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  Foreword

   
    Dr. Benedetto  Saraceno
      Director, Department of Mental Health and Substance Abuse, World Health Organization, Geneva, Switzerland.

    

    
     
     This book by Graham Thornicroft and Michele Tansella has a very clear objective: how better care could achieve better outcomes
      for people suffering from mental disorders. The preoccupation of the book is to derive better mental health care from the
      best ethical, evidence-based and experience-based practices available. These two propositions, improving outcomes and framing
      interventions upon ethics, evidence and experience, are so clearly defined by the authors that this book represents a challenge
      to psychiatrists who sometimes forget the key link between ‘treatment’ and ‘care’. I say this because I was surprised to note,
      when looking at the themes of the World Congress of Psychiatry 2008, that among the most disparate issues in the list the
      words: policy; plan; service; are not even mentioned.
     

     This book talks about community care and, overcoming the numerous theoretical debates around this issue, simply states that
      community care means services close to home and that a modern mental health service is a balance between community-based and
      hospital-based care. The authors stress that the evidence available, but also the experience accumulated, support an approach
      where the provision of hospital care is limited, while the most important part of the care should be delivered at community
      level. The debate about the balance between hospital and community care (whether the former should prevail over the latter
      or vice versa) has lasted for many years, and this book provides a solid answer, after which it would be difficult for the
      debate to continue as ethical, evidence-based and experience-based elements support the idea of a balanced approach which
      includes community care with a limited provision of hospital care. The authors discuss the resources needed to establish new
      services outside hospitals and this, too, is an old debate; in some cases the lack of resources argument has been used to
      justify the perpetuation of an exclusively hospital-based model.
     

     What clearly emerges from the book is that while extra resources are very difficult to identify, the transfer of resources
      from hospital to community services is a realistic and viable model. This is an important point because it shows that service
      planners cannot build a parallel service, community and hospital, without clearly decreasing the investment in hospitals,
      liberating resources and moving those resources towards community services.
     
Of course, moving care from hospitals, which are, by definition, the health professionals’ fiefdom, to the community, where
      the power of service-users is more embedded in the day-to-day care delivery than in a hospital setting, raises another important
      issue, which is the one of service-users’ involvement. Again the book is clear about this. Service-users should be partners
      in care, which means that treatment plans are negotiated between health-providers and service-users. In addition, family members
      should be involved. In other words, the community service involvement becomes a dynamic, interactive setting where negotiation
      becomes a key word which confirms the initial statement of the book, namely that ethics, experience and science should go
      hand in hand. Care based on ethics and experience without science is not good, but, equally, care based on experience and
      science without ethics is unacceptable. In this sense the book by Thornicroft and Tansella brings fresh air into the present
      debate about mental health care and service organisation.
     

     It is also interesting that the book raises the issue of different resource settings, which is quite uncommon and very much
      appreciated by someone like me, from the World Health Organization. In fact, the book talks about low-, medium- and high-income
      countries in relation to the type of service provision they can offer. The low-income countries can often only rely upon primary
      health care with very scarce specialist back-up, while middle-income countries can provide outpatient ambulatory clinics,
      community mental health teams, acute in-patient care, long-term community-based residential care and, finally, rehabilitation
      and work. Here, the authors have two very interesting messages. The first is the emphasis on rehabilitation and its role within
      mental health services. The second is that the authors, when talking about long-term residential care, refer to community-based
      residential care, which means that in their minds long-term residential care cannot be synonymous with traditional psychiatric
      hospitals.
     

     This attention to low- and middle-income countries is important and also makes the book a valuable instrument for those health
      professionals, care providers and planners who work in less resourced settings. The authors recognise that to achieve this
      kind of balanced approach and to reach a high-quality mental health community service there are a number of barriers that
      should be recognised and challenged. The authors echo some elements from the Lancet Series on Global Mental Health and specifically
      from Barriers to Improvement of Mental Health Services in Low-Income and Middle-Income Countries, Saraceno et al. The authors recognise that insufficient funding, centralization of resources, large institutions, complexities in mainstreaming
      mental health care in primary health care, scarcity of health workers trained in mental health, poor public health vision
      among mental-health leaders and fragmentation, if not sometimes contradiction between mental health advocacy groups, are the
      key barriers to be overcome.
     

     However, other barriers described by Thornicroft and Tansella are playing a role in making the change difficult. The authors
      stress that the research evidence in mental health is mainly concentrated at an individual level rather than at a local level and that the evidence
      generally applies to single clinical interventions rather than to treatment combinations, such as medication plus psychological
      support plus psychosocial rehabilitation. In other words, the authors think that the clinical approach still prevails in research,
      not a more service-oriented approach. Accordingly, research should be more service oriented because service organisations
      clearly play a role in outcome determination. Patients do not improve or worsen just because they received one medication
      or another, but because this treatment was provided in a certain care environment or another. Therefore, treatment cannot
      be seen in a vacuum, but occurs in the framework of a service organisation and the characteristics of each service organisation
      are powerful determinants of the evolution of a disorder and the outcome of its treatment.
     

     What clearly emerges from this compelling book is that moving services from institutions to the community does not require,
      in the authors’ words, ‘purely a physical relocation of treatment sites, but requires a fundamental reorientation of staff
      attitudes’.
     

