 56
Bipolar disorder 50
Panic disorder 56
Generalized anxiety disorder 58
Obsessive compulsive disorder 60
Alcohol abuse and dependence 78

Source: adapted from Kohn et al. 7®

In low- and middle-income countries, the treatment gap is likely to be much greater. For
example, available data show that there is a 67% treatment gap for major depression in Africa,
compared with a 45% gap in Europe. In high-income countries, 35% to 50% of people with
serious mental disorders had received no treatment in the prior 12 months. This figure jumped
to between 76% and 85% in low- and middle-income countries.*

A recent study in Europe found that just under half (48%) of people defined as being in need
of mental health care were receiving formal services. This was in contrast to only 8% of people
with diabetes who had not used services for their physical condition.”

Primary care services for mental health are inadequate

Despite the large number of people who attend primary care settings with mental disorders,
their recognition and treatment is generally inadequate. In many parts of the world, primary
care workers fail to detect mental disorders, and for a range of reasons they also fail to provide
evidence-based treatment in those cases they do identify.
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Failure to detect mental disorders

The recognition of mental disorders in primary care by primary care workers is low to moder-
ate at best. There is considerable variation across countries (see Box 1.7), with the proportion
of mental disorders detected by treating physicians varying between 10% and 75% (see Table
1.4).” Physicians are more likely to identify somatization disorder and depression than gener-
alized anxiety or harmful use of alcohol.

Table 1.4  Recognition as a psychological case of current ICD-10 disorders by treating physicians

Depression Generalized Somatization  Any diagnosis Harmful use of

anxiety disorder (except alcohol
disorder harmful use of
alcohol)?

% recognized % recognized % recognized % recognized % recognized

Rio de Janeiro, Brazil 44 32 43 36 0
Santiago, Chile 74 61 89 74 98
Shanghai, China 21 20 12 16 45
Paris, France 62 50 66 47 46
Berlin, Germany 57 55 56 56 14
Mainz, Germany 56 65 96 60 29
Athens, Greece 22 13 11 17

Bangalore, India 46 35 31 40

Verona, Italy 70 74 100 75 10
Nagasaki, Japan 19 23 0 18 4
Groningen, Netherlands 60 59 75 51 31
Ibadan, Nigeria 40 67 83 595) 33
Ankara, Turkey 28 26 34 24 21
xigzge:e“ United 70 72 100 63 7
i«;?et:i,aumted States of 57 47 80 57 12
Total 54 46 64 49 Not available

@ In addition to the diagnoses listed above, dysthymia, agoraphobia, panic, hypochondriasis, and neurasthenia

Source: adapted from Ustiin & Sartorius

Failure to detect mental disorders may have serious consequences. Occupational and family
role dysfunction, and physical disability not explained by physical health status are common
effects. Other consequences include increased health care utilization, poor educational per-
formance and possibly delinquency.
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Box 1.7

Pockets of success in the detection and treatment of mental disorders

In some countries, the treatment of mental disorders has been increasing
steadily. In the 1980s in the USA, only 19% of people with recent mental
disorders received treatment in the previous 12 months. In the 1990s, this figure
rose to 25% and in 2001 it was 41%. Several factors might be accounting for
the increase, including community-based education and advocacy; increased
consumer demand; better training of health workers; development and
implementation of evidence-based guidelines; and more accessible services.”
This trend is not yet evident in most parts of the world — especially low- and
middle-income countries.

¥ 4

Failure to adequately treat mental disorders

Even if a disorder is accurately diagnosed, provision of evidence-based treatment is far from
assured. A primary care-based depression study from six countries showed that the proportion
of people receiving any potentially effective treatment ranged from a high of 40% in Seat-
tle, USA, to a low of 1% in St. Petersburg, Russian Federation. Out-of-pocket cost was a more
important barrier to appropriate care than stigma; the percentage of people who reported
financial barriers ranged from 24% in Barcelona, Spain, to 75% in St. Petersburg.*

Few people with major depression in developing countries are receiving antidepressants or other
evidence-based treatments;*” and antidepressants may be used in doses that are too low to be
effective. Frequently, benzodiazepines — which are not indicated for depression - are prescribed
in lieu of antidepressants.®> Common health worker reasons for not prescribing antidepressants
include cost, inadequate supply, lack of training, and scepticism about their effectiveness.*®’

Box 1.8 Misuse or overuse of mental health treatments: an emerging problem

34

On occasion, primary care workers prescribe mental health treatments for those
who do not need them.8' This phenomenon is sometimes referred to as overuse.
Though clearly not as frequent as underdetection and undertreatment, overuse
wastes scarce resources and can be hazardous to patients. Overuse can be the
result of poor diagnostic and treatment skills.?”® For example, in some countries
health workers increasingly are prescribing antidepressants and anxiolytics for
people who are experiencing unhappiness but do not meet the threshold for a
mental disorder.”® Psychotropic medications are also sometimes overused in lieu
of other modes of evidence-based treatment such as psychotherapy.

|5 4

Underdetection and undertreatment exist for several reasons

There are many reasons why mental disorders are underdetected and undertreated in primary

care. These can be divided broadly into patient factors, health worker factors, health system
factors, and societal and environmental factors.
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Patient factors

Many patients do not recognize they have symptoms of a mental disorder, and instead focus
on physical health problems such as gastrointestinal symptoms, fatigue, headaches,** pain,
and sleep disruption.”” # Others underestimate the severity of their problems and mistak-
enly believe they can manage without the help of formal health services.® Patients might view
themselves as morally weak, unable to care for themselves, unable to handle responsibility,
dangerous or unworthy of respect.’* # Fears of involuntary hospitalization and concerns about
embarrassment from using mental health services also stop people from seeking help.*

Health worker factors

Many health workers do not receive adequate training on mental health issues. In most coun-
tries, primary care worker training ranges from a few hours to a maximum of one or two
weeks. Misunderstandings about the nature of mental health problems (see also Box 1.8), prej-
udice against people with mental disorders, and inadequate time to evaluate and treat mental
disorders within clinical settings are other contributing factors. 78828

Physical disorders can divert health workers’ attention from mental disorders*” and there may
be an underlying reluctance to suggest diagnoses and treatments that patients will resist.”
Lack of interest or attention from health workers can easily divert patients from raising mental
health issues in the context of clinical consultations.®

Burnout among primary care workers is also common. Feelings of burnout can be generated by
inadequate training and support, competing responsibilities, inadequate reimbursement, poor
patient adherence to treatment (see Box 1.9), feelings of powerlessness in the face of patients’
social and economic difficulties, and suffering stigma themselves because of their association
with people who have mental disorders.

Box 1.9 Adherence to long-term treatment: a multifaceted challenge

The average adherence rate for long-term medication use is just over 50%

in high-income countries, and is thought be even lower in low- and middle-
income countries.® Patients are too often blamed when prescribed treatment

is not followed, in spite of evidence that health workers and health systems

can greatly influence patients’ adherence. In reality, adherence to long-term
medication treatment is a multifaceted challenge that requires consideration and
improvement of several influencing factors, including a trusting health worker-
patient relationship, a negotiated treatment plan, patient education on the
consequences of good or poor adherence, recruitment of family and community
support, simplification of the treatment regimen, and managing side-effects of
the treatment regimen.®” % °2 The competencies and skills required of primary
care workers to use this patient-centred approach are described in detail in
Annex 1 of this report.

8 J
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Health system factors

Inadequate financial and human resources also contribute to the lack of adequate mental health
care and the large gap between the number of people in need and those that receive care. This is
especially true in low- and middle-income countries, where most nations devote less than 1%
of their health expenditure to mental health.” In Africa, there are only 0.04 psychiatrists, 0.20
psychiatric nurses and 0.05 psychologists per 100 000 population compared with a far more

desirable 9.8, 24.8, and 3.1 respectively in Europe.” Additional information about the number
of mental health professionals around the world is displayed in Table 1.5.

Table 1.5 Median number of mental health professionals per 100 000 population in WHO

regions

Region Psychiatrists Psychiatric nurses Psychologists
Africa 0.04 0.20 0.05
Americas 2.00 2.60 2.80
Eastern Mediterranean 0.95 1.25 0.60
Europe 9.8 24.8 3.10
South-East Asia 0.20 0.10 0.03
Western Pacific 0.32 0.50 0.03
World 1.20 2.00 0.60

Source: Mental Health Atlas 2005, Geneva, World Health Organization™

Other health system factors include lack of adequate insurance or government reimbursement
for mental health treatments, poorly structured or fragmented mental health systems, absence
of facilities for vulnerable and special needs populations,* and pharmaceutical patent laws.*

Societal and environmental factors

Societal and environmental factors that impede diagnosis and treatment of mental disorders
include stigma, discrimination and misconceptions about mental disorders. The general pop-
ulation tends to associate mental disorders with psychotic, irrational and violent behaviour, or
alternatively does not regard mental disorders as amenable to treatment.®

Reasons 1 to 3 for integrating mental health into primary care have explained that
the burden of mental disorders is great yet the treatment gap is enormous. Around
the world, millions of people are not receiving the care that they desperately need.
For these and other reasons, the benefits of integrating mental health into primary
care are significant. The following reasons, 4 to 7, will explain how integration
ensures that the population as a whole has access to the mental health care that
it needs, how stigma and discrimination are reduced, and care is more affordable
and cost effective for individuals, communities and governments alike.

4. Primary care for mental health enhances access

Integrating mental health into primary care is the best way of ensuring that people get the men-
tal health care they need.

36 Integrating mental health into primary care: A global perspective



When mental health is integrated into primary care, people can access mental health services
closer to their homes, thus keeping their families together and maintaining their daily activi-
ties. Although distances between primary care centres remain a problem in many parts of the
world, significant progress has been made and for the vast majority of people, primary care is
far more geographically accessible than specialized mental health services.

Integrated primary care services also facilitate mental health promotion. For example, primary
care-based interventions aimed at enhancing the quality of parent—child relations can substan-
tially improve the emotional, social, cognitive and physical development of children.”**

Primary care provides opportunities for family and community education. Health workers are
well-placed to deliver family education in the course of routine clinical work. Supportive family
members can dramatically improve health outcomes when they understand the mental disor-
der and how best to respond in particular circumstances.

Integrated primary care also facilitates the early identification and treatment of disorders,” *
and when needed, functions as an entry and referral point for more specialized mental health
care. Primary care worker-generated referrals are usually more appropriate and better directed,
thus minimizing waste of scarce financial and human resources.

Collaboration with other sectors is much easier and effective at the primary care level. Primary
care workers have knowledge of community resources and can refer patients to complemen-
tary social services.

5. Primary care for mental health promotes respect of
human rights

Mental health services delivered in primary care minimize stigma and discrimination. They
also remove the risk of human rights violations that are associated with psychiatric hospitals.

Psychiatric hospitals are outdated and ineffective

In most resource-poor countries, people with mental disorders are undiagnosed and untreated,
or they are relegated to psychiatric hospitals.'>°”**In psychiatric hospitals, many patients face
human rights abuses including degrading living conditions (see Box 1.10). They can be rou-
tinely overmedicated or shackled to beds. In some psychiatric hospitals, adults and children are
subjected to regular physical violence and rape."

Often, people are admitted inappropriately and treated against their will. They lack access to
legal processes and mechanisms to protect against abuses during involuntary internment, and
they do not have the possibility to appeal against decisions to involuntarily admit or treat them.
Nor do they have access to complaints mechanisms should they wish to report human rights
violations being committed against them.

These practices often go unreported and unpunished, leaving the perpetrators free to continue
the abuse. Many people living in hospitals receive no form of stimulation, and spend days,
months and even years living in excruciating boredom.**
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Where primary care services for mental health are inadequate or not available, people with
mental disorders also are often inappropriately detained in prisons. In many countries, the
prevalence of mental disabilities in prisons is disproportionately high. Many people with men-
tal disorders are incarcerated for minor misdemeanours or for causing public disturbances. In
some countries, people are detained in prisons simply because there is a lack of mental health
services to provide them with treatment. With so many people inappropriately imprisoned,
mental disorders continue to go unnoticed, undiagnosed and untreated.”

Box1.10  Testimonials of abuses against people with mental disorders

Institutionalization

“I was now a resident or rather an inmate of the hospital. | saw no one except the
other people on the floor, who wore identical striped hospital robes and plastic
bracelets with identifying names. Just as the bracelet was a closed, stiff bracelet,
the door was a locked, inoperable door. The mental health workers were the only
ones who could open it. | left my hope on the other side of that door.”

“It was a frightening experience. There was an air of unreality there. The people
didn’t look like anyone | had ever seen before. They seemed stiff like me, and
there was a darkness covering the whole place.”

Source: World Health Day 2001, Testimonial

Appalling living conditions

“The conditions are miserable. As soon as | entered, | was overwhelmed by a
nightmarish atmosphere: dirty patients; dishevelled and very skinny patients
who surrounded me and demanded some bread. As for the building, it is pitiful:
many broken windows, walls without painting and, worse, not even one bed per
patient, hence the need to sleep on mattresses placed directly on the floor. The
toilets are totally out of order, without running water. Most of the time cooking is
done with water caught from the rain. The worst was, and remains, the food. It is
common to see pig’s feet or heads on the plates of the inmates.”

“Through several conversations and letters | tried to improve the lives of those
poor inmates, whose lives have already been stricken enough by their destiny
and do not need to be made worse by other men. Someone answered me, ‘Why

are you fighting that much? This place is but the waste of society’.

Source: Letter to WHO from a concerned mother about the conditions in the ‘sanatorium’ to which her son
was admitted. Letter 78, original in French. Voices from the shadows: a selection of letters addressed to the
World Health Organization 1994-2002. Geneva, World Health Organization, 2004.

Seclusion

“Three girls of 12 to 13 years of age were found on a cold winter day, locked in

a very small and cold barren room. They were naked. They had tried earlier to
escape from the institution and had been locked away for at least 12 hours at the
point they were discovered. One of the girls had diabetes.”

Source: A report by Mental Disability Rights International. 20 September 2005. S
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“A patient detained in one of the seclusion rooms appeared overdrugged, his
eyelids heavy, and drool dripping from his mouth. He was banging a plastic
cup against the seclusion room door and pleading, almost incoherently, for
water. Investigators informed staff at the nursing station, which was only a few
feet away and within sight, that the person in detention wanted water. The staff
responded that they would get to it, but continued talking among themselves.”

