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WHY AM | HERE?



The patient

® A 19-year old young man came to my practice for the first time. He brought a discharge
letter from a hospital. He has had a psychotic episode and was hospitalised for six months.
He was discharged with a request for regular follow-ups at the psychiatric clinic.

® Three months later he came for a referral note. He felt well. His only complaint was that the
therapy caused him problems in learning and concentration.

® Six months later, his mother has noticed that he was stopped taking medications. He spent

long hours in his room, apparently learning, speaking aloud to himself. A new
hospitalisation was necessary.




The patient

He has been discharged from hospital after six months.

He has failed to make any exams at the university, but was keen to go on with his study.
The therapy he was taking prevented him from studying and having friends.

He has not been successful in his study, could not afford to study and was looking for a job,
which he could not find.




THE END

| can not go on any longer.

| hear voices again.

| will not be hospitalised this time.
I am all alone.

| have let everyone down.

| am sorry.

Sometimes it is just too hard to live.
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Integrating mental health into primary care
a global perspective
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Part 1: Primary care for mental health in context

Primary care for
mental health within
a pyramid of health
care

Rationale for
integration




Primary care for mental health
within a pyramid of health care
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Primary care for mental health

Primary care for mental health forms an essential
part of both:

* comprehensive mental health care
* general primary care.

Primary care

Primary care for
mental health




WHO pyramid of care for mental health

Low High

Primary care for mental
health must be supported
by other levels of care
including :

FREQUENCY OF NEED

= community-based and
hospital services,

= informal community care
services,

e = and self-care.

<SS QUANTITY OF SERVICES NEEDED >




7 good reasons
for integrating mental health
iInto primary care
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7 good reasons

to integrate mental health into primary care
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The burden of mental disorders is great

Mental and physical health problems are interwoven

The treatment gap for mental disorders is enormous

Primary care for mental disorders enhances access

Primary care for mental disorders promotes respect of human rights
Primary care for mental disorders is affordable and cost-effective

Primary care for mental disorders generates good health outcomes



Reason 1

The burden of mental disorders
IS great



Mental disorders are prevalent worldwide

Prevalence of mental disorders in 14 countries

Country

China (Beijing)
China (Shanghai)
Belgium
Colombia
France
Germany

ltaly

Japan
Lebanon
Mexico
Netherlands
Nigeria

Spain

Ukraine

United States of America

1, confidence intarval

Source: adapted from WHO World

Percentage prevalence of any
mental disorder (95% Cl)

9.1 (6.0-12.1)
43(2.7-5.9)
12.0 (9.6-14.3)
17.8 (16.1-19.5)
18.4 (15.3-21.5)
9.1 (7.3-10.8)
8.2 (6.7-9.7)
8.8 (6.4-11.2)
16.9 (13.6-20.2)
12.2 (10.5-13.8)
14.9 (12.2-17.6)
47(3.6-5.8)
9.2 (7.8-10.6)
20.5 (17.7-23.2)
26.4 (24.7-28.0)

Meantal Health Survey Consortium *

® Overall one-year prevalence
ranging from 4% to 26%
— Balanced sex ratio
— Approximately 1 in 5 children

— Only certain disorders are more
common among the elderly (e.g.
dementia, suicide)

— Mental disorders impose a substantial
burden
if left untreated



Mental disorders are prevalent
INn primary care settings
® Prevalence up to 60%

® Principal mental disorders presenting in primary care settings:
— Depression (5% to 20%),
— Generalized anxiety disorder (4% to 15%),
— Harmful alcohol use and dependence (5% to 15%), and
— Somatization disorders (0.5% to 11%).

® Special groups/issues
— Children (20 to 43%) — Postnatal depression
— Elderly people (up to 33%) — Post traumatic stress



Reason 2

Mental and physical health problems are
Interwoven



Mental and physical health problems
are interwoven

® Physical health problems are
common in people with mental
disorders

® Mental health problems are
common in people with physical
disorders

® Mental health problems can be
somatized




Reason 3

The treatment gap
for mental disorders
IS enormous



The enormous treatment gap

Median treatment gaps across 22 countries and 37 studies

Mental disorder Median treatment gap
(percentage)
Schizophrenia and other non-affective psychotic disorders 32
Deprassion 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 Kohnetal. ™

® Greater in LAMIC:

— 76% to 85% of people with
severe mental disorders had
received no treatment in the
prior 12 months

® Primary care services for
mental health are inadequate

® Underdetection

® Undertreatment
and inadequate treatment



Reason 4

Primary care for mental disorders
enhances access



Accessibility

® Physical and financial access
— Primary care centre is the closest health structure

® Acceptability
— Reduced stigma and discrimination of integrated services

— Cultural and linguistic consistence, familiar settings and staff,
knowledge of community and social context