     Finally, in their delightful intermezzo on the history of mental health care, the authors mention three historical periods:
      
       
        (1) The rise of the asylum
        

       

       
        (2) The decline of the asylum
        

       

       
        (3) The development of centralised community-based mental health care.
        

       

      

     

     The authors’ assumption would appear to be that we are living in the third period, which I think optimistic. Undoubtedly the
      services they lead in their respective countries, the UK and Italy, belong to the third period, but the majority of services,
      even in some economically developed nations, are still in period two, the decline of the asylum, not having yet reached period
      three. There are also signs in some countries that history is reversing to the first period and a new type of asylum could
      appear, possibly with different external characteristics from those sad images with which we are familiar when looking back
      to the reality of large asylums; nevertheless there are new types of asylum growing and, in some countries, this is represented
      by prisons. A large number of people suffering from mental disorders now live in prisons and these institutions are characterised
      by the same logic of the old psychiatric asylums and are very far from the idea of a decentralised, community-based mental
      health service. A further example is institutions for the elderly, which are not technically defined as psychiatric asylums,
      but they are long-term institutions for people with mental disorders such as dementia.
     

     On this slightly pessimistic note, I wish to congratulate Professor Thornicroft and Professor Tansella for once again contributing
      to better mental health care with a book that will help policy-makers, service-planners, mental health professionals, family
      and consumer organisations and, also, on behalf of the World Health Organization, I wish to thank them for this remarkable
      contribution.
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  1 Beginning the journey: mapping the route

   
    Aim of the book: how to improve mental health care

    
     The reform of mental health services is now proceeding in many countries throughout the world. Although the speed and the
      local details of these changes vary between countries, there is a clear need for an overall map, which can assist all those
      service-users, family members and staff involved in this transformation. In a sense this book acts as a guide, providing a
      compass to orientate the direction of travel.
     

     The mental health care changes we shall discuss are reforms in two senses. On one hand they are a profound re-orientation
      of the principles which guide how treatment and care should be provided to people with mental illness. On the other hand they
      also refer to changes in the physical shape and pattern of health- and social-care services. In this book we shall provide
      a practical manual to help people who are involved in improving mental health services, and offering guidance in relation
      to three key cornerstones: the ethical foundation, the evidence base and the accumulation of experience which has been gathered
      in recent years.
     

     First, the ethical foundation refers to establishing agreed fundamental principles which orientate how service planning, provision
      and evaluation should be conducted. For example, is it more important to emphasise continuity of care in a service, or to
      focus upon accessibility, or should both be local priorities? Second we shall highlight the importance of providing, wherever possible, interventions and services which are soundly evidence-based,
      for example those shown to be effective in routine clinical settings in systematic reviews, based on the results of randomised
      controlled trials. Third, we shall also draw upon a range of other types of evidence, such as knowledge stemming from the experience accrued from
      good clinical practice, especially in those areas of clinical practice which have not yet been subjected to formal evaluation.
      In our view the foremost of these guideposts is the ethical base, as this provides the foundation stone for deciding what
      types of evidence and experience should be valued most highly [1].

      Table 1.1 The Matrix Model

      [image: Table 1.1]

     

     A clear limitation of this book is that it focuses upon our own experience in Western Europe, and so includes less information
      from other continents [2;3]. We shall try to balance this by including illustrations by colleagues in 25 countries worldwide, in which they describe
      their experiences (both positive and negative) in developing mental health care, so the lessons they have learned can also
      assist you.

    

    Drawing the map: the ‘matrix model’

    
     We believe that a map is necessary to help shape service aims and the steps necessary for their implementation. To be useful
      such a map should be simple. We have therefore created a scheme with only two dimensions, which we call the matrix model.
     

     Our aim is that this model will help you to assess the relative strengths and weaknesses of local services, and to formulate
      a clear plan of action to improve them. We also expect that the matrix model will assist you by offering a step-by-step approach
      that is clear, but is also flexible enough to be relevant to your local circumstances.
     

     The two dimensions of this map are place and time (see Table 1.1). Place refers to three geographical levels: (1) country/regional; (2) local and (3) individual. The second dimension (time)
      refers to three phases: (A) inputs; (B) processes and (C) outcomes. Using these two dimensions we can make a 3 × 3 matrix
      to bring into focus critical issues for mental health care.
     

     We have chosen to include the geographical dimension in the matrix because we believe that mental health services should be
      primarily organised locally, to be delivered to individuals in need. However, some of the key factors are decided regionally
      or nationally, for example overall financial allocations to the mental health sector. In this sense, therefore, the local
      level acts as a lens to focus policies and resources most effectively for the benefit of individual service-users.
     

     We have selected time as the other organising dimension, as we see a clear sequence of events flowing from inputs to processes
      to outcomes. In our view outcomes should be the most important element, and the mental health system as a whole should be judged on the outcomes it
      produces.
     

     One of our aims is that this matrix model can assist, in a sense, the accurate diagnosis of dysfunctional mental health services
      so that corrective action can be applied at the right level(s) to improve care. At the same time, this model is not intended
      to be rigidly prescriptive. It can be taken as a tool to use in analysing problems, and then in deciding what action to take.
      We encourage you to adapt these ideas to maximise their relevance to your local situation.
     