Source: A report by Mental Disability Rights International, September 2004.

- J

Primary care for mental health reduces stigma and discrimination

Primary care for mental health removes the risk of human rights violations particular to psy-
chiatric hospitals. In addition, stigma and discrimination are reduced because people with
mental disorders are treated in the same way as people with other conditions. They stand in

the same queues, receive appointments in the same way, and see the same health workers. This
is important for people’s perception of their disorders, as well as for the perceptions of family
members, friends, other members of the community, and indeed the health workers who treat
people with mental disorders. And, as detailed in reason 7, primary care produces good health
outcomes (see Box 1.11).

Box1.11 Juan’s* testimony, 43 years old, Chile

| have been living with serious mental health problems for the last 20 years, but it
is only in the past year that | have felt that | am getting back my life.

It all started when | was 21 years old. | felt my mind confused with too many
thoughts and | didn’t know what was happening to me. After a while, | had to stop
working and one day | just couldn’t function any more. | became violent person and
hit my wife a few times; as a result, she left me and also took away my two children.

| had no choice but to go live with my mama, who out of concern took me to the
psychiatric hospital. The hospital workers were nice to me, but | didn’t like to be
locked up and | was afraid. | couldn’t stand it any more and after three weeks or
so, | escaped.

At that time, | didn’t understand what was happening to me. The doctors told me
that | was paranoid schizophrenic but | didn’t want to believe it. | thought that |
was perfectly healthy, and that it was everyone else who was crazy.

Because | didn’t take my medication at home, | was taken back to the hospital
many times over the years. The treatment was generally good, though the
buildings were bitterly cold. The food was good, too, but they didn’t give us
enough of it: | was constantly hungry and asking for more. We didn’t have
lockers for our clothes and belongings, and sometimes other patients stole my
cigarettes, shoes and other possessions. Other times, the hospital staff never
gave me the cigarettes and clothes that my mama left for me. | was never

violent at the hospital; the doctors often said that | was ‘the best patient’. IS
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Unlike other patients, | was only rarely tied to my bed. It was like being on
holidays.

One time though, | saw an elderly man getting beaten by an orderly because he
was resisting receiving an injection. That really disturbed me: people shouldn’t
be treated like that.

Each time | went to hospital, sooner or later | ran away. After one of my escapes,
the police took me to the police station. Another time, my stepfather and my
brother tied me up with a cord and brought me back to the hospital. When |
arrived at the hospital, | was put into a straitjacket and thrown to the floor by
two orderlies.

The last time that | was in the hospital, four years ago, | fell in love with Maria*,
my future wife. | didn’t run away that time and stayed the longest ever, 28 days.
At discharge, the hospital workers told me to see a psychiatrist at a psychiatric
outpatient unit. There, they gave me free medications and an injection every
month. | liked the psychiatrists: they treated me well and the medications
seemed to help me. This time, | took my medicines every day. The only problem
was that sometimes | couldn’t afford the bus fare needed to get to the clinic.

By this time, | was living at my mama’s home again, with my new wife. | could
work again but the jobs usually didn’t last long or pay well. | missed out on better
work opportunities because people knew | was paranoid schizophrenic and were
afraid to recommend me. | receive a pension of around US$ 90 per month, and |
make extra money selling things at the flea market.

One day, about a year ago, the psychiatrist told me that the health service was
moving to my municipality, and that | could see her at my health centre, which is
only three blocks from my house.

The same psychiatrist has seen me at my local health centre over the past year.
Last time | saw her, she told me that | was very well, and that as a result she was
halving my medication dose. She also told me that as long as | continued to do
well, | could follow up with the primary care doctors at the clinic. The doctors
now give me the same pills that the psychiatrist used to give me, and | get the
same injection every month at the centre, too.

| can see a psychologist here when | have problems. | also can see a doctor
when I’'m not feeling well physically.

I’'m doing well now; | haven’t been back to the psychiatric hospital in four
years. Soon, Maria and | will move to our own home. I’m getting along very well
with my two adult children. I’'m a happy man now, with my wife, my children,
my mama and my stepfather. Being healthy is beautiful. With my illness my
personality was dulled, and all my friends left me. Now I'm getting back my
personality — and my life.

J
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6. Primary care for mental health is affordable and cost
effective

Primary care services are usually the most affordable option, for both affected individuals and

the government.'”

With integrated mental health care, people with mental disorders and their families avoid indi-
rect costs associated with seeking specialist care in distant locations. The further a person has
to travel to receive care, the more expensive it becomes, and this is a major reason people drop
out of health care programmes.’”" Local mental health services also mean that patients and

families can maintain their daily activities and sources of income.

Primary care for mental health is also less costly for governments. Health workers, equipment
and facilities are invariably less expensive than those needed at secondary and tertiary levels.
Depression and anxiety disorders are most cost-effectively managed from primary care, and
community-based treatment models for schizophrenia and bipolar disorder are appreciably
less costly than hospital-based treatment.®

The amount of investment required for the treatment of common mental disorders is as cost-
effective as antiretroviral treatments for HIV/AIDS, secondary prevention of hypertension, or
glycaemic control for diabetes.'*

Scaling up a full package of primary care-led mental health services for schizophrenia, bi-
polar disorder, depression and hazardous use of alcohol over a 10-year period would require
a total additional investment of only US$ 1.85 to US$ 2.60 per capita in low-income countries
and US$ 3.20 to US$ 6.25 per capita in lower-middle income countries. This would translate
into US$ 0.20 per capita per year in low-income countries, and US$ 0.30 per capita per year in

lower-middle-income countries.'®

7. Primary care for mental health generates good
health outcomes

Tens of thousands of studies® have demonstrated that mental disorders can be successfully
treated and that primary care-led service systems result in good health outcomes. Compelling
evidence has been generated from a range of settings, including numerous low- and middle-
income countries. 1> 1%

Evidence shows that with training and support, primary care workers can recognize a range
of mental disorders and treat common problems such as anxiety and depression.'*® % 1% Brief
interventions for the management of hazardous alcohol use can also be successfully delivered
by primary care workers.”

In some countries, the research data on the effectiveness of mental health interventions in pri-
mary care has been systematically collated and, based on the available evidence, guidance has
been provided to primary care workers. For example, the National Institute for Health and

@ Patel et al identified 11 501 trials worldwide that assessed interventions or prevention of schizophre-
nia, depression, developmental disabilities or alcohol use disorder.
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Clinical Excellence (NICE) in the United Kingdom has developed clinical guidelines for the
primary care-based treatment of depression and schizophrenia.'®>!*® Analogous to the WHO
service pyramid, the NICE guidelines recommend a stepped care service model.

Chapter summary

This chapter has outlined the numerous advantages of integrating mental health services
into primary care. Integrated care addresses the substantial prevalence of mental disorders
around the world, and helps to reduce the burden these disorders impose if left undetected and
untreated. Integrated primary care is accessible, affordable and acceptable to patients, families
and communities. Numerous studies have demonstrated that mental disorders can be effec-
tively assessed and treated in primary care, and that primary care-based treatment results in
the best health outcomes.

Notwithstanding compelling reasons for change, translating theory into practice can be chal-
lenging, especially in resource-constrained health systems. Yet it can be done. Part 2 of this
report provides a detailed analysis of how a wide range of health systems have successfully inte-
grated mental health services into primary care. The 12 best practice examples are drawn from
highly divergent economic and political contexts: ranging from Australia, a high-income coun-
try with one of the highest levels of development globally, to Uganda, with widespread poverty
and life expectancies for both men and women of less than 45 years.

Collectively, these examples show that there is no single best practice model that can be fol-
lowed in all countries. Rather, successes have been achieved through sensible local application
of 10 broad principles (see below). Each of these principles is examined in detail in Part 2.

« Policy and plans need to incorporate primary care for mental health.

o Advocacy is required to shift attitudes and behaviour.

« Adequate training of primary care workers is required.

o Primary care tasks must be limited and doable.

o Specialist mental health professionals and facilities must be available to support primary
care.

o Patients must have access to essential psychotropic medications in primary care.

» Integration is a process, not an event.

« A mental health service coordinator is crucial.

« Collaboration with other government non-health sectors, nongovernmental organizations,
village and community health workers, and volunteers is required.

o Financial and human resources are needed.
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Box 2.1

Introduction

Introduction

Part 2 of this report puts theory into practice. It provides a detailed analysis of how a range
of health systems have successfully integrated mental health services into primary care. The
12 best practice examples represent a wide range of economic and political contexts. Some
examples, such as Belize and the Islamic Republic of Iran, illustrate national-level integration,
whereas others describe integration within a specific province or district. Each example illus-
trates important practices and principles in moving from ideas to practical implementation.

As a result of analysing and synthesizing these best practices, WHO and Wonca identified 10
common principles that can be applied to all mental health integration efforts (see Box 2.1).
Across the full spectrum of political and economic contexts, and levels of the health system,
these ten principles are ‘non-negotiable’ for integrated primary mental health care.

10 principles for integrating mental health into primary care

1.
2.
3.
4.
5.

Policy and plans need to incorporate primary care for mental health.
Advocacy is required to shift attitudes and behaviour.

Adequate training of primary care workers is required.

Primary care tasks must be limited and doable.

Specialist mental health professionals and facilities must be available to
support primary care.

Patients must have access to essential psychotropic medications in primary care.
Integration is a process, not an event.

A mental health service coordinator is crucial.

Collaboration with other government non-health sectors, nongovernmental
organizations, village and community health workers, and volunteers is required.
10. Financial and human resources are needed.
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10 principles for integrating mental health into primary
care

1. Policy and plans need to incorporate primary care for mental
health

Commitment from the government to integrated mental health care, and a formal policy and
legislation that concretizes this commitment, are fundamental to success. Integration can be
facilitated not only by mental health policy, but also by general health policy that emphasizes
mental health services at primary care level.
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National directives can be fundamental in encouraging and shaping local improvements. This
is illustrated in the examples from Australia, Brazil, Chile, the Islamic Republic of Iran,
South Africa, Uganda, and the United Kingdom.

Plans must be made in consultation with local stakeholders so that they take ownership of the
process. In Australia, consultations with general practitioners were central to the success of the
new mental health service.

User involvement can consolidate and lead to growth in the service. In Uganda, consumer
organizations’ involvement was crucial in making the case for primary care for mental health.

Local identification of need can start a process that flourishes and prospers with subsequent
government facilitation. In Argentina, local primary care physicians first identified the need
for mental health integration. In Brazil, a single psychiatrist started visiting primary care clin-
ics. The success of this effort encouraged other psychiatrists to follow suit, and a city-wide
programme was later established with support from the municipal health secretariat.

Successes in one geographical area often encourage other areas within a country to follow, as
demonstrated in the example from Argentina.

The policy and plan must be embraced by local-level health managers, not only those involved
in mental health. This includes both health and local authority managers. In Brazil, Chile,
India, Saudi Arabia, and the United Kingdom, the mayor, district manager, and/or head of the
health district were pivotal to the establishment and maintenance of the mental health service.

Inclusion of mental health interventions in the core package of primary care services facilitates
integration, as seen in the examples from South Africa and Uganda.

Similarly, a family medicine approach can facilitate integration, such as in Argentina, Brazil,
Chile, and Saudi Arabia.

2. Advocacy is required to shift attitudes and behaviour

Advocacy is an important aspect of mental health integration. Information can be used in
deliberate and strategic ways to influence others to create change. Estimates of the prevalence
of mental disorders, the burden they impose if left untreated, the human rights violations that
often occur in psychiatric hospitals, and the existence of effective primary care-based treat-
ments are important arguments to persuade health authorities.

Time and effort is required to sensitize national and local political leadership, health authorities,
management, and primary care workers about the importance of mental health integration. In
Chile, the Islamic Republic of Iran, Saudi Arabia, and Uganda, discussions were held with
policy makers in advance of major changes. In Argentina and Chile, advocacy was required
to overcome initial resistance and shift attitudes of mental health specialists and general
health workers.
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3. Adequate training of primary care workers is required

Pre-service and/or in-service training of primary care workers on mental health issues is an
essential prerequisite for mental health integration (see Annex 1 for additional information
about education and training issues).

Ideally, pre-service training should provide basic education on the epidemiology, identifica-
tion, and treatment of major mental disorders. Relationships between mental and physical
health and illness should also be highlighted. Students should be taught how to discuss infor-
mation with patients and families in a patient-centred and positive manner, how to negotiate
treatment plans, and how to motivate and prepare patients to self-manage and follow their
treatment plans at home. Communication skills are indispensable for all primary care workers,
as health outcomes depend on a good patient-health worker relationship. As such, students
should be taught how to actively listen, show empathy, use open and closed questioning tech-
niques, and manage their nonverbal communication.

In-service training is essential to consolidate health workers™ existing knowledge, and to
provide basic education when they have not been exposed previously to mental health care. In-
service training is also important because all health care, including mental health care, changes
as new research and practice produces new knowledge and ways of treating disorders.

The effects of training are nearly always short-lived if health workers do not practise newly-
learnt skills and receive specialist supervision over time. Ongoing support and supervision
from mental health specialists are essential. Collaborative or shared care models, in which joint
consultations and interventions take place between primary care workers and mental health
specialists, seem especially promising and were used to provide ongoing support to primary
care workers in Australia, Brazil, and South Africa’s Moorreesburg District. This approach
increases the skills of primary care workers and builds mental health networks.

As part of the integration process, Argentina, Australia, Brazil, Chile, South Africa, Saudi
Arabia, Uganda, and the United Kingdom introduced or strengthened mental health training
for primary care workers. Often, this training happens in primary care or community men-
tal health care facilities, to ensure that practical experience is gained and that ongoing training
and support are facilitated.

4. Primary care tasks must be limited and doable

Typically, primary care workers function best when their mental health tasks are limited and
doable. One fundamental question that must be addressed is whether primary care workers will
treat people with severe mental disorders such as schizophrenia and bipolar disorder, and alter-
natively, whether they will manage common mental disorders such as depression and anxiety.
Decisions must be taken after careful consideration of local circumstances. This requires con-
sultation with policy-makers and health care workers, as well as users of mental health services
and their families. Available human and financial resources and the strengths and weaknesses
of the current health system for addressing mental health should be assessed. In South Africa’s
Ehlanzeni District, schizophrenia, bipolar disorder and major depression are prioritized for
primary mental health care management. In Saudi Arabia, primary care physicians focus on
the treatment of common mental disorders and refer complex cases to secondary care.
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Functions may be expanded as practitioners gain confidence. In Chile, practitioners pro-
gressed from managing emotional problems (1993) to depression (2000), domestic violence
(2001), and child mental health (2002).

Some countries have developed specialized primary care services for mental health that tar-
get particular population subgroups such as the elderly (in Australia), children (in Chile), or
migrants and the homeless (in the United Kingdom).

5. Specialist mental health professionals and facilities must be
available to support primary care

Every best practice example emphasizes the importance of mental health specialists being
available for primary care practitioners. In some cases, they interact via referral and back-
referral, whereas in other situations, they participate in collaborative or shared care models
(see principle 3, above).

Referral can be to a community mental health centre, such as in Argentina, Brazil, Chile,
India, and Saudi Arabia, to a secondary-level hospital, or to skilled practitioners working spe-
cifically within the primary care system. Specialists range from psychiatric nurses, such as in
South Africa’s Ehlanzeni District, to psychiatrists who intermittently visit clinics, such as in
Brazil and India.

In Argentina, primary care physicians contact the psychiatrist in the local psychosocial reha-
bilitation centre for assistance and advice.

In Australia, general practitioners may contact a psychogeriatric nurse, a psychogeriatric
psychologist, or an old-age psychiatrist, depending on their needs and the needs of the older
patients who consult them.

In Brazil, visiting mental health specialists see patients together with primary care practition-
ers. Over time, psychiatrists started taking less active roles while general practitioners assumed
added responsibilities, under their supervision.

In South Africa’s Moorreesburg District, a mental health nurse visits primary care clinics
once a month, while a psychiatrist visits clinics once every three months. Joint consultations
occur with the primary care worker, so that knowledge and skills can be imparted. Primary
care workers also have the opportunity to discuss complex cases during the preceding period.

In Uganda, mental health specialists travel to primary care clinics to provide supervision and
support.

Telephone consultation is another means of secondary level support, such as in Argentina,
Australia and South Africa’s Moorreesburg District.

In some countries, regular meetings are held to ensure that the quality and level of support
is adequate, and that both the recipients and the providers of the support are satisfied. These
meetings can also provide a supervisory function, when needed. In Chile, for example, health
workers from the mental health centre meet monthly with staff from the family health centre
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and in the United Kingdom, case-study meetings between the primary care practice and psy-
chiatrists from the secondary level are held every three months.

In Belize, the government developed and deployed a cohort of psychiatric nurse practitioners,
while beginning a process of involving general practitioners in mental health care.

6. Patients must have access to essential psychotropic
medications in primary care

Access to essential psychotropic medications is a major challenge for integrating mental health
into primary care. Problems sometimes occur in supplying and distributing these medications
directly to primary care facilities and in other cases are due to restrictions in who is able to pre-
scribe and dispense these medicines.

In many best practice examples, psychotropic medicines previously had been delivered to the
psychiatric hospital responsible for treating people with mental disorders. Integrating mental
health into primary care required redirecting the supply of psychotropic medicines to the pri-
mary care facilities without going through the psychiatric hospital.

In some countries, nurses and even general physicians are not permitted to prescribe psycho-
tropic medications. In Brazil and Saudi Arabia, exceptions were required for primary care
physicians to prescribe psychotropic medications. In Belize, psychiatric nurse practitioners
have been given additional prescription rights. In Uganda, general primary care nurses are
permitted to prescribe psychotropic medication to patients who require continued medica-
tion on the recommendation of a mental health professional. In South Africa, a new law has
been passed that will allow primary care nurses who complete training to prescribe psycho-
tropic medications.

7. Integration is a process, not an event

Even where a policy exists, integration takes time and typically involves a series of develop-
ments. For instance, the best practice example from Australia describes how it took five years
before the service became functional. Meetings with a range of concerned parties are essen-
tial and in some cases, considerable scepticism or resistance must be overcome. After the idea
of integration has gained general acceptance, there is still much work to be done. Screening
instruments and training manuals might need to be developed, and treatment guidelines also
might require drafting and dissemination. Health workers might need training and additional
staff might need to be employed. Before any of this can occur, budgets typically will require
agreement and allocation.

After the service begins, routine problems inevitably arise. In Argentina, a withdrawal of
resources had to be addressed. In India, an initial grant for the establishment of the pro-
gramme expired and extensive negotiation was needed to ensure that programme funding
would be sustained. In Belize, a skilled and experienced workforce needed to be developed
before mental health integration could occur.
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8. A mental health service coordinator is crucial

Primary care for mental health is usually most effective where a coordinator is responsible for
overseeing integration. As depicted in several best practice examples, mental health integration
can be incremental and opportunistic, reversing or changing directions, and unexpected prob-
lems can sometimes threaten the programme’s outcomes or even its survival. Coordinators are
crucial in steering programmes around these challenges and driving forward the integration
process. For example, Argentina and India encountered substantial challenges, but were able
to surmount them thanks to the dedication and efforts of their mental health coordinators.

Coordinators are important at both national and local levels. Mental health integration in Belize
and the Islamic Republic of Iran was driven from the national level, whereas Argentina and
Saudi Arabia formed provincial-level mental health committees to oversee the process. India
and South Africa’s Moorreesburg District relied on district-level mental health coordinators,
while Australia created an area mental health committee.

9. Collaboration with other government non-health sectors,
nongovernmental organizations, village and community
health workers, and volunteers is required

Government sectors outside health can work effectively with primary care to help patients
with mental disorders access the educational, social and employment initiatives required for
their recovery and full integration into the community. In the United Kingdom the collabora-
tion with social, education, judicial, housing and employment services was crucial for helping
vulnerable populations attending primary care access the many psychosocial services that
they required.

Nongovernmental organizations, village and community health workers, and volunteers often
play an important role in supporting primary care for mental health. In Argentina, India,
and the Islamic Republic of Iran, village and community health workers identify and refer
people with mental disorders to primary care facilities. In South Africa and Uganda, commu-
nity-based nongovernmental organizations support patients to become more functional and
decrease the need for hospitalizations. In Argentina, a nongovernmental rehabilitation cen-
tre plays a crucial role in mental health care. Although well served by general practitioners
and mental health specialists, Australia nonetheless relies upon local informal services such as
nongovernmental organizations and religious groups to support patients.

10. Financial and human resources are needed

Although primary care for mental health is cost effective, financial resources are required to
establish and maintain a service.

In all best practice examples, training was central to the successful integration of mental health
into primary care. Training costs, such as remuneration of trainers, venue, food and accommo-
dation, needed to be covered.
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Box 2.2 Best practice examples

Introduction

The additional time required to address mental health issues means that more primary care

workers might be needed. Mental health specialists who provide support and supervision also

must be employed - as illustrated in the examples from Australia, India and South Africa.

Where it is possible to shift resources from a higher level of care, such as a psychiatric hospi-

tal, additional costs might be minimal. Community mental health centres also require health

workers, as seen in the examples from Argentina, Brazil, Chile, and Saudi Arabia.

Where the overall number of people identified with mental disorders increases, so too must the

budget for psychotropic medications.

The following best practice examples illustrate two important points. First, there
is no single best practice model that should be followed by all countries. Rather,
success is achieved through sensible local application of the 10 broad principles
outlined above. Second, careful stewardship is required. Especially where primary
care workers address mental health for the first time, a measured process of train-
ing and assistance is essential.

Argentina: physician-led primary care for mental health in Neuquén Province,
Patagonia Region

Australia: integrated mental health care for older people in general practices of
inner-city Sydney

Belize: nationwide district-based mental health care

Brazil: integrated primary care for mental health in the city of Sobral

Chile: integrated primary care for mental health in the Macul District of Santiago
India: integrated primary care for mental health in the Thiruvananthapuram
District, Kerala State

Islamic Republic of Iran: nationwide integration of mental health into primary
care

Saudi Arabia: integrated primary care for mental health in the Eastern Province
South Africa: integrated primary care services for mental health services in the
Ehlanzeni District, Mpumalanga Province

South Africa: a partnership for mental health primary care in the Moorreesburg
District, Western Cape Province

Uganda: integrated primary care for mental health in the Sembabule District
United Kingdom of Great Britain and Northern Ireland: primary care for mental
health for disadvantaged communities in London

y
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ARGENTINA

Physician-led primary care
for mental health in Neuqueén
province, Patagonia region

Case summary

In the province of Neuquén, Argentina, primary care physicians lead the diagnosis, treat-
ment and rehabilitation of patients with severe mental disorders. Patients receive outpatient
treatment in their communities, where they enjoy the support of family, friends, familiar sur-
roundings, and community services. Psychiatrists and other mental health specialists are
available to review and advise on complex cases.

A community-based rehabilitation centre, the Austral, provides complementary clinical care in
close coordination with primary care centres. It also serves as a training site for general medi-

cine residents and practising primary care physicians.

The programme has increased demand for mental health care and allowed people with men-
tal disorders to remain in their communities and socially integrated. The effectiveness of the
programme is largely the result of teamwork, in which the primary care physicians lead the
therapeutic process, but are supported by other team members such as nurses, psychologists
and psychiatrists. Because psychiatrists are used sparingly and institutional care is avoided,
costs are lower and access to needed services is enhanced.

1. National context

Argentina’s national context is summarized in Table 2.1. The country is a melting pot of differ-
ent ethnic groups and its official language is Spanish. After a long period of growth and stability,
economic reforms implemented in the 1990s triggered a profound economic and social crisis
in 2001. Although the country’s economy is growing again, its population continues to face
economic uncertainty. As of 2003, only 43% of women and 47% of men were participating in
the paid labour force.! Argentina’s main sector of employment and revenue is services.?
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Table 2.1  Argentina: national context at a glance

Population: 38.7 million (90% urban) @
Annual population growth rate: 1.1% @
Fertility rate: 2.3 per woman @
Adult literacy rate: 97% @
Gross national income per capita: Purchasing Power Parity International $: 13 920 2
Population living on less than US$ 1 per day: 7% 2
World Bank income group: high-income economy °®
Human Development Index: 0.869; rank 38/177 countries ©
Sources:

@ World Health Statistics 2007, World Health Organization (http://www.who.int/whosis/
whostat2007/en/index.html, accessed 9 April 2008).

® Country groups. (http://web.worldbank.org/WBSITE/EXTERNAL/DATASTATISTICS/0,,
contentMDK:20421402~pagePK:64133150~piPK:64133175~theSitePK:239419,00.html,
accessed 9 April 2008).

¢ The Human Development Index (HDI) is an indicator, developed by the United Nations
Development Programme, combining three dimensions of development: a long and healthy
life, knowledge, and a decent standard of living. See Statistics of the Human Development
report. United Nations Development Programme (http://hdr.undp.org/en/statistics/,
accessed 9 April 2008).

2. Health context

Argentina’s health context is summarized in Table 2.2. The leading causes of death in Argen-
tina are heart disease and stroke, followed by lower respiratory infections and diabetes.” In the
10-19-year age group, the leading cause of death in males is homicide, and in females, traffic
accidents; the second leading cause in both sexes is suicide.

Estimates from 2005 indicate that 127 000 people have HIV/AIDS, among whom 60% are
unaware of their serological status.

Table 2.2  Argentina: health context at a glance

Life expectancy at birth: 60 years for males/63 years for females
Total expenditure on health per capita (International $, 2004): 1274
Total expenditure on health as a percentage of GDP (2004): 9.6%

Source: World Health Statistics 2007, World Health Organization (http://
www.who.int/whosis/whostat2007/en/index.html, accessed 9 April 2008).

Argentina’s health care system is composed of three sectors: the public sector, financed through

taxes; the private sector, financed through voluntary insurance schemes; and the social security
sector, financed through obligatory insurance schemes - see Table 2.3.
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Table 2.3  Argentina: general health system scheme and estimated health system
coverage, 2001

PUBLIC SECTOR SOCIAL SECURITY SECTOR PRIVATE SECTOR
Population covered by the public Population covered by publicly-  Population covered by health
health service delivery system: funded social welfare activities insurance plans: 2.8 million
17.8 million (48%); principally (social security institutions): (7.5%); among this population,
under the direct responsibility 17.5 million (47%); principally one million also have coverage
of the provinces and, in a few through private health service through social security.

cases, the municipalities and the  providers.
federal government.

Source: adapted from Gonzalez Garcia G, Tobar F. Salud para los argentinos 2003. Estimates based on the 2001
National Census of Population and Housing and the 2001 Quiality of Life Survey.

The Ministry of Health is responsible for determining the health sector’s objectives and policies,
and for executing the plans, programmes, and projects under its jurisdiction, in accordance
with directives from the Executive Branch. The Ministry also oversees the operation of health
services, facilities, and institutions, and conducts overall planning for the sector in coordina-
tion with provincial health authorities.

By constitutional mandate, the provinces are responsible for providing health care to their
population. The municipalities, especially those with the largest populations and greatest eco-
nomic resources, also plan and implement health activities. All provinces and the autonomous
city of Buenos Aires have a wide network of hospital and outpatient services, which are oper-
ated by both public and private providers. There are 17 845 health-care facilities in the country
(split between the public and private sectors).*

Mental health

The national-level prevalence of mental disorders in Argentina is unknown. A representative
general population survey in Buenos Aires, published in 1982, found a point prevalence of
26%.° Official mortality statistics show that suicide rates increased from 6.3 per 100 000 pop-
ulation in 1997, to 8.4 per 100 000 population in 2002. The suicide rate in 2002 was 16.65 per
100 000 population among males 15-19 years of age.®

There are almost 16 000 public sector psychiatric beds in Argentina. Mental health reform is
under way in some provinces and Buenos Aires to reduce bed capacity and improve commu-
nity-based services. For example, reforms in Rio Negro province have reduced reliance on
hospital care.” Buenos Aires’ Law 448/00 calls for shifting mental health services from psychiat-
ric hospitals to the overall health system. However, it has not yet been implemented, primarily
due to resistance from mental health professionals. There is an overall trend towards accept-
ance of mental health reform, and national legislators from different parties are developing
mental health laws. However, people with mental disorders still lack adequate health insurance
and service coverage.
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60

3. Primary care and integration of mental health

The 2004-2007 Federal Health Plan gave priority to primary care, and this was sustained in
the current plan.* It is believed that a primary care strategy will be the fastest and most effec-
tive way to reduce the social gap in health status following the country’s financial crisis. The
plan calls for the gradual, systematic, and organized decentralization of health services. It also
plans for local governments to implement the strategy by developing healthy policies, provid-
ing information, and undertaking mass media campaigns.

Argentina’s commitment to primary care has been exemplified by its hosting of the recent
international meeting marking the 30th anniversary of the Alma Ata Declaration, and the
Minister of Health’s dedication to this approach.

There are 14 534 outpatient primary care facilities in the country.® Services are delivered mainly
through provincial public sector networks and the private sector.

Mental health

The integration of mental health into primary care is a central principle of Argentina’s plan to
deliver mental health to all. However, it has not yet occurred in most regions. It is anticipated
that more areas will integrate mental health services in the future. Already, health practition-
ers from outside Neuquén Province (see best practice) are receiving training, as part of plans to
integrate mental health care into primary care in their regions.

4. Best practice

Local context

Neuquén Province is situated in Patagonia, in southern Argentina. It contains both rural and
urban areas. Within the province, some people have lifestyles and wealth equivalent to those in
developed countries, while others live in abject poverty and conditions similar to low-income
countries. Neuquén Capital is a city of approximately 350 000 people. The city’s population has
more than quadrupled in the past 20 years, as a result of a growing oil industry and an influx
of residents from other provinces. The wealth of Neuquén attracts Mapuche Indians from rural
communities and Chilean immigrants from the nearby western border, who frequently fall
into the lower socioeconomic classes.

In 1970, the provincial government initiated a health-care reform that resulted in the province
becoming one of the leading health care systems in Latin America. The health care structure
closely resembles the service pyramid outlined in Part 1 of this report. The province is divided
into six zones, each of which provides health care of varying levels of complexity. The majority
of care is self- and family-care, or is provided by non-professional primary caregivers: sanitar-
ios (health workers); and in many rural areas, curanderos (traditional healers). The next service
level is primary care, which is provided in clinics or outpatient hospital settings. First-level
hospital care comprises the next service level. In total, 16 area hospitals exist in the province,
corresponding to the 16 political districts into which the province is divided. The next level is
the secondary-level hospital, which offers critical care specialties. In total, three such hospitals
exist in the province. Finally, the regional hospital, a tertiary care institution, is located in Neu-
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quén Capital, where, in addition to the previously mentioned resources, other specialty clinics
and consultants are available.

Primary care physicians are central to the system and liaise closely with service levels above
and below primary care. These physicians, trained as general practitioners, treat a variety of ill-
nesses and maintain responsibility for patients even if specialized care is required. Specialists
serve as consultants to the general practitioners.

In urban areas, residents are usually served by a clinic and referred to secondary and tertiary
care when needed. Remote rural communities are served by sanitarios who have undergone a
three-month training programme in Neuquén Capital. Sanitarios make daily rounds to some of
the 20 to 30 families in their areas. Families often live considerable distances from one another
and so sanitarios usually travel by horse. Sanitarios often form links between the rural commu-
nity and the rest of the health care system, reporting medical problems to physicians, who visit
identified patients on rounds every two weeks. The Mapuche community of Ruca Choroi, for
instance, is served by physicians from the nearby town of Alumine. Disorders that cannot be
managed at the primary care level in Alumine are referred to the area hospital in San Martin or
to the higher-level hospital in the city of Zapala.

Ninety per cent of the 39 provincial psychiatrists are in Neuquén Capital, which has only 35%
of the province’s population. The majority of psychiatrists are in the private sector. There are
two private psychiatric hospitals with 40 beds (employing 10 psychiatrists), and 15 other psy-
chiatrists in outpatient private practice.” The public sector has one psychiatric ward with 10
beds in the central hospital, and a detoxification unit with 8 beds. Fourteen psychiatrists serve
these two units and the outpatient section of the hospital. One psychiatrist and one psycholo-
gist in Neuquén Capital are responsible primarily for responding to consultation requests from
primary care physicians and psychologists throughout the province.

Description of services offered

In Neuquén Province, primary care physicians lead the diagnosis, treatment and rehabilita-
tion of patients with severe mental disorders. Psychiatrists and other mental health specialists
are available to review and advise on complex cases. A community-based rehabilitation cen-
tre, the Austral, provides complementary clinical care in close coordination with primary care
centres. It also serves as a training site for general medicine residents and practising primary
care physicians.

The model for mental health care is based on four key elements.

1. Primary care physicians. Diagnosis, treatment and rehabilitative services for severe men-
tal disorders are provided by a team of health service providers, under the leadership of a
primary care physician who is trained for that responsibility. In addition, primary care phy-
sicians frequently address life stressors and family conflicts, which they manage with brief,
problem-oriented psychotherapy.

2. Outpatients. People with mental disorders receive outpatient treatment in their communi-
ties, where they enjoy the support of family, friends, familiar surroundings, and community

services.
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3. Holistic care. Patients receive holistic care, which is responsive to both mental and physi-
cal ailments.

4. Specialist support. Psychiatrists are available to review and advise on complex cases. They
also train primary care physicians and nurses.

Because psychiatrists are used sparingly and institutional care is avoided, costs are lower and
access to needed services is improved.

Neuquén’s sanitarios and curanderos are often the first point of contact for people with mental
disorders. In some cases, patients go from curanderos to formal primary care. However in rural
areas, self-care and informal care are used most frequently and the family’s supportive role is
seen as fundamental.

Psychologists are distributed among health centres around the city and consult where needed.
They are not affiliated to any particular clinic, but rather serve a number of health care settings.
Psychologists address psychosocial complaints in addition to severe mental disorders.

Patients with mental disorders are sent to the provincial hospital if required. The limited
number of public sector psychiatric beds in the province (10) sometimes complicates the treat-
ment of acutely ill patients. Severely ill, violent, or suicidal patients requiring long-term care
are sent to the psychiatric hospital in Buenos Aires.

The process of integration
Identifying the best way to integrate mental health into primary care

When the primary care model of health care was developed and implemented in Neuquén
Province, mental disorders were meant to be handled similarly to other health problems. The
few psychiatrists were meant to serve as consultants and receive referrals of complex cases
from primary care physicians.

In reality, not all physicians believed that integration would be the best way to improve mental
health care in the province. Most primary care physicians were disinclined to apply the same
treatment and rehabilitation standards to patients with schizophrenia and other mental disor-
ders as they did to patients with physical health problems. Some reported insufficient training
in the use of psychotropic medications, and hence preferred not to use them. Others were
reluctant to be responsible for the complete health care of patients with mental disorders.

Nonetheless, it was a group of primary care physicians who initially identified the need for
mental health integration. They recognized that a number of their patients needed mental
health care, but that they were ill-equipped to deal with these problems and there were too few
specialists for routine referral. Moreover, specialists were often far from patients’ homes, and
seeking services resulted in substantial travel expenses and isolation from family and friends.
The primary care physicians realized that they needed training in the management of mental
disorders. They also requested better coordination with psychiatrists, nurses, psychologists and
social workers, to provide optimal support to patients and families.
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Gaining political commitment

In 1996, the Subsecretary of Health for the province created a commission on mental health.
The commission’s goal was to develop an integrated mental health programme for the prov-
ince. Previous attempts to integrate mental health into primary care had failed for several
reasons: planning was not systematic; primary care physicians were reluctant; specialist train-
ers and supervisors were not made available; and local government support was limited. This
time, barriers were addressed through the involvement of the Subsecretary, as well as through
the formation of the commission and the provision of training and financial resources from
outside the province. The programme objectives were: to develop norms for diagnosis and
treatment; to construct a referral and consultation network; to prepare a group of health pro-
fessionals to implement and oversee the programme; and to train primary care physicians and
nurses in remote regions so that mental health services could be provided on site.

The potential involvement of experts from North America raised concern among certain phy-
sicians, who felt that “colonial” models were being forced on them. The primary care model
in Neuquén Province had achieved a great deal in preventive and general medicine, based on
a foundation of well-trained physicians. It was felt that “outsiders” might interfere and under-
mine these achievements. However, after it was clarified that consultants would assist only
where requested, and would not impose anything on the Neuquén system, their participation
was accepted.

Awareness raising and training activities

In 1996, the province and its international consultants held a conference for primary care
physicians throughout the province. Around 50 people participated; most were primary care
physicians although some nurses, social workers and sanitarios also attended. The conference
focused on training physicians to diagnose and treat severe mental disorders, in particular
psychosis. It was felt that education about psychosis would enable primary care physicians
to leverage existing skills in managing chronic conditions such as hypertension, cardiac dis-
ease, and diabetes, and extend these skills to the management of chronic mental disorders.
Additionally, patients with acute psychotic disorders were often disruptive, causing distress for
physicians, other medical staff, and families, and hence it was felt that physicians would be par-
ticularly motivated to learn management strategies for these disorders. Finally, it was believed
that it would be useful for physicians to master the management of one relatively rare mental
disorder, before beginning to treat more common disorders.

Trainers came from Argentina, Chile, England, Guatemala, the United States of America, and
Uruguay and included nurses, psychiatrists, primary care physicians, clergy, social workers,
and attorneys.

Topics included epidemiology, diagnosis, pharmacotherapy, patient education, family involve-
ment, and rehabilitation of people with psychotic disorders. Clinical management skills were
streamlined to a few simple steps: maintaining close contact with the patient’s family; managing
medications; and determining when consultations were needed. Lectures were complemented
by role plays and case discussion.

Following the conference, the mental health commission became the driving force for inte-
gration. It supervised additional training activities for physicians and medical residents, and

Argentina: Physician-led primary care for mental health in Neuquén province, Patagonia region

63



64

because the commission included both mental health and primary care representatives, it
became a forum for ongoing dialogue between these groups.

In addition, monthly meetings between primary care physicians and curanderos were estab-
lished in some clinics. These meetings encouraged open communication to facilitate coordinated
treatment of certain disorders, enhance the community’s trust in physicians, and prevent the
dangerous effects of combining contraindicated herbs with medications.

In 1997, a second training conference was convened. The topic was the recognition and man-
agement of depression in primary care. Many primary care physicians who attended the first
conference also attended this second one. New participants included nurses and residents in
general medicine. The conference programme consisted of formal presentations and case pres-
entations. Cross-cultural issues became an important part of the discussion. The physicians,
products of a Eurocentric professional education, had adapted their practice styles to address
the belief systems of the communities in which they worked. The conference provided an
opportunity to discuss these adjustments and seek common ground with the traditional psy-
chiatric approach.

Again, after the conference, the mental health commission actively coordinated follow-up and
training. Two North American consultants made an extended visit to one region of the prov-
ince, where they met with local psychologists, answered questions, and participated in joint
consultations with primary care physicians to provide on-site training.

Although fewer than 5% of physicians in the province attended, these two meetings were cru-
cial in developing interest in primary care for mental health. The meetings led directly to
additional training of primary care physicians within the Austral (see below) but also, perhaps
most importantly, to an agreement with the Subsecretary of Health that general medicine res-
idents would also be trained there.

The Austral

The Instituto Austral de Salud mental rehabilitation programme (the Austral) is a non-
governmental organization that serves as a major training centre for primary care physicians.
Importantly, the training focuses on primary care, rather than hospital-based care. Since 1996,
numerous professionals have been trained, including senior general physicians and general
medicine residents from the public health system, psychiatry residents, psychologists and psy-
chology students, and nursing students. Professionals’ training at the Austral lasts between one
month and one year.

Since 2000, at least two general medicine residents are trained at the Austral at any given time.
Thus far, around 40 residents have been trained, most of whom are now in general practice in
Neuquén Province. Initially, their training lasted one month, but due to interest, it was extended
to three months. Formal research has not been conducted, but anecdotally residents report that
the training confers skills, experience, and confidence to treat people with mental disorders in
primary care. Training also expands their holistic approach to health care and enables them to
be sensitive to possible psychosomatic complaints. Rather than referring patients with depres-
sion, stabilized psychosis and anxiety disorders, they treat these patients themselves. As there
is no established mental health programme for referral, other than hospital-based services,
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many practitioners who have trained at the Austral continue to consult the team after they are
established in general practice.

Training of former residents continues through different channels. A journal club, attended
inter alia by previously-trained primary care physicians, is coordinated by a psychiatrist from
the Austral. The club discusses the clinical literature pertinent to the primary care practice. In
addition, guest speakers sometimes give talks on relevant subjects. The consulting psychiatrist
from the Austral also provides ongoing training through telephone consultations concerning
cases that have been back-referred to the former residents for ongoing management.

Community-based rehabilitation

The Austral not only offers training, but also community-based crisis intervention, main-
tenance care, and rehabilitation. While it has not been possible to establish similar services
outside Neuquén Capital, this service illustrates the potential for general physicians to become
involved in community-based rehabilitation.

The treatment team at the Austral consists of community-oriented caseworkers, a nurse, con-
sulting psychiatrists (one psychiatrist who is also the director, and one part-time psychiatrist
who mainly sees children), and primary care physicians (six as of 2007). The programme is cen-
tred on the primary care physician and the primary care infrastructure. The physicians serve as
team leaders in the treatment of patients. When patients with mental disorders visit the insti-
tute, they see their primary care physicians, just as they would if they were being treated for
any other condition. Primary care physicians make initial diagnoses in consultation with the
psychiatrist, and provide patients and families with education and support concerning medica-
tion maintenance and coping with life stressors. They treat their patients in a holistic manner,
addressing both mental and physical health issues.

After patients have been stabilized, the Austral seeks to reintegrate people into the commu-
nity and help them achieve economic independence. The clinic venue, a former private home
in the centre of downtown, was chosen so that patients were not isolated and stigmatized, but
rather received care in a central area. One of the most important achievements of the Austral
has been to involve artisans, artists, farmers, educators, and other community members in the
rehabilitation programme. An example of this is a work group of people with schizophrenia,
who learnt farming skills and after two years were able to buy the land they farmed and con-
struct a nursery. In addition, after receiving carpentry and other classes, the same group started
selling good-quality wood products at the local market.

Financing the model

Argentina’s social security sector pays for services provided by the Austral team to public sec-
tor patients. Public sector primary care physicians’ salaries and training are also funded largely
by the state. Services provided by the Austral team to patients with private health insurance
are reimbursed separately through these schemes. Practitioners are remunerated similarly for
treatment of mental and physical health problems.

Cost analyses have not been conducted, however it is obvious that community-based care is
no more expensive, and in all likelihood less expensive per patient compared with the previ-
ous hospital-based service. Also, because their treatment is community based, patients are able
to participate in income-generating activities. Previously, patients with mental disorders were
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transferred to Buenos Aires, 1200 kilometres from Neuquén Province. Many patients stayed in
the hospital for extended periods and became institutionalized, with little community contact

and no opportunity to earn incomes.

Overcoming resistance to the model

Psychiatrists, psychologists, and psychiatric nurses in the province initially resisted the inte-
grated model. They felt that it would be dangerous to patients and “a second class alternative’.
Concern for both patients” well-being and their professional status contributed to their resist-
ance. Resistance was overcome eventually through demonstration of the programme’s success.

The conviction and commitment of the team were fundamental to the survival and growth of
the model. Strong leadership in times of crises, for example when resources were not provided
by the state, was crucial in focusing the team on the importance of their work. Most impor-
tantly, pressure from patients and families kept the service alive through difficult times.

Through the various crises, the team learned valuable lessons. Alternatives were found that
increased their efficiency and enabled them to assist even more patients. For example, a range of
therapeutic groups was started that allowed support services to more than double the number
of people seen. In addition, they realized that the more general practitioners they trained and
supported the fewer patients were sent to them for referral.

5. Evaluation/outcomes

The mental health integration model has increased demand for mental health care and allowed
people with mental disorders to be better stabilized and socially integrated.

According to the Director of the Austral, the effectiveness of the programme is largely the result
of teamwork, in which the primary care physicians lead the therapeutic process, but are sup-
ported by other team members such as nurses, psychologists and himself as the psychiatrist.

Services available

Statistics have not been kept on the number of people with mental disorders seen by general
physicians. Nonetheless, it is well-known that previously, only people with highly disruptive
and severe mental disorders were treated — and then only in centralized psychiatric hospitals.
Now, thousands of people are treated within the province, mainly within primary care prac-
tices. The consultant psychiatrist at the Austral estimates that at least half of the primary care
physicians in the province now use basic instruments to detect depression and psychotic disor-
ders. Identified patients are either treated or referred, typically to local mental health facilities
or to practitioners with mental health training.

Between 1997 and 2006, the Austral’s general physicians provided mental health care to 3200 peo-
ple. Including families, around 12 000 people have benefited from the service. Among those who
have received treatment at the Austral, 80% have remained stabilized within the community.

Since the model’s implementation, only 5% of patients with mental disorders have required
care in a psychiatric hospital. Many have been subsequently back-referred to the primary care
service following stabilization.
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Patient satisfaction

Patients’ self-esteem and independence have improved as a result of the programme. Many are
now regarded by their families and communities as functional, capable individuals.

6. Conclusion

In Neuquén Province of Argentina, primary care physicians lead the diagnosis, treatment and
rehabilitation of patients with severe mental disorders. Patients receive outpatient treatment in
their communities, where they enjoy the support of family, friends, familiar surroundings, and
community services. Psychiatrists and other mental health specialists are available to review
and advise on complex cases.

The integration of mental health into primary care in Neuquén Province was driven by practi-
cal, theoretical and human rights considerations.

o On a practical level, there was a dire shortage of mental health specialists, while primary
care physicians were relatively abundant. By building these physicians’ skills (with the initial
help of trainers from outside the province), local mental health specialists were able to bet-
ter utilize their time by attending only to more complex cases. Most importantly, it enabled
far more people to access treatment for mental disorders.

o From a theoretical level, all patients are now assessed and treated holistically, with consid-
eration of both physical and mental health issues. Most physicians acknowledge that this
approach has produced better health outcomes for their patients.

o From a human rights perspective, the community-oriented approach is humane and shows
respect for people’s dignity and human rights. Previously, most people with severe mental
disorders were sent far from home to long-term institutional care. Many patients became
institutionalized rather than treated, and lost contact with their families and communities.

Community-based rehabilitation services complement primary care for mental health. The
two service components are highly linked: health professionals from the community-based
rehabilitation centre (the Austral) are responsible for training and supervising primary care
physicians. Difficult-to-treat patients are sent to the Austral for assessment and treatment -
hospital-based care is reserved as a last resort. Many primary care physicians spend extended
periods at the Austral, where they provide physical and mental health care and also gain valu-
able experience in treating mental disorders under the supervision of a psychiatrist.

Key lessons learnt

o Where there are few mental health specialists, they can be leveraged most effectively by
refocusing their work from clinical care to training, supervision and management of com-
plex cases.

« With training and ongoing support, general medical practitioners can provide integrated
mental health care.

o High-level political commitment and the establishment of a national mental health com-
mission contributed to the success of this integration effort.

o Primary care physicians identified the importance of primary care for mental health, and
hence were highly active and enthusiastic in the overall reform.
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Extending and reinforcing mental health training for residents and practising primary care
physicians were essential for the success of the programme.

Integrated primary care is important, but most effective when complemented by commu-
nity-based rehabilitation. In this example, primary care physicians led the creation of an
important community-based programme - the Austral — which resulted in fewer relapses
and improved the quality of life for patients.

As demonstrated in this example, collaboration between the public health sector (primary
care clinics) and a partially state-funded nongovernmental organization (the Austral) can
be effective for providing comprehensive mental health care.

Community-based rehabilitation paid dividends, socially and economically. Patients
relapsed less often and hence needed less hospital care; in addition they remained integrated
with families and friends and were able to start income-generating projects.

Experts from outside Argentina were useful in sharing experiences and providing training.
However, it was important that they did not try to impose their views or prescribe solutions
to the local health team.
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AUSTRALIA

Integrated mental health care
for older people in general
practices of inner-city Sydney

Case summary

This Australian example demonstrates how primary care for mental health can be provided
seamlessly to older adults. General practitioner physicians provide primary care for mental
health, and community psychogeriatric nurses, psychologists, and geriatric psychiatrists give
advice and support as required. The key to the model is supported, collaborative, and shared
care between primary care, community services, and specialist services, which include com-
munity-aged care, geriatric medicine, and old age psychiatry. Over time, general practitioners
have required less advice and support, and achieved better outcomes in terms of maintaining
continuity of care.

1. National context

Australia’s national context is summarized in Table 2.4. Its population consists mainly of
descendants of colonial-era settlers, and post-Federation immigrants with around 90% of
European descent. The indigenous population — Aborigines and Torres Strait Islanders — rep-
resents only 2.2% of the Australian population.’ They are one of the most disadvantaged groups
in Australia.” English is the national language. Australia has a mixed economy whose main sec-
tor of employment and revenue is services. Although extreme poverty (living on less than
US$ 1 per day) is virtually nonexistent in Australia, 14% of the Australian population live
below the nationally-established poverty line.?
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Table 2.4  Australia: national context at a glance

Population: 20.2 million (88% urban) 2
Annual population growth rate: 1.2% @
Fertility rate: 1.7 per woman @
Adult literacy rate: 99% 2
Gross national income per capita: Purchasing Power Parity International $: 30 610 2
Population living on less than US$ 1 per day: data not available or not applicable 2
World Bank income group: high-income economy °
Human Development Index: 0.962; rank 3/177 countries ©
Sources:

@ World Health Statistics 2007, World Health Organization (http://www.who.int/whosis/
whostat2007/en/index.html, accessed 9 April 2008).

b Country groups (http://web.worldbank.org/WBSITE/EXTERNAL/DATASTATISTICS/0,,
contentMDK:20421402~pagePK:64133150~piPK:64133175~theSitePK:239419,00.html,
accessed 9 April 2008).

¢ The Human Development Index (HDI) is an indicator, developed by the United Nations
Development Programme, combining three dimensions of development: a long and healthy
life, knowledge, and a decent standard of living. See Statistics of the Human Development
report. United Nations Development Programme (http://hdr.undp.org/en/statistics/,
accessed 9 April 2008).

2. Health context

The Australian population has a generally good health status (see Table 2.5), with the nota-
ble exceptions of Aboriginal and Torres Strait Islander populations. Otherwise, the pattern of
disease is similar to that of other developed countries, with high rates of heart disease, stroke,
and cancer.*®

Table 2.5 Australia: health context at a glance

Life expectancy at birth: 79 years for males/84 years for females
Total expenditure on health per capita (International $, 2004): 3123
Total expenditure on health as a percentage of GDP (2004): 9.6%

Source: World Health Statistics 2007, World Health Organization (http://
www.who.int/whosis/whostat2007/en/index.html, accessed 9 April 2008).

Health care is provided and funded through a mix of federal, state and private contribu-
tions. General practitioner physicians provide the majority of primary care. Payment is made
through reimbursements from government through “bulk billing”, private health insurance,
out of pocket payment, or a combination of these. Medicines or pharmaceuticals prescribed
by physicians and dispensed in the community by independent private sector pharmacies are
subsidized directly by the Commonwealth Pharmaceutical Benefits Scheme. Public hospitals
(funded by state governments) provide medicines to inpatients free of charge.

Mental health

In 1992, an important mental health policy was passed that changed the approach of mental
health care from an institutional to a community-oriented service.® The mental health pol-
icy established a framework for the protection of the rights and civil liberties of people with
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mental disorders, consistent with that established in the Australian Health Ministers’ mental
health statement of rights and responsibilities, and in the United Nations Resolution on the
protection of rights of people with a mental illness. The policy also advanced the position that
mental health services should be part of the mainstream health system, including primary
care. As such, it necessitated a new relationship between mental health services and the wider
health sector.

3. Primary care and integration of mental health

Primary care is the point of first contact with the formal health service and occurs through gen-
eral practice, community health services, and pharmacies. General practice is now regarded as
a medical speciality equivalent to other specialities. There is an emphasis on continuing rela-
tionships between service providers and consumers over extended periods of time, and on early
detection, disorder prevention, and population health programmes including health promo-
tion. Primary care is funded mainly through Medicare, a government-funded health financing
system. Eligible people are provided with free-of-charge access to a general practitioner, and
can enhance their choices through private health insurance designed for their needs.

The mental health policy establishes the need for an identifiable, integrated mental health pro-
gramme within the mainstream health service. It recognizes that general practitioners are often
the first point of contact for people with mental disorders, and that they need to be able to rec-
ognize, manage and, where appropriate, refer to specialist mental health services. The policy
also recognizes the need for educational programmes for general practitioners to prepare them
adequately for this role.

In addition to the mental health policy, an implementation plan was formulated for the period
up to 2008. Some of the key strategies of the plan included:

« ongoing support for existing programmes in which general practitioners and other primary
care workers (including, for example, community nurses, psychologists, social workers,
occupational therapists, and other allied health providers) provide mental health care to
the community;

o the development of primary care programmes in which general practitioners and mental
health professionals provide shared mental health care;

o strengthening linkages between general practitioners and mental health specialists (both
public and private) to improve clinical support from and access to private psychiatrists, and
shared care protocols;

« the ongoing development of strategies to enhance the role of general practitioners and
other primary care workers in delivering mental health care, particularly in rural and

remote areas.

Currently, all general practitioners in Australia undertake mental health training at both
undergraduate and postgraduate levels, and practitioners are expected to be able to deal with
uncomplicated mental health problems in the same way as they deal with physical problems.
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4. Best practice

Local context

This example describes an older people’s mental health service in the St. Vincent’s District in
inner city, Sydney. Around 13 000 people aged 65 and older live in the district, including peo-
ple who are homeless, or in government housing, hostels, or nursing home accommodation;
of Aboriginal and Torres Strait Islander origin; from non-English-speaking backgrounds; with
HIV/AIDS; and holocaust survivors - many of whom are at increased risk of having mental
health problems.

A significant number of older people in the district have comorbid mental and physical health
problems, disability, disadvantage and mortality. Ischaemic heart disease, stroke, diabetes, hyper-
tension, renal failure, obesity, cardiac failure and arthritis are prevalent in this population.

The majority of mental health care in the district is either self-managed or delivered through
informal agencies, including faith-based nongovernmental organizations. A few non-health
related, government-funded agencies operate under the auspices of local councils and/or the
state government. There are also individuals who provide informal older adult mental health
care, including priests, ministers, rabbis, police, and other community leaders.

Beyond this informal network, formal older adult mental health service delivery starts with
general health services. This is where the majority of people seek help, most commonly from
their general practitioner. Because their choice of general practitioner is their responsibility
and is not dictated by where they live, a level of autonomy and trust alleviates some of the tra-
ditional barriers to seeking mental health care. Less than 1% of all those with mental health
problems present directly to hospitals.

Description of services offered

The major aim of the programme established in the district is to identify older people with
mental health problems and mental disorders, as early as possible, and to deliver appropriate,
well-coordinated, evidence-based treatment, rehabilitation and relapse prevention within pri-
mary care and in collaboration with other agencies. Primary care for the mental health of older
adults is provided mainly by general practitioners, who are assisted by community psychogeri-
atric nurses and psychologists and supported by old age psychiatrists as required. The key to
the model is supported, collaborative and/or shared care between primary care, community
services and specialist services, including community-aged care, geriatric medicine and old
age psychiatry.

General practitioners play a major role in the initial identification of older people’s mental dis-
orders. Their assessment forms the basis for the management of the identified mental health
issues within a biopsychosocial model of care, now taught in all medical schools in Australia.

A number of options exist if the issues are beyond the expertise of the general practitioner.
An older adult mental health specialist may be contacted for advice. Alternatively, the gen-
eral practitioner might make a referral to the older adult mental health community team for
practical assistance. This might involve specific needs such as neuropsychological assessment,
occupational therapy or rehabilitation services, or more general requirements such as shared

Integrating mental health into primary care: A global perspective



care and case management. Alternatively, the general practitioner might make a request for
further specialist assessment by an old age psychiatrist, which can occur through a home visit,
a consultation at the general practitioner’s rooms, an outpatient appointment at a community
centre or the hospital, or through admission to hospital if required, depending on the needs of
the patient and the most appropriate approach identified by the general practitioner.

To maximize the patient’s experience of continuity of care, the psychogeriatric nurse, psycho-
logist and psychiatrist aim to keep their involvement with the patient as minimal as possible,
within the bounds of the assessment and management required to facilitate the best outcome
for the patient. This is achieved by providing focused and time-limited services that are usually
defined by the request of the general practitioner, and agreed upon by the general practitioner,
the psychogeriatric team member and the patient, as early as possible in the assessment and
management planning phase.

Practically, this means that the general practitioner has primary responsibility for arranging
investigations, prescribing medication, monitoring progress, and identifying the need for alter-
ations to the management plan. In Australia, few general practitioners make home visits, so
patients are usually seen at the clinic. The psychogeriatric nurse may make home visits between
general practitioner consultations, and the two liaise regularly by telephone. In addition, the
psychogeriatric nurse commonly accompanies patients to the general practitioner’s clinic, par-
ticularly in the early and acute stages of community-based management.

If the old age psychiatrist is involved, the psychogeriatric nurse and the psychiatrist will
almost always see the patient together, whatever the setting. The advantages of this approach
are that it:

o facilitates the development of rapport;

o further enhances the continuity of care;

o reduces the stigma of seeing a psychiatrist;

o helps the process of gathering and exchanging accurate information;
o distributes the burden of care to some degree;

o assists with teaching and supervision.

Following patient contact, the psychiatrist typically contacts the general practitioner, often by
telephone, and always in writing. The communication with the general practitioner contains
all information that would be relevant and useful in providing mental health care for the older
person. It also describes clearly the step-by-step details of the management plan, so that it can
be initiated, monitored and adjusted appropriately by the general practitioner. And lastly, the
communication contains clear parameters for when the general practitioner should consider
alternative management strategies, and the details of those alternatives.

The process of integration

Planning the older adult mental health service

The model was established based on the principle that older adult mental health care should be
integrated into primary care as a means of improving access and reducing stigma. The shared

care and case management model was promoted mainly on the basis of its accessibility, cost
effectiveness, and the comprehensiveness and continuity of care that would be provided.
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Central stakeholders were engaged. An area committee was established by the chief psychiatrist
to develop a strategic plan. The plan defined specialist mental health services for older people
as multidisciplinary, community-focused, secondary referral services for people aged 65 years
and over, with a strong commitment to integration with primary care. General practitioners
were then contacted and informed that they would receive additional training in an area where
a substantial number of their patients needed assistance, but where they as practitioners were
not well-trained. They were also advised that they would be able to contact specialized practi-
tioners to assist them with complex cases, and they would be able to refer patients who needed
more specialized attention. Payment to the general practitioners would be on the same basis
as for treating any other health condition. All these reasons made the model appealing to most
general practitioners.

The finalization of the plan was overseen by a committee comprising representatives from the
hospital and community services in the area, and a report was submitted for approval to the
areas chief administrative board.

The relevant specialist clinicians and administrators met to discuss options for funding the rec-
ommendations of the plan by using existing resources and identifying ways of securing new
funds. Discussions with funders were facilitated because the national and state mental health
policy and plan called for the integration of mental health services into general health care.
The funding that was requested for staffing was relatively small. For the catchment population
of 13 000 people, the request was for a consultant psychiatrist (0.5 full time equivalent; FTE), a
clinical psychologist (1.0 FTE), a clinical nurse consultant (1.0 FTE), and a psychiatry trainee
(0.5 FTE).

Implementation of the service

Despite the enthusiasm of the health professionals who would provide the service, as well as
the commitment from administrators and funders, it took almost five years from the establish-
ment of the area committee to the first staff appointment.

Following appointment of the first psychiatrist, a new series of meetings were held to create the
implementation plan. These included consultations with the director of the division of general
practice and the division’s liaison officer for mental health, the director of the catchment com-
munity health services, the director of the community aged care assessment team, the director
of the community dementia nurses team, the director and deputy director of mental health
services, the director and clinical staff of the geriatric medical services, the area coordinator
of older adult mental health services, the mental health consumer consultative committee, the
director of the adult mental health crisis and case management team, the director of mental
health rehabilitation services, and the director of mental health inpatient services. In addition,
meetings were held with general practitioners in the area.

A strategic plan for the development of older adult mental health services was developed and
circulated for comment. This document was vital to both inform key people of the intended
direction of the service’s development, and to enlist support for this process. Three months
after the appointment of the consultant psychiatrist, a psychiatry trainee (0.5 FTE) and a clini-
cal nurse specialist (1.0 FTE) were appointed. One year later, a second clinical nurse specialist
(1.0 FTE) was appointed. One year after that, a psychologist (0.8 FTE) was appointed.
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It is important to note that the five-year time frame was not the result of an idle committee or
resistance from government. Rather, it reflects the reality that planning and implementation
take time. While there were times when the architects of the plan became somewhat despond-
ent and thought that the new service may never be realized, their patience and perseverance
were rewarded eventually.

Training for integrated older people’s mental health care in primary care

Most training of general practitioners occurs through verbal and written advice and informal
supervision that they receive from the older adult mental health specialists. General practi-
tioners are involved closely in every assessment and treatment in which the specialist service
is engaged. In more complicated cases, the psychiatrist describes the step-by-step details of the
management plan, which is then initiated, monitored and adjusted by the general practitioner.
Often the patient will also be seen by both the general practitioner and the more specialized
practitioner in a single session. In this way, the general practitioner gains skills and experience
that are useful not only for the treatment of that particular patient, but also for future mental
health care of older people. Of course where referral is required, the specialist service is avail-
able to assume responsibility, but only as required until the patient can be back-referred to the
primary care level.

General practitioners also benefit from the expertise of older adult mental health specialists
through joint monthly meetings, which take a variety of forms including a journal club, a case
presentation, or a seminar. The principle responsibility for organizing and selecting the meet-
ing content is taken by the general practitioners themselves.

5. Evaluation/outcomes

As a result of this model, general practitioners and other primary care workers have developed
skills in the assessment and management of older adults with mental health problems. Over
time, they have required less advice and support, and achieved better outcomes in terms of
maintaining continuity of care.

The older age adult mental health specialists have noted a substantial reduction in “revolving
door” patients since the general practitioners have taken greater responsibility for older peo-
ple’s mental health care.

6. Conclusion

This example shows how a specialized service for older people supports and empowers gen-
eral practitioners to fulfil their general health care function more effectively. This is not only a
good use of scarce resources, but is also best for patients. They are treated holistically and they
do not need to waste their time and resources to go to specialist mental health care unless it is
absolutely necessary.
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Key lessons learnt

Lessons from this example are listed below.

o It is a myth that specialized services are “better” services. On the contrary, holistic care
that is accessible to older people is “better” care — provided the primary care workers are
adequately trained and supervised.

o Where mental health specialists do get involved, it is crucial that they work closely with pri-
mary care workers, which facilitates continuity of care and allows primary care workers to
develop relevant skills.

o Even in a high-income country, establishing an integrated mental health service can be
highly time-consuming. Perseverance and patience is needed to persuade authorities and
secure necessary resources.

o Training occurs not only through formal courses where people get degrees or diplomas, but
also through ongoing informal interaction with health specialists.
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BELIZE

Nationwide district-based
mental health care

Case summary

In the 1990s, Belize introduced a programme in which psychiatric nurse practitioners were
trained and integrated into community-based care. Although operating at district level, these
practitioners conduct various primary care activities, including home visits and training of
primary care workers.

The introduction of psychiatric nurse practitioners in Belize has facilitated numerous improve-
ments: admissions to the psychiatric hospital have been reduced; outpatient services have
increased; and community-based mental health prevention and promotion programmes are
now in place.

While this approach has not yet resulted in a fully-integrated mental health service, a number
of important lessons have been learnt. In countries where there are very few trained mental
health specialists, a two stage approach, where primary care practitioner skills are built over
time, may be more appropriate than attempting to reach fully integrated mental health care in
one stage.

The next phase of the programme will strengthen psychiatric nurse practitioners’ direct inter-
actions with primary care practitioners, to increase their awareness and train them to manage
mental health issues within their general practices.

1.National context

Belize’s national context is summarized in Table 2.6. It is a country of numerous cultures, lan-
guages, and ethnic groups. The largest ethnic groups are Mestizo (49%) and Creole (25%)." It
is the only English-speaking country in Central America.> The majority of its citizens speak
English, while smaller groups speak Creole, Spanish or several indigenous dialects.’ The adult
literacy rate, similar for men and women, is 77%.*

Belize’s economy has depended traditionally on agriculture (in particular bananas, sugar and

citrus), but is now diversifying towards tourism, other service industries and shrimp farming,
and most recently, oil exploration.’
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Table 2.6  Belize: national context at a glance

Population: 270 000 (48% urban) @
Annual population growth rate: 2.3% @
Fertility rate: 3.0 per woman @
Adult literacy rate: data not available 2
Gross national income per capita: Purchasing Power Parity International $: 6740 @
Population living on less than US$ 1 per day: data not available 2
World Bank income group: upper-middle-income economy °
Human Development Index: 0.778; rank 80/177 countries ©
Sources:

@ World Health Statistics 2007, World Health Organization (http://www.who.int/whosis/
whostat2007/en/index.html, accessed 9 April 2008).

b Country groups (http://web.worldbank.org/WBSITE/EXTERNAL/DATASTATISTICS/0,,
contentMDK:20421402~pagePK:64133150~piPK:64133175~theSitePK:239419,00.html,
accessed 9 April 2008).

¢ The Human Development Index (HDI) is an indicator, developed by the United Nations
Development Programme, combining three dimensions of development: a long and
healthy life, knowledge, and a decent standard of living. See Statistics of the Human
Development report. United Nations Development Programme (http://hdr.undp.org/en/
statistics/, accessed 9 April 2008).

From 1997 to 2000, Belize developed strategies to achieve health sector reform. In 1998, the
government declared the Health Sector Reform Project as a main strategy to improve the health
status of the population by improving the efficiency, equity, and quality of health care services
and promoting healthier lifestyles.?

While significant progress has been achieved in several of the social indicators, the alleviation
of poverty continues to be a major challenge for the country. Poverty levels were unchanged
from 1996 to 2002 at 34%.>°

2. Health context

Belize’s health status is summarized in Table 2.7. The country is facing new public health chal-
lenges with a growing prevalence of chronic, noncommunicable diseases.® Meanwhile, with the
exception of HIV/AIDS, communicable diseases are declining.® Leading causes of death in the
country are heart disease, perinatal conditions, stroke, lower respiratory infections, and road
traffic accidents.”

Table 2.7 Belize: health context at a glance

Life expectancy at birth: 67 years for males/74 years for females
Total expenditure on health per capita (International $, 2004): 339
Total expenditure on health as a percentage of GDP (2004): 5.1%

Source: World Health Statistics 2007, World Health Organization (http://
www.who.int/whosis/whostat2007/en/index.html, accessed 9 April 2008).

The Government of Belize is the main provider of health services and medication. User health
care costs within the public health service are hence minimal. The national health care system
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is based on principles of equity, affordability, accessibility, quality, and sustainability through
effective partnerships with other private and public entities.® The private sector is growing,
mainly in urban areas; health services are financed directly through user fees or through pri-
vate health insurance.

The number of health workers has increased in the last decade, due mainly to the addition of
Cuban and Nigerian health professionals as a result of technical cooperation agreements. More
than half of the Cuban health providers have been deployed to rural areas, bringing for the
first time continuous health services to remote communities. This programme has allowed the
Government of Belize to reduce the inequities in the distribution of health resources and to
increase the accessibility of health care to the general population.

Mental health

There is a paucity of epidemiological data on mental disorders in Belize in internationally acces-
sible literature. It is known, however, that mental health consultations are prompted mainly by
clinical depression, psychotic disorders, anxiety disorders, stress-related disorders, and sub-
stance abuse. Harmful alcohol use is regarded as problematic for the country, particularly
among men who drink four times more alcohol than women.® Family violence is fast becom-
ing a serious public health problem. The number of cases increased during the period of 2000
to 2006. More than 82% of the victims were females and most cases occurred in urban areas.®

The main goal of the mental health programme is to serve the needs of people with men-
tal disorders, enhance their quality of life, and create networks that guarantee the delivery of
care within the community. Services are organized and implemented through the Director of
Health Services of the Ministry of Health, and administered within four geographical regions.

The new Government of Belize plans to establish a Department of Mental Health within the Min-
istry of Health, as well as acute mental health units and support systems at all regional hospitals.’

3. Primary care and integration of mental health

The Belize primary care infrastructure consists of three polyclinics, 37 health centres and 43
public rural health posts. The health centres provide ambulatory services, pre- and postnatal
care, immunization services, and general health education. In addition, some specialist serv-
ices are offered in selective health centres. These include hypertension, diabetes, tuberculosis,
sexually transmitted disease and HIV/AIDS services; referrals and follow-up are also provided.
Most centres also offer outreach services through mobile clinics that visit smaller and more
remote villages every four to six weeks. These mobile clinics account for about 40% of the cen-
tres’ service delivery.

The objectives of primary care for mental health in Belize are to:

o provide accessible mental health services to urban and rural communities;
o help individuals and families during crisis;

« prevent or reduce the disabling effects of mental disorders;

o reduce the need for hospital admissions;

o identify and treat mental disorders at an early stage;

o use existing human resources to achieve the greatest possible benefits.
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4. Best practice

Local context

Health care delivery is provided by a network of eight government hospitals, including a
national referral hospital and a psychiatric hospital, and five private hospitals. The eight pub-
lic hospitals are divided into four regions (Northern Region, Central Region, Western Region,
and Southern Region). The Karl Heusner Memorial Hospital is the national referral hospital
and the general hospital for the Central Region. Most inpatient psychiatric services are pro-
vided at Rockview Hospital, the national mental hospital, based in the Central Region,® and in
the acute psychiatric ward in Belmopan Hospital, located in the Western Region. Two psychi-
atric nurses provide mental health services in seven of the eight district hospitals. Thirty-seven
health centres are located throughout the country, mainly within the rural areas. The centres
have a permanent public health nurse, and are supplemented by mobile health services, com-
munity nursing aides, voluntary collaborators, and traditional birth attendants.®

Description of services offered

The mental health service is community-oriented and provides preventive mental health care,
outpatient services, crisis management, consultation to schools, and outreach services. It also
addresses other public health issues such as attempted suicide, domestic violence, rape, and
pre- and post-test counselling for HIV/AIDS.

Seven of the eight district hospitals have at least two psychiatric nurse practitioners located on
the premises of the hospital. Generally, one nurse attends to patients at the outpatient clinic
at the hospital, while the other provides primary care services for mental health to the com-
munity, mainly through mobile clinics at the health centres, home visits and other community
activities. The presence of psychiatric nurses at the hospitals helps to provide mental health
care to all patients in need. Psychiatry is slowly growing acceptance, and the role of the psychi-
atric nurse is expanding as they provide counselling to patients with mental disorders, victims
of domestic violence and rape, and people undergoing testing for HIV, as well as responding to
national situations that have the potential to cause mental distress.

The psychiatrist visits the district hospitals on a rotating basis to provide supervision, assess
difficult cases, and give lectures to health workers providing general health care at the dis-
trict hospitals.

At weekends, and during public and bank holidays, the nurses are required to be on call. If
needed, the emergency doctor contacts them. The consultant psychiatrist is on second call,
and is always available by telephone. In situations where nurses are not available, arrangements
are made in advance for patients to follow up with community nurses. In emergency cases, the
psychiatrist takes the first call.

Because the psychiatric nurses are part of the district health teams, they have direct relation-
ships with general practitioners, public health nurses and community nurse aides, all of whom
refer to them and whom they also train in mental health issues. Although for most people the
hospital is not as close as their local health centre or health post, patients do not need to travel
long distances for treatment and care because care is provided within their districts. Patients
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who are unable to attend the clinic due to financial hardships and/or lack of transportation are
visited by nurses as part of the mobile clinics.

Because mobile clinics are managed jointly with other community programmes, nurses give
lectures to patients who attend the clinics for other reasons. Other primary care services to
the community include visits to schools for teacher support and direct counselling to children
with behaviour problems, meetings with community nurse assistants, and ongoing training
with health care providers. They also educate police officers about mental disorders. The work
with the police has become important, because the police are called to assist in situations that
involve patients with mental disorders.

The process of integration
The need for reform and transition to a new paradigm

Traditionally, mental health services in Belize were concentrated on the admission of patients
with mental disorders to Rockview Psychiatric Hospital. Patients with psychotic disorders
tended to stay for long periods, care was custodial, and the lack of professional staff and pro-
grammes compounded the situation.

The only mental health outpatient clinic in the country was located in Belize City, within the
general hospital compound. Patients who required attention needed to travel to Belize City
and if admission was indicated, they were sent to Rockview Psychiatric Hospital. Patients who
were admitted from the districts were sent back to their districts when discharged, and when
they needed follow-up they were required to travel once again to Belize City. For patients from
the southernmost district, the trip took between eight to nine hours and cost approximately
US$ 10 each way by bus. The mobile team from the outpatient clinic in Belize City visited
each district only once — or at most twice — each year. These factors negatively influenced
patient adherence, and consequently, relapses were common. Furthermore, services covered
only psychosis and severe mental disorders, and were not routinely available for more com-
mon disorders such as depression.

At the time, the mental health team consisted of a psychiatrist, a practical nurse, and a psychi-
atric attendant. The psychiatrist was usually of British origin, working on a two-year contract
as part of the Volunteer Services Overseas (VSO). The VSO was a programme in which British
and European professionals travelled to developing countries to provide community services.
Generally, they came to fill a gap of professionals in the particular field in the country.

In 1992, a new paradigm of mental health was introduced in Belize. The Ministry of Health
was faced with the dilemma of how to make good-quality mental health services more availa-
ble and accessible within the context of a highly-centralized mental health service and very few
trained mental health workers. The Ministry considered two options.

The first option was to train all primary care practitioners in basic mental health skills within
the 37 public health centres and 43 public health posts. The main advantages of this approach
would have been that mental health would be available wherever health care was provided and
hence integrated and close to people’s homes. The main disadvantages were that training all
primary care practitioners would have been a daunting task for the limited number of men-
tal health practitioners in the country; and that the clinics were already overloaded and adding
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additional responsibilities might have resulted in neglect of patients. Also, having examined
examples of primary care for mental health in other developing countries, the Ministry real-
ized that unless supervision and support were provided to the general practitioners, mental
health care would not be sustained and the training investment would be wasted.

The second alternative was to train psychiatric nurse practitioners, which would be an impor-
tant step towards fully integrated mental health care at the primary care level. Within this
model, even if mental health care were not available in every health post or clinic, accessi-
bility would be improved. Moreover, the need for long-stay custodial care would be reduced
drastically by the decentralization of mental health care to district hospitals and to outpatient
services at the hospital in each district. Psychiatric practitioners in each district could liaise
with the clinics and health posts so that mental health care could become an integral part of
district health care rather than requiring referral to Belize City. In addition, the psychiatric
nurse practitioners could train general practitioners in their district to identify and refer men-
tal disorders. In time, general practitioners could treat patients with mental disorders under
the supervision and support of psychiatric nurse practitioners. They could also undertake
mental health prevention and promotion activities.

The Ministry of Health decided that it was necessary to develop skills and expertise at a district
level before moving on to a fully integrated primary care service, and hence decided on the second
option. Although operating at district level, the psychiatric nurse practitioners would conduct
various primary care activities, including home visits and training of general practitioners.

Training and human resource development

In 1992, the Ministry started training 16 psychiatric nurse practitioners, who were already
professional nurses in one of the district hospitals. They completed a 10-month programme at
the Belize School of Nursing with the assistance of a psychiatric nurse practitioner from VSO.
The programme was funded by the Canadian International Development Agency (CIDA) and
Pan American Health Organization (PAHO). After the completion of the training, the nurses
returned to their districts where they established the permanent presence of mental health
services. Their presence meant more organized and consistent mental health care, and services
that were strongly community-oriented. The psychiatric nurse practitioners were assigned to
conduct outpatient clinics, street and home visits, as well as mental health education in schools
and the community.

Because the initial training was a one-time effort, the number of psychiatric nurse practitioners
slowly declined due to retirement, job changes, and promotions. At the same time, demand for
services was increasing as patients became more comfortable attending the district-level clin-
ics. In response, 13 new psychiatric nurse practitioners were trained in 2004.

The introduction of the WHO Nations for Mental Health programme in 2000 to 2001 pro-
vided important assistance to Belize in moving towards community-based and more integrated
mental health care. Workshops were conducted for general practitioners, public health nurses,
midwives, and community nursing aides, and materials were produced to strengthen the com-
munity mental health service. The training took pressure off the specialist mental health services,
because some patients were now able to be managed successfully by general practitioners.
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Belize has an ongoing relationship with PAHO for the training for psychiatric nurses and other
health workers, and it also has signed a Memorandum of Understanding with Homewood
Health Center in Canada which has provided computers, Internet access, books and train-
ing for psychiatric nurses. All expenses are covered by Homewood Health Center. Around
75% of the psychiatric nurse practitioners have participated in courses offered by the Home-
wood Health Center and their knowledge and confidence have increased in the management of
mental disorders and community mental health promotion. In addition, all psychiatric nurse
practitioners receive supervision from consultant psychiatrists.

Local nongovernmental organizations

The Belize Mental Health Association and district mental health consumer groups have been
important advocates for mental health. The Mental Health Association is a registered non-
governmental organization that is dedicated to raising awareness about issues related to mental
well-being, improving mental health services, and advocating on behalf of those with men-
tal disorders and their families. The Mental Health Association grew out of the Mental Health
Advisory Board that was appointed by the Minister of Health in 1997. The district mental
health consumer groups, though still developing, have been important in lobbying for addi-
tional mental health services as well as running campaigns, for example to destigmatize mental
disorders, and advocate for newer and consistent availability of psychotropic medicines.

Psychotropic medicines supply

Psychotropic medications are available in all district hospitals and in the polyclinics in Belize
City, however their availability is intermittent and patients sometimes need to purchase their
own medications. The national drug formulary consists of the essential list of psychotropics
recommended by WHO; in addition newer psychotropics were added recently.

Psychiatric nurse practitioners have been given special prescription rights for a limited range of
psychotropic medicines. Prescriptions are reviewed by a psychiatrist or general practitioner.

Funding

Typical for most programmes in Belize, funding for mental health programmes is generally
inadequate to cover all needs. Additional support for training and infrastructure has been pro-
vided through agreements with other governments and organizations.

5. Evaluation/outcomes

Services available

Primary care services for mental health continue to grow. In 1993, 929 outpatient cases were
recorded. By 2002, the number of cases had increased by 25%. Over 14 000 patients were seen
in 2006. Figure 2.1 shows the increase in number of outpatient visits between 2001 and 2006.
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Figure 2.1
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Simultaneously, psychiatric hospital admissions decreased. The current number of inpatients
fluctuates at any given time between 47 and 50 people, consisting mainly of patients who have
no family support and live long-term at the hospital. Prior to the outpatient programme, the
number of inpatients ranged between 150 and 180 people.

Among the 29 nurses who have been trained as psychiatric nurse practitioners, 19 are work-
ing currently with the mental health programme. A few have retired, others have migrated,
one is working in nursing administration, and two are full-time counsellors with the HIV/
AIDS programme.

Patient/staff satisfaction and skills

Three years after implementation, psychiatric nurse practitioners” effectiveness and impact
were evaluated. The study’s specific aims were to:

o determine the adequacy of the psychiatric nurse practitioners’ performance;
o assess the impact of the psychiatric nurse practitioners on mental health services;
o evaluate the psychiatric nurse practitioners’ self-perceived competence and role satisfaction.

Performance was examined through patients’ expressed satisfaction, focus groups’ perception,
nurses’ knowledge of psychotropic medications and their side-effects, and differences between
psychiatric nurse practitioners and controls on five skill-testing vignettes.

Results reflected patients’ confidence and satisfaction with psychiatric nurse practitioners. Most
community-based patients (95%) were satisfied with the psychiatric nurse practitioners’” serv-
ice and would recommend (95%) them to others with similar problems. More than half saw
psychiatric nurse practitioners as the main source of information about their disorder (57%)
and medications (60%). In contrast, patients contacted their physicians less frequently for these
services: only 18% for information on their disorder, and 12% for information on medications.
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Psychiatric nurse practitioners’ knowledge of psychotropic medicines and their side-effects
was also adequate, and their use of these medicines for common psychiatric disorders was
appropriate.

The nurses’ impact on mental health services was examined through patients’ perception of
the availability and accessibility of services. Patients expressed satisfaction that the psychiatric
nurse practitioners sometimes visited them at home and that the service they received was not
restricted to the clinic alone.

Psychiatric nurse practitioners generally believed that their training programme prepared
them well. They did however identify the following implementation barriers: lack of facilities
and treatment for child and adolescent mental health; too few mechanisms for conflict res-
olution involving colleagues; lack of transportation to make regular home visits; inadequate
funding for services; and other difficulties such as inadequate office space and long working
hours. It was felt that these barriers were due partially to the newness of their role.

6. Conclusion

Belize’s community mental health programme provides an invaluable service in a country
where there are very few psychologists and psychiatrists. The programme’s success has been
primarily due to the addition of the psychiatric nurse practitioners, their ongoing supervi-
sion by the psychiatrist, and the shift towards community-based care. Mental health services
are now more accessible and respectful of patients’ human rights, which in turn has resulted
in Belizeans becoming more comfortable with seeking mental health services. The reduced
number of patients housed in the psychiatric hospital, the concurrent increase in patients
receiving treatment in their communities, and management of patients with mental disorders
in general hospitals are significant milestones. Within a coordinated and comprehensive men-
tal health programme, the psychiatric nurse practitioners offer great hope for the future of
mental health in Belize.

Key lessons learnt

The introduction of psychiatric nurse practitioners has facilitated numerous improvements:
admissions to the psychiatric hospital have been reduced; outpatient services have increased; and
community-based mental health prevention and promotion programmes are now in place.

While this approach has not yet resulted in a fully-integrated mental health service, a number
of important lessons have been learnt. In countries where there are very few trained mental
health specialists, a two stage approach, where primary care worker skills are built over time,
may be more appropriate than attempting to reach fully integrated mental health care in one
step. Other key lessons are listed below.

« Treatment coverage for people with mental disorders can be increased significantly by intro-
ducing outpatient mental health services that are accessible and affordable.

o Nurse practitioners can be trained to provide effective mental health care including pre-
scription of psychotropic medications. While some patients require referral to psychiatrists,
the vast majority can be successfully managed by nurses trained in psychiatry.
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Psychiatric nurse practitioners can increase awareness of mental health issues, both within
the formal health sector and in other sectors such as education and criminal justice.
Having at least two psychiatric nurse practitioners in each district allows mental health pro-
motion and prevention activities alongside treatment of patients.

To reach the goal of fully-integrated mental health within all clinics and health posts, a fully
functional and experienced group of secondary level district-based mental health prac-
titioners is first needed. The psychiatric nurse practitioners interact directly with general
practitioners to increase their awareness and train them to manage mental health issues
within their practices. This approach is paying dividends, as an increasing number of gen-
eral practitioners are handling less-complicated cases of people with mental disorders.

By taking a phased approach to integrating mental health into primary care, many people
are already being treated in the community rather than in hospitals, and many who pre-
viously would not have received care are now able and willing to access services. Further,
expertise is being developed that will greatly facilitate the full integration into primary care
when the country is ready.
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BRAZIL

Integrated primary care for
mental health in the city of
Sobral

Case summary

Integrated primary care for mental health in Sobral, Brazil has resulted from a collaborative
care approach involving mental health services and family health services. Primary care prac-
titioners conduct physical and mental health assessments for all patients. They treat patients
if they are able, or request an assessment from the specialist mental health team, who make
regular visits to family health centres. Joint consultations are undertaken between men-
tal health specialists, primary care practitioners, and patients. This model not only ensures
good-quality mental health care, but also serves as a training and supervision tool whereby
primary care practitioners gain skills that enable greater competence and autonomy in man-
aging mental disorders.

Over time, primary care practitioners have become more confident, proficient and independ-
ent in managing the mental disorders of their patients. Sobral has been awarded three national
prizes for its approach to integrating mental health into primary care.

1. The national context

Brazil's national context is summarized in Table 2.8. It is the world’s 11th largest economy in
terms of purchasing power and the 10th largest economy at market exchange rates.! Its econ-
omy is diversified and characterized by wide local variations in level of development. Sustained
poverty, especially in rural areas, continues to be a challenge for the government’s economic
and social policies.?
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Table 2.8  Brazil: national context at a glance

Population: 186 million (84% urban) @
Annual population growth rate: 1.5% @
Fertility rate: 2.3 per woman @
Adult literacy rate: 89% @
Gross national income per capita: Purchasing Power Parity international $ 8230 @
Population living on less than US$ 1 per day: 7.5% 2
World Bank income group: upper-middle-income economy °
Human Development Index: 0.800; rank 70/177 countries ©
Sources:

@ World Health Statistics 2007, World Health Organization (http://www.who.int/whosis/
whostat2007/en/index.html, accessed 9 April 2008).

® Country groups. The World Bank (http://web.worldbank.org/WBSITE/EXTERNAL/DATA
STATISTICS/0,,contentMDK:20421402~pagePK:64133150~piPK:64133175~theSiteP
K:239419,00.html, accessed 9 April 2008).

¢ The Human Development Index (HDI) is an indicator, developed by the United Nations
Development Programme, combining three dimensions of development: a long and
healthy life, knowledge, and a decent standard of living. See Statistics of the Human
Development report. United Nations Development Programme (http://hdr.undp.org/en/
statistics/, accessed 9 April 2008).

Brazil’s population is largely diversified in ethnicity and not distributed uniformly across the
country. Portuguese is the official language, spoken by nearly the entire population.

2. Health context

Key health indicators for Brazil are displayed in Table 2.9. The country is faced with an emerg-
ing double burden of infectious and noncommunicable diseases. Leading causes of death are
heart disease and stroke, followed by perinatal conditions and violence.?

Table 2.9 Brazil: health context at a glance
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Life expectancy at birth: 68 years for males/75 years for females
Total expenditure on health per capita (International $, 2004): 1520
Total expenditure on health as a percentage of GDP (2004): 8.8%

Source: World Health Statistics 2007, World Health Organization (http://www.
who.int/whosis/whostat2007/en/index.html, accessed 9 April 2008).

A new health system - the Sisterna Unico de Satide (SUS) or Unified Health System,*was cre-
ated by the Constitution of 1988, which ended the dictatorship that had existed since 1964. The
health system is based on three principles: universality, equity, and comprehensiveness. The
SUS represents a great advance in the public health system because nearly all 5600 municipal-
ities in the country, including rural areas, now have a local network of health services, mainly
primary care.

Private health insurance is also widely available and may be purchased on an individual basis
or obtained as a work benefit (major employers usually offer private health insurance benefits).
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Public health care is still accessible for those who choose to obtain private health insurance. As
of March 2007, more than 37 million Brazilians had some sort of private health insurance.®

Mental health

Although national epidemiological data are not available, regional studies indicate high levels
of mental disorders. For example, a community-based study of adults revealed that 22% were
currently suffering from a mental disorder. The most prevalent disorders were: nicotine depend-
ence (9%), anxiety disorders (6%), mood disorders (5%), alcohol abuse/dependence (4%), and
somatoform disorders (3%).° Similar results have been found in other regional surveys. ”*

Since the 1980s, with the support of the voluntary sector and WHO/PAHO, the mental health
sector began to change, moving from large psychiatric hospitals to community-based men-
tal health services called CAPS (Centros de Atengdo Psicossocial, or centres for psychosocial
care). This model is still evolving and is driven by service reorganization, the recognition of
the human rights of people with mental disorders, and the desire to provide equitable mental
health services.” In this process, the mental health service system has, in some regions, moved
from a vertical to a quasi-vertical model, but it has not yet reached full horizontal integration
into primary care. The country is investing in the expansion of CAPS across the country; more
than 1000 CAPS have been established already. These centres are the cornerstone of the mental
health service network, which consists of outpatient services, including specialized outpatient
services for children, substance users, people with chronic mental disorders, and people who
have been discharged from inpatient treatment at a mental health facility. Some of these centres
also offer 24-hour emergency care services, day treatment, partial hospitalization services, and
psychosocial rehabilitation services. The CAPS are expected to work closely with family health
teams, mental health units in general hospitals, specialized mental health outpatient services,
and residential services. It is anticipated that with the increasing efficiency of the community-
based network, traditional psychiatric hospitals eventually will be closed.

3. Primary care and integration of mental health

Until 1994, primary care in Brazil consisted of Basic Health Units, staffed by multidiscipli-
nary teams. Consultations were mainly patient-initiated and focused on solving the immediate
physical health problem. The SUS subsequently developed an innovative service delivery
model: the Family Health Strategy (FHS)."> About 25 000 teams (Family Health Teams: FHT)
comprising general practitioners, nurses, nursing technicians, and community health work-
ers, have been created to provide ongoing primary and community-based health care. They
are expected to manage 80% of health problems presenting to them, including diagnoses and
treatment of most diseases. FHTs also support health promotion and prevention in a manner
consistent with the Alma Ata Declaration.

Each FHT is responsible for 3000 to 4000 people, or 600 to 1000 families, from a defined geo-
graphic area. Families are registered and social service interventions are included among the
many responsibilities of the FHTs. However, inadequate undergraduate and postgraduate train-
ing of health professionals has limited the implementation of social service interventions.
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Mental health

A federal law established in 1999, pertaining to mental health services reform in Brazil, stresses
that the Brazilian population has the right to be treated in community settings.!" The National
Mental Health Policy specifies training and supervision of general health workers in mental
health issues as a strategic priority to integrate mental health into primary care.'

The degree to which mental health is currently part of primary care varies between municipal-
ities. One model of integration being used increasingly is collaborative care between primary
care and mental health professionals through a network (matriciamento). In this model, men-
tal health training and supervision are provided by mental health professionals to an extended
network of FHTs based on joint consultation and interdisciplinary interventions (see best prac-
tice, below).

4. Best practice

Local context

Sobral is a city of around 175 000 inhabitants in the state of Ceard. The state has many impov-
erished inhabitants, ranking 22 out of 27 Brazilian states in terms of gross domestic product
(GDP) per capita.”® Sobral is located in the north-eastern region of Brazil, 222 kilometres
from Fortaleza, the state capital. Sobral’s economy is based traditionally on commerce and
agriculture, but industrial activity has risen dramatically within the last 10 years, causing the
migration of former farmers from smaller agricultural villages to Sobral to work in the foot-
wear industry.

A study conducted in 2004 in an isolated rural district of Sobral indicated that around 60% of
primary care patients had mental disorders or significant mental distress, and around 40% had
medically unexplained symptoms.'

The Comprehensive Mental Health Network of Sobral (Rede de Atengao Integral a Satide Men-
tal de Sobral) consists of a number of components.

o Family health and primary care mental health support teams. Family health teams (FHTs)
are integral to the mental health care network. All non-emergency cases are seen first by
FHTs, before possibly being further evaluated by a Mental Health Support Team (MHST,
see below) or referred to a CAPS. The service has developed coverage for 100% of Sobral’s
territory, although many FHTs are incomplete, requiring support from family doctors of
neighbouring areas.

o CAPS. Sobral has two CAPS - one is specialized in substance abuse and the other is dedi-
cated to all other mental disorders, including services for all age ranges. CAPS are responsible
mainly for the specialized mental health care within the municipality, including outpatient
consultations, first-line emergency care, intensive day care, and psychosocial rehabilitation.
The CAPS are designed to care for people with moderate to severe mental disorders, with
an emphasis on the latter.

o General hospital psychiatric care unit. If required, hospitalization occurs in one of two differ-
ent settings: psychiatric beds in an internal medicine ward; or a psychiatric unit, for those
patients who present greater risk for themselves and others. Families are encouraged to
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accompany patients during their stay. The average length of stay is kept as short as possible
(around eight days, on average).

o Therapeutic home. When the psychiatric hospital in Sobral was closed (see below), a house
was established to receive patients who lacked family support. This house, called a therapeu-
tic home, is designed to resemble a typical family residence.

Description of services offered

When patients present to primary care practitioners, they usually receive an assessment of
both their physical and mental health status. If patients self-refer because they believe they
have a mental health problem that requires treatment, their first point of contact is the pri-
mary care practitioner. Primary care practitioners treat patients with mental disorders if they
are able, or request an assessment from the MHST. In most instances, a request for assistance
results in a joint consultation between a specialist from the MHST - often but not necessarily a
psychiatrist, the primary care practitioner, and the patient. This model, which has been called
collaborative care or shared mental health care, is not only important for ensuring good qual-
ity mental health care, but also serves as a training and supervision tool whereby primary care
practitioners gain skills that enable greater competence and autonomy over time.

Community therapy groups are another important resource. They are offered to the vast
number of patients who present within primary care settings with mild to moderate men-
tal disorders. Therapeutic groups are led by mental health and primary care professionals,
and support groups are managed by community workers and lay participants. Many com-
munity therapy groups exist throughout Sobral, and they provide the MHST an excellent
referral resource.

The process of integration
General health care reform movement

The need for contact between mental health professionals and FHTs was identified early dur-
ing health care reform in Sobral. Because primary care strongly emphasized community and
family care, the need for more specialized knowledge in a number of areas, including mental
health became apparent. However, at the time most primary care physicians did not view men-
tal health care as part of their role. Although some psychiatry was taught as part of medical
training, the information provided was not closely applicable to primary care practice.

Human rights violations in a psychiatric hospital

As the movement for integrated mental health services within primary care was gaining prom-
inence, the closing of a regional psychiatric hospital acted as an additional catalyst. Prior to
1999, most mental health care in Sobral was provided at a private psychiatric hospital. This
hospital, which was financed by the SUS, provided very low-quality care. In 1999, a patient who
had been admitted following a psychotic crisis died at the hospital amid signs of violent abuse.
His family sought reparation, and with the help of human rights organizations exerted consid-
erable pressure on the municipal health system through the local media. The health secretariat
of Sobral investigated the case and cancelled the hospital’s licence. This led to the closing of the
hospital in 2000. At that point, the municipality was spurred to find an alternative, hence the
additional political support for integrating mental health into primary care.
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The evolution of a joint consultation model for integrating mental health into
primary care

The specific integrated model for integrating mental health developed over time. In 2000, a sin-
gle psychiatrist started visiting a few FHTs to discuss cases and consult jointly with patients.
As a result, referrals to CAPS became more adequate and appropriate, compared with those
from other family health services. In addition, some patients who previously would have been
referred were treated within the family practice, and more people with mental disorders were
identified and either treated or referred. Physicians, nurses, and community health workers
became more sensitized to and less troubled by mental disorders in their patients. In sum-
mary, it quickly became clear that this model had potential to be applied more broadly across
the municipality.

As a result of this success, more psychiatrists started visiting FHTs. Importantly, these psychi-
atrists also worked in the CAPS and in the hospital and therefore benefited directly from the
more appropriate referrals. The beginnings of the MHSTs thus happened in a natural and evo-
lutionary way, but when the benefits were realized, the service was extended and formalized.
This process was organized and coordinated by the Mental Health Network, with support from
Sobral’s Health Secretariat and its primary care coordination team.

By 2004, all family health services were visited once or twice a month by psychiatrists. In
addition to joint consultations and case discussions, decisions about patients’ mental health
treatment started to be handled from primary care. Both the mental health specialists and the
FHTs were satisfied with this new arrangement.

As the primary care model developed, other mental health professionals such as psycholo-
gists, social workers and occupational therapists began to rethink their roles vis-a-vis the FHS.
In 2005, small multidisciplinary groups were formed and became responsible for a certain
number of FHTs. The professionals arranged their schedules to work within a range of primary
family health centres and to reorient their practices to support the FHTs.

Currently, the MHSTs typically visit the FHTs at least once a month. The cases to be seen
together are selected by the primary care practitioners, and are usually patients with mental
disorders that require treatment. In the beginning, patients with common mental disorders
were chosen for joint consultations. However after some time, primary care physicians started
managing these patients themselves, and those with more complex mental disorders became
the focus of joint consultations. This care model was seen to be far preferable to and more effec-
tive than the classical referral and back-referral model.” Joint consultation also helped reduce
burn-out in the FHTs, because it reduced the burden of being asked to singlehandedly solve all
mental health problems among their patients.

To make the new system work, political commitment was needed from the municipality to
integrate mental health care into the family health centres. Meetings were held to ensure that
the municipality was aware of, and supported, all developments. If certain FHTs were not col-
laborating fully, practices were informed by the authorities that they were expected to assume
mental health responsibilities. FHTs were assured nonetheless that they would be closely sup-
ported in this process.
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Strong links with specialist services were also required and again, it was necessary to have a
number of consultative meetings to ensure that these connections were in place. An excellent
working relationship with the emergency hospital system was needed to ensure that patients
who could not be managed in the community could be accommodated. Moreover, FHTs
needed assurance that secondary-level services would accept referrals of all patients needing
this level of care.

While a few municipalities in Brazil do not authorize family physicians to prescribe psycho-
tropic medication from public (and free) pharmacies, the planners of the integrated mental
health service in Sobral endorsed the prescription of these medications by family physicians,
thus increasing their treatment options. This authorization was critical to the success of the
integrated service.

Training

A number of other training methods were used in addition to joint consultations and interven-
tions with FHTs. A similar joint consultation approach was initiated for health professionals
in postgraduate training (e.g. residencies or specialization courses). Short sensitization courses
were also held for mental and family health professionals to highlight the importance of mental
health in primary care, and the work of the MHSTs. Although these short training courses were
essential to help overcome initial fears of mental disorders, they required follow-up through
regular super