— Continuity of care

® As a conseqguence,

— Opportunities for mental health promotion, family and health
education

— Early identification and treatment of first episodes and relapses



Reason 5

Primary care for mental disorders
promotes respect of human rights



Primary care for mental disorders
promotes respect of human rights

® Psychiatric hospitals
are outdated and ineffective

® Primary care for mental health
reduces stigma and discrimination,
and produces good outcomes




Reason 6

Primary care for mental disorders
is affordable and cost-effective



Affordability and cost-effectiveness

® Primary care services are usually the most affordable option

® People can:
— avoid indirect health expenditures, and
— maintain their daily activities and sources of income

® Governments make a better investment
— Primary care services are less costly and more cost-effective

— Investment as cost-effective as for other health conditions (e.g. ARTs,
hypertension, diabetes)

— Scaling up a full package of primary care-led mental health services
over a 10 year period: USS 0.20 per capita per year (low income)



Reason 7

Primary care for mental disorders
generates good health outcomes



Good health outcomes

Schizophrenia

Full national clinical guideline

on core interventions in primary

and secondary care

developed by the
National Collaborating Centre fo
commissioned by the

National Institute for Clinical Exc

jeabls b By

Gasksll and the British Psychological Sa

Depression:
Management of
depression in

prlma&y and
secondary care

National Clinical Practice Guideline Number 23
deveioped by

Mational Collaborating Centre for Mental Health
cormmissioned by the

Natienal Institute for Clinical Excellence

publishad by

Tha British Psychological Society and Gaskell

® Compelling evidence available
from a range of settings

® Primary care workers can

— Recognize a range of mental
disorders

— Treat common mental disorders

— Deliver briefs interventions for
the management of hazardous
alcohol use

® Guidance available
— e.g. NICE guidelines



O

(@)

Rationale for Integration

. The burden of mental disorders is great

Mental and physical health problems are interwoven
The treatment gap for mental disorders is enormous
Primary care for mental disorders enhances access

Primary care for mental disorders promotes respect of human
rights

. Primary care for mental disorders is affordable and cost-effective

. Primary care for mental disorders generates good health

outcomes



Part 2: Primary Care for mental health in practice

12 best practices .
around the world

10 principles for
integration




Analysis of 12 best practice examples




10 principles for integrating
mental health into primary
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10 principles for integrating
mental health into primary care

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.

Financial and human resources are needed.



Principle 1

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



Principle 2

Advocacy Is required
to shift attitudes and behaviour.



Principle 3

Adequate training
of primary care workers is required.



Principle 4

Primary care tasks
must be limited and doable.



Principle 5

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



Principle 6

Patients must have access to
essential psychotropic medications
INn primary care.



Principle 7

Integration is a process, not an event.



Principle 8

A mental health service coordinator
IS crucial.



Principle 9

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



Principle 10

Financial and human resources
are needed.



Annex 1

Implications



Current trends (wHo 200s)

® Too much emphasis on
centralization can lead to:

|
_ — Increased fragmentation
] people-centred care
— Reduced access
A A ; — Increased costs
tunfnllnru{EE [ E E . o o
:g 5 — Difficulty attaining holistic
*‘ § S care
(=1 (=1

L""m *7 ! e This emphasizes the need

fagmentation |« - - - - « - -t for primary care reforms



Conventional ambulatory
medical care in clinics or
outpatient departments

Conventional health care vs primary people

centred care

Disease control programmes

People-centred primary care

Focus on iliness and cure

Focus on priority diseases

Focus on health needs

Relationship limited to the moment of
consultation

Relationship limited to programme
implementation

Enduring personal relationship

Episodic curative care

Programme-defined disease control
interventions

Comprehensive, continuous and person-
centred care

Responsibility limited to effective
and safe advice to the patient at the
moment of consultation

Responsibility for disease-control
targets among the target population

Responsibility for the health of all in
the community along the life cycle;
responsibility for tackling determinants
of ill-health

Users are consumers of the care they
purchase

Population groups are targets of
disease-control interventions

People are partners in managing their
own health and that of their community




What do primary care orientated countries
have?

* Fewer low birth weight infants
* Lower infant mortality - especially post neonatal
* Fewer life years lost due to suicide

* Fewer life years lost due to ‘all except external
causes’

* Higher life expectancy at all ages up to 80



Evidence based summary —
health & primary care

» Countries with strong primary care have:
* Lower overall costs
» Generally healthier populations

« Within countries, areas with:
* Higher primary care physician (but NOT specialist)
availability have healthier populations

» Higher primary care physician availability have reduced
adverse effects resulting from social inequality



Report Conclusions

® Integration ensures that the population as a whole has access to
the mental health care that it needs

® Integration increases the likelihood of positive outcomes for
both mental and physical health problems

® Health planners embarking upon mental health integration
should consider carefully the 10 broad principles outlined in the
report

® Successful integration will also require reform in the broader
health system.



Key Principles

® ‘No health without mental health’ (WHO
2005)

® ‘Every family should have a family doctor’

(Wonca Resolution Singapore 2007)