    

    Illustrations of using the matrix model

    
     The practical use of the matrix model is the central theme of this book. One illustration of this is how the model can help
      us to understand which factors contribute to a good outcome for a person with an acute episode of severe mental illness who
      is treated at home. Such an outcome is often seen as a success for the practitioners who work at the individual level, but, in fact, also depends upon decisions made at the local level (e.g. to provide home treatment services), and in addition may be enabled by policies and resources decided at the national level (e.g. to develop community care).

    

    How to use the resources and ideas in this book

    
     To make this book as useful as possible for you we shall provide an array of resources from which you can choose. The main
      ideas will be presented in the text, accompanied by tables and figures to show them graphically. In addition we shall offer
      text-boxes, which include relevant quotations, by service-users, family members and staff, of their experiences, linked to
      the themes of each chapter. There will also be special feature-boxes, with examples of good practice on specific topics. Throughout
      the text you will also find references to the background literature, with full details provided at the end of each chapter,
      in case you want to go back to these primary sources. We shall try to keep the book free of jargon. Each chapter will end
      with a summary of the key points to reinforce the main issues addressed.
     

     Although we shall attempt to make balanced and fair use of the available research evidence, at the same time we need to say
      that we are not neutral. We would like to make clear to you our own bias. We have both undergone a medical training, and we
      now place ourselves in the traditions of epidemiological psychiatry, and public-health medicine. From these traditions we
      attach a very high value to an evidence-based approach. In addition, we believe, from our own experience, in the importance
      of a direct interplay between research and clinical practice, which should be mutually beneficial. Indeed we consider that the medical model alone (without taking into account social, psychological and economic factors) is insufficient to understand
      the full complexity of mental disorders, their causes and their consequences for people with these conditions and their family
      members.
     

     This new book is written following our earlier volume, called The Mental Health Matrix [4]. Our approach remains consistent; how to offer ideas that will be practically useful to those of us who are trying to make
      mental health services better. Whereas the earlier book was written for a more research-orientated readership, here we intend
      to provide useful ideas for a wider range of people, including service-users, family members, practitioners and students of
      the mental health professions, and so the core ideas are presented directly in relation to examples from clinical practice.
      Second, we have substantially updated the evidence base, which has changed a great deal over the last decade. Third, having
      discussed the matrix model with many colleagues worldwide in recent years, it is clear that it should be considered as an
      approach which can be flexibly adopted according to local circumstances, in high-, medium- and low-resource countries. For
      this reason we shall include many real examples from colleagues who have tried to make changes for the better, sometimes succeeding
      and sometimes not.

    

    Key points in this chapter

    
     
      
       
        
         
          •The matrix model can be used as a map to guide decisions about how to improve mental health services.
          

         

         
          •The matrix model includes two dimensions: time (inputs, processes and outcomes) and place (national, local and individual
           levels).
          

         

         
          •Planning needs to consider knowledge from three domains: ethics, evidence and experience.
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  2 Mental health of the population and care in the community

   
    What does ‘community’ mean?

    
     We shall discuss at the outset the key question: what is the meaning of ‘community’? Table 2.1 shows five definitions of ‘community’, selected from the Concise Oxford Dictionary. In relation to the focus of this book, the first two meanings (‘all the people living in a specific locality’, ‘a specific
      locality, including its inhabitants’), are most important as they reflect our view that mental-health services are best organised
      for defined local areas, for all local residents who need treatment or care. Within any local population there are likely to be specific sub-groups who are
      at higher risk for mental disorders, or whose needs for services are distinct. Such groups include immigrants, people who
      are homeless, or those exposed to particular environmental or biological risk factors, such as disaster or bereavement.
     

     The last two of these definitions shown in Table 2.1 also have important implications, namely when ‘community’ refers to the ‘fellowship of interests of the general public’ as
      a whole. This wider community of citizens in fact delegates responsibility for the care of mentally ill people to the mental
      health services. One aspect of this approach is that mental health staff are expected to provide a public service, not only
      by treating, but also by removing or containing, those who pose a risk to the public safety.
     

    

    Defining ‘community care’ and ‘community mental health’

    
     In essence, ‘community care’ means services close to home. The term ‘community care’ was first officially used in Britain, for example, in 1957 [2;3;4], and its historical development has been interpreted in four ways to mean: (i) care outside large institutions; (ii) professional
      services provided outside hospitals; (iii) care by the community or (iv) normalisation in ordinary living [5]. Taking into account these roots of ‘community’, how can community mental health 
       Table 2.1 Definitions of ‘Community’

       [image: Table 2.1]

       
        Source: Concise Oxford Dictionary [1]
        

       

      
services be defined? Table 2.2 shows a selection of key definitions which have appeared over the last 35 years.
     

     Integral to this most recent definition is our view that a modern mental health service is a balance between community-based
      and hospital-based care, which replaces the traditional, more custodial system dominated by large mental hospitals and out-patient
      clinics offering follow-up care, usually limiting treatment to medication [6].
     

    

    The public health approach to mental health

    
     What does the ‘public health approach’ mean? The origins of the public health approach lie in the concept of ‘social medicine’, which Virchow introduced into Germany in
      1948 [7], proposing the reform of medicine on the basis of four principles:
      
       
        (1) The health of the people is a matter of direct social concern.
        

       

       
        (2) Social and economic conditions have an important effect on health and disease, and these relations must be the subject of
         scientific investigation.
        

       

       
        (3) The measures taken to promote health and to contain disease must be social as well as medical.
        

       

       
        (4) Medical statistics will be our standard of measurement.
        

       

      

      
       
        Doctors are the natural advocates for the poor and the social questions fall for the most part in their jurisdiction.

        (Rudolf Virchow, Medizinische Reform (1948); Shepherd (1983) [8])

       

      

     

     The public health approach is primarily concerned with the health of populations, not individuals. Although populations are
      clearly made up of individuals, the individual approach and the population approach are, in many ways, quite distinct. Measures
      of morbidity, explanations of possible causation, and the necessary interventions may be entirely different or require alternative
      strategies at these two levels.
       Table 2.2 Changing definitions of community mental health services

       [image: Table 2.2]

      

       Table 2.3 Comparison of the public health and the individual health approaches

       [image: Table 2.3]

      

      
       
        Psychiatrists, unlike sociologists, seem generally unaware of the existence and importance of mental health attributes of
         whole populations, their concern being only with sick individuals.
        

        (G. Rose, 1993 [9])
        

       

      

     

     We wish to emphasise the need for mental-health practitioners to be able to understand, in addition to the individual-health
      approach, the public-health approach, and we compare the two in Table 2.3.
      
       
        The needs of the mentally ill cannot safely be entrusted to the ‘invisible hand’ of market forces . . . mental health services
         should be based upon egalitarian principles, not simply as a moral imperative, but because a socially just system of provision
         is by far the most effective for a nation’s health.
        

        (B. Cooper, 1995 [10])

       

      

     

    

    The public health impact of mental disorders

    
     The public health impact of mental disorders can be judged according to these criteria: (i) frequency; (ii) severity and consequences;
      (iii) availability of interventions and (iv) acceptability of interventions.
     

     First, in terms of frequency, mental illnesses are common. Face-to-face household surveys of more than 60 000 adults in 2001–2003 in 40 countries worldwide,
      for example, showed that the prevalence of all mental disorders in the previous year varied, with most countries having rates
      between 9.1% and 16.1% [11;12]. More specifically, in the United States a national survey found that the prevalence rates of mental illness did not change
      between 1990 and 2003 [13]. By comparison, it is estimated that the total number of people with schizophrenia in less economically developed countries has increased from 16.7 million in 1985 to 24.4 million in 2000 [14], with continuing high proportions of people who are not treated, even in high-resource countries [12;15;16].
     

     Second, as far as severity is concerned, mental illnesses can substantially interfere with life expectancy and with normal personal and social life
      [17–19]. In terms of mortality, such conditions contribute 8.1% of all avoidable life years lost, compared, for example, with 9% from respiratory diseases, 5.8% from all forms of cancer, and 4.4% from heart diseases [14;20]. In relation to combined mortality and disability, the World Bank has calculated this in terms of the Global Burden of Disease for different disorders, measured in disability-adjusted
      life years (DALY). These are defined as the sum of years of life lost because of premature mortality, plus the years of life
      lived with disability, adjusted for the severity of disability. An estimated 12% of worldwide DALYs are caused by psychiatric
      and behavioural disorders, exceeding even the global burden of cardiovascular conditions (9.7%) and malignant neoplasms (5.1%)
      [18;21]. By comparison, the average global expenditure on mental disorders is only 2% of national health budgets [18].
     

     Depression, the most common mental disorder, is the leading cause of such global burden among all the mental illnesses. The
      proportion of all DALYs which are attributable to depression is expected to increase from 3.7% to 5.7% between 1990 and 2020,
      moving from 4th to 2nd in the overall ranking [22–25].
     

     Mental disorders may also have important consequences, both for individuals with mental illness and for their families. For the individuals concerned, the consequences include
      the suffering caused by symptoms, lower quality of life, the loss of independence and work capacity, and poorer social integration
      [26–28]. For family members there is an increased burden from caring, and lowered economic productivity [17].
     

     Third, as far as the availability of interventions is concerned, the public health approach implies that help should be made available and accessible, in proportion
      to need [29]. Interestingly, research suggests that usually this is not the case. In the large survey of mental illness conducted in
      the USA referred to above [13], the proportion of mentally ill people who received treatment rose from 20.3% to 32.9% between 1990 and 2003 [13]. Further, by 2003 only about half the people who received treatment had conditions that met diagnostic criteria, and so
      ran the risks of harm from unnecessary treatments with no prospect of benefit. This means that the health system in the USA
      has the capacity to treat up to two thirds of the people with clear-cut mental illnesses, but in fact only treats about one
      third. In other words, even in a very high-income country, most people with mental illness received no professional care.
      There is a paradox here. While mental disorders are very common, most people affected receive no treatment. Yet many people
      receiving treatment for mental illness are not actually mentally ill!

      [image: Figure 2.1]

      
       Figure 2.1Relationship between true prevalence and treated prevalence. Key: A = total adult population, B = true prevalence, C = treated
        prevalence.
       

      

     

     This raises the important issues of coverage and focusing. Coverage means the proportion of people that could benefit from treatment who actually receive it [30;31]. Focusing refers to how far those people actually receiving treatment in fact need it. In other words do they have any form of mental
      illness [32]? Even in the best resourced countries we find both low coverage and poor focusing. Within the European Region of the World
      Health Organisation an action plan calls on governments to provide effective care to people with mental illness [33–35]. Yet a comparative international study of depression found that 0% of depressed patients in St. Petersburg were treated
      with anti-depressants in primary care, and only 3% were referred on to specialist care. The inability of patients to afford
      out-of-pocket costs was the reason why 75% of the depressed Russian patients went untreated [36]. From the public health approach, therefore, the key issue is the appropriate use of resources, whatever the level of resources
      actually available, namely to increase both coverage and focus.
     

     Figure 2.1 shows the relationship between true and treated prevalence. True prevalence means the total number of cases of a particular
      condition in a defined area. Treated prevalence, by contrast, refers to the fraction of this number of cases that are receiving
      care. In the National Comorbidity Survey Replication (NCS-R) study of 4319 participants representative of the general population
      in the USA (A, 100%), the true prevalence of all emotional disorders was 30.5% (B) of those surveyed, while 20.1% of all participants
      received treatment for any mental disorder (C) [13]. Among group C, half of these individuals did not have an emotional disorder at the time of treatment. Table 2.4 summarises this information numerically.
     

     In a similar study in European countries (Belgium, France, Germany, Italy, Netherlands and Spain) using the same methods as
      the NCS-R, among 7731 participants, the true prevalence of all emotional disorders was 11.7%, and the 
       Table 2.4 National Comorbidity Survey Replication (NCS-R) data for true and treated annual prevalence rates of emotional disorders among
         adults in the general population

       [image: Table 2.4]

      

      
       Table 2.5 European rates of true and treated annual prevalence of emotional disorders among adults in the general population

       [image: Table 2.5]

      
treated rate was 6.1% of all respondents [37] (Table 2.5). Interestingly, among those who were treated, the majority had no disorder. Therefore in spite of the large differences
      in total prevalence rates between the USA and Europe, what mental health services share in common is an inability to focus
      their limited resources upon people who are actually mentally ill.
     

     Fourth, in relation to acceptability of mental health services, three key issues are important: public knowledge about mental illness (usually very limited and
      characterised by ignorance or misinformation), public attitudes towards people with mental illnesses (largely fearful, indicating
      prejudice) and public behaviour towards both people with mental illness and mental health services (usually discriminatory)
      [38;39]. The extent of such stigmatising and discriminatory reactions show some cross-cultural differences, but their presence appears
      to be universal.
     

     At the same time, there is accumulating evidence of successful interventions to reduce stigma [40;41]. At the national level, public awareness campaigns have so far shown some short-term improvements in, for example, knowledge
      and attitudes to depression [42;43]. At the local level, several intervention studies have shown the benefits of targeted educational interventions, for example
      for police officers or for school students, to reduce stigma [28;44–46]. Interestingly, the strongest evidence for what reduces stigma is that it is direct personal contact with people with
      mental illness at the individual level which makes a positive difference [38].
     

    
Prevention as a component of the public health approach

    
     The public health approach offers a further distinct advantage in that it considers the prevention of disorders, not only their treatment. Although there is relatively little evidence that primary prevention of mental disorders
      has been effective on a widespread basis [47–49], the associations between social context and mental illnesses are well established. The quality of a person’s social
      environment, for example, ‘is closely linked to the risk for suffering a mental illness, to the triggering of an illness episode,
      and to the likelihood that such an illness will become chronic’. [14]
     

     Poverty does appear to be a crucial factor in many of these complex relationships (see Figures 2.2 and 2.3). The association between low income and poor health, which is well established, may be either direct or indirect
      [50;51]. In fact, the cumulative impact of poverty may produce sustained effects upon physical, cognitive, psychological and social
      functioning [52–54].
     

     Traditionally prevention has been described at three levels: primary, secondary and tertiary [55]. Primary prevention refers to measures which stop the onset of the condition. Secondary prevention refers to the early detection of people with a
      
       [image: Figure 2.2]

       
        Figure 2.2Vicious cycle connecting mental disorders, economic impact and poverty.
        

        Source: World Health Organisation [18]. Reproduced with permission.
        

       

      
 
       [image: Figure 2.3]

       
        Figure 2.3Complex relationships between mental illness and social exclusion.
        

        Source: Social Exclusion Unit [26]. Reproduced with permission.
        

       

      
particular condition, usually by screening, where earlier treatment can significantly improve the course and outcome of the
      disorder. Tertiary prevention includes measures to reduce the disabling consequences of an already established condition. This framework is more useful
      in areas of health care in which causes are well identified, the time between the action of the causal factor and the onset
      of the condition is relatively short, there is a single primary cause, and where screening procedures are simple, effective
      and acceptable. Only the last of these criteria commonly applies to most mental disorders.
     

     Another view is to see the three stages of prevention, treatment and rehabilitation as a continuum, and to define prevention
      in three ways: universal, selected and indicated [47–49]. Universal interventions are directed at the entire population and are less important at this stage of our limited knowledge about how
      to prevent mental illnesses. Selected interventions are targeted to individuals at risk, and since risk factors are more often identified than causes, in future
      we can expect increasing attention will be paid to such selected measures. Indicated interventions are directed to individuals at high risk, or to those with early features of illness.
     

     In effect, the universal prevention approach is a population-based strategy [56] which aims to achieve prevention, not by targeting small numbers of high-risk individuals, but a far larger proportion of
      the population. The power of this strategy is that ‘a large number of people exposed to a small risk commonly generates many
      more cases than a small number exposed to a high risk’ [9]. In relation to mental disorders, this analysis would lead us to decrease population exposure to psycho-social or biological
      risk factors, not for only high-risk individuals, but for all members of the community. By contrast, prevention strategies
      which focus upon high-risk individuals attempt to reduce the impact of one or more risk factors for mental disorder.
     

    
The aims of the mental health service

    
     It is now possible for us to set out the aims of the mental health service. In other words: what is its purpose? In terms
      of the matrix model, these aims can be described at the country, local and individual levels, as shown in Tables 2.6–2.8.
     

     Conflicts may occur between different legitimate purposes of the mental health service. For example, there may be a direct
      conflict between an individual’s need
      
       Table 2.6 Mental health service aims at the national/regional level

       [image: Table 2.6]

      

      
       Table 2.7 Mental health service aims at the local level

       [image: Table 2.7]

      

      
       Table 2.8 Mental health service aims at the individual level

       [image: Table 2.8]

      
 for confidentiality of information, and the local need for other agencies to be aware of the identity of people with mental illness who have a history of violence. A second
      possible conflict is between the treatment choice (or treatment refusal) of an individual patient, and the demands of family members (or neighbours in the local area), if the person’s behaviour becomes unacceptably disturbed. In this case the mental-health service may seek to fulfil
      two purposes simultaneously: to provide treatment and care to the person with mental illness, and to offer respite and protection
      for family members and others nearby.
     

    

    Key points in this chapter

    
     
      
       
        
         
          • ‘Community care’ means services close to home.
          

         

         
          • A modern mental health service is a balance between community-based and hospital-based care.
          

         

         
          • The public health approach is primarily concerned with the health of populations, not individuals.
          

         

         
          • Mental illnesses contribute about 12% of the global burden of disease.
          

         

         
          • Depression, the most common mental disorder, is the leading cause of global burden among all the mental illnesses.
          

         

         
          • While mental disorders are very common, most people affected receive no treatment.
          

         

         
          • Even in the best-resourced countries coverage rates are low (meaning the proportion of people that could benefit from treatment who actually receive it).
          

         

         
          • Similarly services are often poorly focused (meaning how far those people who actually receive treatment really need it).
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orientation

Separate training curricula for
different practitioners
Training only takes place in
hospital and clinic settings
“Training on specialist units for
different diagnostic groups
Focus on diagnostic formulation

® Edlectic bio-psycho.
orientation

® Some shared training element
across disciplines

® Training takes place in hospital
and in community settings

® Training is often in teams
providing for mixed diagnostic
groups (e for a catchment area)

® Focus on assessing unmet needs
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Strength of the association (whether the correlation between two variables s high)
Consistency (ifan association has been ‘repeatedly observed')

Specifcity (whethera particular consequence ollows only from a specific intervention)
Temporality (if a change in the first variable always oceurs before a change in the
second variable)

Biological gradient (s there a dose-response relationship)

Plausibility (i an association acceptable i the wider context ofscientific knowledge)
Coherence (s the association in line with other relevant research evidence)
Experimental evidence (is there supportive evidence from intervention trials)
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Treated Not treated Total

Emotional disorder  2.6% 91%  11.7% (rue prevalence)
No emotional 35% 84.8% 88.3%
disorder

Total 6.1% (treated prevalence) 939%  100%
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Receive information from the local level
Combine and interpret data on particular problems, and to examine key
associations (for example, between alcohol abuse and violence)

Define a hierarchy of priorities

Create 2 national strategic mental health plan

Establish an implementation programme to put the national strategy into practice
Monitor the working of local mental health services using an inspectorate system,
rating services according to agreed standards and criteria

Create, evaluate and disseminate treatment guidelines and protocols
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Public Health Approach

Individual Health Approach

(1) Whole population view
(2) Patients seen in socio-economic context
(3) Interested in primary prevention

(4) Individual as well as population-based
interventions

(5) Service components seen in context of
whole system

(6) Favours open access to services on the
basis of need

(7) Teamwork preferred.

(8) Long-term / lfe-course perspective

(9) Cost-effectiveness seen in population
terms

(1) Partial population view

(2) Tends to exclude contextual factors

(3) Focus on treatment rather than
prevention

(4) Individual levelinterventions only

(5) Servic

components seen in isolation

(6) Access 10 services on the basis of
eligibiliy, e by age, diagnosis or
insurance cover

(7) Individual therapist preferred

(8) Short-term and episodic perspective

(9) Costeffectiveness seen in individual
terms
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Treated Not treated “Total

Emotional disorder 10.07% 2043% 3050%
No emotional disorder 10.03% 5947% 69.50%
otal 20.10% 79.90% 100%
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Well-targeted model

75%
- A= Untreated patients.

g B=Patients treated in primary care

H C=Patients treated in secondary care
T so%
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Psychiatric morbic

Severe
‘Severity of symptoms/disability
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Mean out-patient and casna’ contacts: Mean number of out-patient and casual
contacts per patient treated at this leve of care in the specified year

Out-patients priority index for specific diagnostic groups: Total number of out-
patients and casual contacts per patients n the year for a particular diagnostic group
as a ratio of the same figure for patients with all diagnoses

Home visits and community contacts prevalence: Total number of patients who
had at least one visit made to their home or to homes of their riends or elatives, or
visits to patients temporarily with other agencies, or visits to premises of voluntary
organisations or to social services premises, by psychiatrsts, nurses, psychologist
and other psychiatric taff in the specified year”

Mean home visits and community contacts: Mean number of home visits

and community contacts per patient treated at this level of care in the

specified year

Home visits priority index for specific diagnostic groups: Total number of
home visits and community contacts per patient in the specified year for a
particular diagnostic group as a ratio of the same figure for patients with all
diagnoses
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(1) National Institute for Mental Health (1987)
(i) Diagnosis of non-organic psychosis or personality disorder
(ii) Duration, operationalised as a two-year history of mental illness or two years
or more of treatment.
(i) Disability, operationalised as including at least three of:
(a) Vulnerabilty to stress
(b) Disabiliy that prevents self-sufficiency and causes dependency
() Limited ability to obtain needed assistance
(d) Social behaviour demanding intervention by mental health system
or courts
(&) Impaired activiies of daily living and basic needs
(0 Impaired social functioning
(8) Limited and impaired performance in employment
() Limited and impaired performance in non-work (e.g leisure and
homemaking).
(2) Ruggeri et al. (2000 [20]
(i) Duration: operationalised s a two-
‘mental health services
(ii) Disability: Global Assessment of Functioning scale score of 50 or less

ear or more history of contact with
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Place.

Dimension ‘Time Dimension
(4) Input phase | (B) Process phase (C) Outcome phase:
(1) Countryl |14 1B 1c
regional ® Performance/actvity
Tevel ndicators (e, admission
rates, compulsory
treatment rates)
(2) Local level |24 28 2
@ Service contacts and
patterns of service use.
® Pathways to care and
continuity
® Targeting of services to
special groups
(3) Individual |34 3B 3c
level ® Content of therapeatic

interventions (both
psychological, social and
pharmacological)

‘@ Continuity of clinical staff

® Frequency of
appointments






OEBPS/Images/68946tbl11_2-1.gif
Annual treated incidence: Total number of patients who had a first-ever contact
with a psychiatric service during the specified year

Annual treated prevalence: Total number of patients who had a contact with
pychiatric services during the specified year

One-day treated prevalence: All patients in contact with psychiatric service on census
day,together with ptients with  current episode of care (. those who hadt a psychiatric
contact both before and after the census day, with less than 91 days between contacts)
Long-term patients on one day: All patients not continuously hospitalised during
the previous year (i. not long-stay), who, on census day had been in continuous
contact with one or more psychiatric services during the previous 365 days or
Tonger, with fess than 91 days between each contact

In-patient prevalence: Total number of patients who spent at least one day in
hospital in the specified year

First-ever admissions: Total number of first-ever hospital psychiatric admissions in
the specified year

Re-admissions: Total number of hospital psychiatric e-admissions in the specifed year
Total admissions: Total number of hospital psychiatric admissions with a date of
admission in the specified year”

Mean number of beds occupied per day: Mean number of beds occupied in each day
Mean length of stay: Mean duration of stay for all admissions sarting in the
specified year

Admission rates for patients in contact with the services: In-p:
divided by total treated prevalence, expressed as a percentage
In-patient care priority index for a specific diagnostic group: Total number of
days spent in hospital per patient in the specified year for a particular diagnostic
group as a ratio of the same figure for patients with all diagnoses

Day-hospital prevalence: Total number of patients who had at least one contact (or
visit)at day hospitals o at rehabilitation groups of community mental health centre
in specified year

Mean day-hospital contacts: Mean number of day-hospital contacts per day-
patient in the specified year

Day-hospital care priority index: Total number of days spent in day hospital for
specific diagnostic groups in the specified year as a ratio of the same quantity for
patients with all diagnoses

Out-patient and casual contacts prevalence: Total number of patients who had at
least one out-patient contact at hospital, community psychiatric clinics (including
contacts made with psychiatrist in GP surgeries ~ for UK only), general hospital
liison and accident and emergency departments in the specified year”

ts prevalence
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Community

(1) Al the people living in a specific localty

(2) A specific localty, including its inhabitants

(3) Body of people having a relgion, a profession, etc., in comman (the immigrant
community)

(4) Fellowship of interests etc similarity (community of intellect)

(5) The public
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Both sexes, 15-44 year olds % total
1 Unipolar depressive disorders 164
2 Alcohol use disorders 55
3 Schizophrenia 49
4 Iron-deficiency anaemia 49
5 Bipolar affective disorders a7
6 Hearing loss, adult onset 38
7 HIV/AIDS 28
8 Chronic obstructive pulmonary disease 24
9 Osteoarthritis 23

10 Road traffc accidents 23

11 Panic disorder 22

12 Obstructed lsbour 21

13 Chlamydia 20

14 Falls 19

15 Asthma 19

16 Drug use disorders 18

17 Abortion 16

18 Migraine 16

19 Obsessive-compulsive disorder 14

20 Maternal sepsis 12
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G. F. Rehin and E. M. Martin (1963)

Any scheme directed to providing extra-mural care and treatment .. to facilitate the
early detection of mental health illness or relapse and its treatment on an informal
basis, and to provide some social work service in the commanity for support or
follow-up (quoted in Bennett and Freeman, 1991).

M. Sabshin (1966)

The utilsation of the techniques, methods, and theories of social psychiatry, as well as
those of the other behavioural sciences, to investigate and meet the mental health
needs ofa functionally or geographically defined population overa significant period
of time, and the feeding back of information to modify the central body of social
‘mental health and other behavioural science and knowledge.

R. Freudenberg (1967)

Community psychiatey assumes that people with mental health disorders can be most
effectively helped when links with family, friends, workmates and society generally are
‘maintained, and aims o provide preventive, treatment, and rehabiltaive services fora
district which means that therapeutic measures go beyond the individual patien.

G. Serban (1977)

Community psychiatry has three aspects: first, a social movement; second, a service:
delivery strategy, emphasising the accessibility of services and acceptance of
responsibilty of mental health needs of a total populations and third, provision of
best possible clinical care, with emphasis on the major mental health disorders and
on treatment outside fotal institutions.

D. Bennett (1978)

Community psychiatry is concerned with the mental health needs not only of the
individual patient, but o the distrct population, not only of those who are defined as
sick, but those who may be contributing to that sickness and whose health or well-
being may, in turn, be put at risk.

M. Tansella (1986)

A system of care devoted to a defined population and based on a comprehensive and
integrated mental health service, which includes out-patient facilities, day and
residential training centres, residential accommodation in hostel, sheltered
workshops and in-patient units in general hospitals, and which ensures, with multi-
disciplinary team-work, early diagnosis, prompt treatment, continuity of care,social
support and a close liaison with other medical and social community services and, in
particular, with general practitioners.

G. Strathdee and G. Thornicroft (1997)

The network of services which offer continuing treatment, accommodation,

occupation and social support and which together help people with mental health

problems to regain their normal social roles

. Thornicroft and M. Tansella (1999)

A community-based mental health service is one which provides a full range of
effective mental health care to a defined population, and which is dedicated to
treating and helping people with mental disorders,in proportion to their suffering or
distress,in collaboration with other local agencies
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(1) Evidence from at least one good systemaic review
(2) Evidence from at least one good randomised controlled trial (RCT)
(3) Evidence from at least one controlled study without randomisation
(4) Evidence from at least one wel-designed observational study

(5) Expert opinion, including the opinion of service-users and carers
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(o

Total psychiatric
‘morbidity in specialist
sorvices 2.3%

Psychiatric morbidity detected
among attenders
in primary care 10%

Total psychiatric morbidity among
attenders in primary care 23%

Total psychiatric morbidity in
the general community 26-31%
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VISIBLE INPUTS.
o Budger
‘Absolute smount of monetary resources alloated to mental heath services
© Relative allocation in comparison with total heslth expenditure
o staif
© Numbers of stffn relaton to population served
© Mix of professions and seniority grades
o Buildings,faciltes and cquipment
® Equipment for investigation, diagnosis and treatment
INVISIBLE INPUTS
o Working rlationships.
© Between staff within clinical teams
Between different clinical mental healt teams.
© Between mental health and physical helth tesms
 Policies and regulations
© Mental heslh ond related aws
© Organisaional policie and quality standards
Trestment protocols and guidelines

 Public stigma and media representations of mental llness
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Poorly targeted model

75%
A=Untreated patients
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Loss of the expected future of the person with mental illness
Worry about suicide and aggressive behaviour

Concern about underactivity by their unwell relative

Need for information on the condition, its treatment and implications
Information on whether family actions or neglect have caused the disorder
Expert advice about welfare benefit entitlements

Effects on the mental health of other family members

Need for periods of respite

What will happen in future when the family member/carer dics
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Factors in the population

(1) Socio-demographic composition
(2) Social deprivation

(3) Ethnic composition

(1) Age-sex structure

5) Psychiatric morbidity

(6) Existing patterns of service use
(7) Population density

Factors in the local area

(1) Significant geographical features
(2) Degree of urbanicity
Factors in the organisation of services

(1) Social services boundaries
(2) Primary care organisation
(3) Historical patient referral patterns
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o ‘Event-based data on clinical contacts by levels of care in-patient, out-patient etc.),
‘number of events and rates per 10000 population per year

o Individual-based data on both clinical contacts (as above) and on treatment
episodes across different levels of care per year

® Data on outcomes and costs of different clinical contacts (disaggregated for sub.
groups of patients) with which t0 establish substitutability and complementarity of
service components in terms of cost-effectiveness
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® