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2 Hearing loss, adult onset 4.6%
3 Iron-deficiency anaemia 4.5%
4  Chronic obstructive pulmonary disease 3.3%
5 Alcohol use disorders 3.1%
6 Osteoarthritis 3.0%
7 Schizophrenia 2.8%
8 Falls 2.8%
9 Bipolar affective disorder 2.5%
10 Asthma 2.1%
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Lower respiratory infections 6.4%
Perinatal conditions 6.2%
HIV/AIDS 6.1%
- Unipolar depressive disorders ~ 4.4%
Diarrhoeal diseases 4.2%
Ischaemic heart disease 3.8%
Cerebrovascular disease 3.1%
Road traffic accidents 2.8%
Malaria 2.7%

Tuberculosis 2.4%
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Number of deaths and burden of suicide (2001)

: Numbers of deaths DALYs (%)

Region

Africa 28,000 0.2
America 65,000 1.1
E Mediter. 35,000 0.7
Europe 168,000 2.3
SE Asia 234,000 1.6
W Pacific 318,000 2.5
World 849,000 1.4
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MENTAL HEALTH IN EMERGENCIES
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Number of psychiatrists per 100,000 population
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Treatment Gap

e Serious cases receivimg treatmeneuring
the last 12 months

— Developed countries- 35.51t050.3 %
— Developing countries- 76.3t0 85.4 %

WHO World Mental Health Consortium
JAMA, June 2" 2004



The Gap Between the Burden and the Budget

(ATLAS Data)

Share of mental health budget in total health budget
of countries by income level (%) (World Bank classification)
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WHR-2001
RECOMMENDATIONS

provide treatment in primary care

make psychotropic drugs available

give care in the community

educate the public

Involve communities,families and consumers

establish national policies, programmes and legislation
develop human resources

link with other sectors

monitor community mental health

support more research



Barrier 1: Political will (& thus funding)
for mental health 1s low, because of

Inconsistent and unclear advocacy by MH
advocates

People with disorders not organized in a powerful
lobby In many countries

Social stigma / lack of general public interest In
mental health

Incorrect belief that care I1s cost-ineffective



Barrier 2: Mental health resources
centralized in and near big cities and In
large Institutions

 Need for extra funding to shift to community-
based services

« Resistance by mental health professionals and
workers, whose interests are served by large

hospitals



Psychiatric beds in each WHO Region and the world
(ATLAS Data, per 10,000 population)
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Mental disorders are chronic conditions
and require long term care

Why deinstitutionalization?

To avoid:

1. accumulation of deficit symptoms
2. soclal isolation

3. lll-treatment to patients

4. low cost-effectiveness









Addressing Severe Chronic Mental
Disorders

e Deinstitutionalization is not
dehospitalization

 Moving Institutional Comprehensiveness to
the Community

« Aknowledging the citizenship as an asset
e Building citizenship’s abllities



Barrier 3: Difficulties in integrating mental
health care In primary health care services

 Primary care workers already overburdened

e Lack of supervision and specialist support
after training,

e Lack of continuous supply of psychotropics
IN primary care in many countries



Primary Health Care:
a review of a contemporary confusion

Primary Health Care = a GP in the Community
(the British myth and the bypass)

Primary Health Care = promoting health of the
Community (Thailand: health in the
community, disease in hospital)

Primary Health Care = an outpatient clinic
(the Chinese overload)

Primary Health Care = an accessible health
service linking the Community with all levels of
health (the Iranian model)

The case of mental health and the model of
Medical Officer Mental Health (Sri Lanka)
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Barrier 4. Mental health leadership often
lacks public health skills and experience

 Those who rise to leadership positions often
only trained In clinical management

* Public health training does not include
mental health



Shifting Paradygms

From Exclusion to Inclusion (Focus anitizenship)

From bio medical to biopsychosocial approach (Fanus
Socialdimension of care)

From Bed to Setting Opportunities (FocusForcovery

From Short Term to Long Term Care (Focus on
Rehabilitatiorn)

From Individual work to Team work (Focus Bnogrammg

From Treatment to Care (Focus 9arvice



Mental health Gap Action Programme:

Scaling up care for mental, neurological and substance use

disorders

World Health
Organization




MhGAP: objectives

* Increase the commitment of governments,
International organizations and other

stakeholders

e achieve significantly higher coverage with key

Interventions in the resource-poor countries



MhGARP: strategies

 Priority conditions

* Intervention package

o Countries for intensified support
e Scaling up

(Special attention to identification of barrierssitale up)

* Building partnerships



Priority conditions

Criteria

 High burden (mortality, morbidity,
disability)

e Large economic cost

o Effective intervention available

o Affecting vulnerable populations



Priority conditions In the area of
mental, neurological and substance

use disorders

Depression

Schizophrenia

Suicide prevention

Epilepsy

Dementia

Disorders due to use of alcohol
Disorders due to illicit drug use
Child mental disorders




Countries for Intensified Support
Criteria for selection

Developmental level (GNI per capita)
Mortality
Incidence and prevalence

Burden measured in DALYSs — absolute
numbers and rates

Resource availability- financial and human

Country readiness (e.g. request for support,
ongoing collaboration, donor interest)
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Process of policy making:
8 steps for country action

Political commitment

Assessment of needs and resources
Developing a policy and legislative
Infrastructure

ldentifying the barriers to scaling up
Delivering the intervention package
Strengthening human resources
Mobilising financial resources
Monitoring and evaluation



Assessment of needs and
resources

e Situation analysis
— Status of burden
— Coverage of essential interventions
— Reasons for low coverage

— Current policies/spending, main partners

Involved

WHO-AIMS: a useful tool for situation
analysis




Developing a policy and legislative
Infrastructure

e Can help Is co-ordination of essential
services, prevent fragmentation and
Inefficiencies in the health system

 Mental health legislation provide a legal
framework to prevent violations and
protection of human rights

 Mental health policy and service
guidance package

 Resource book on mental health,
human rights and legislation




Delivering the intervention
package

Identify the intervention package adapted to tual
context

Integrated into the existing primary health seesgic

Developing implementation strategies for community
primary and referral facility levels

Strengthening the health system supports reqgtored
deliver the interventions e.g. drugs, equipments

Improving links between communities and healtheays



Strengthening human resources

Which category of health care provider is
responsible for delivering the intervention at each
evel of service delivery

nvolvement of multiple categories of health
professionals

Pragmatic solutions where health professionals are
In short supply e.g. community workers

Develop additional skills by appropriate tools — in
service and pre service training, supportive
supervision




Cost of scaling up

e Costing Is necessary to set budgets, estimate
resource gaps and mobilise resources

* A recent study identified the cost of scaling dip o
a core package comprising treatment for
schizophrenia, bipolar disorder, depression and
hazardous alcohol use

e The cost per capita at target coverage levels
ranged from $1.85-2.60 in low-income countries
and $3.20-6.25 in lower middle-income countries



Mobilizing financial resources

* Develop resource mobilisation strategy
e Resources can be mobilized from various sources

— Increasing the health budget

— Increasing the percentage of budget for priority
conditions within the health budget

— Reallocation of resources

— External funding (development aid, grants, bikater
multilateral funding)



Monitoring and evaluation

— Decide what to measure and for what
purpose

— Decide when and where to measure the
selected indicators

— Decide how to measure and identify data
sources for the selected indicators

— Plan for analysis and use of data




Partnerships for action

WHO In partnership with:

 Development agencies e.g. WB
 International health agencies e.g. UNICEF
 Donor agencies and foundations

 Health communities in the countries
 Nongovernmental organizations

e Service users and caregivers



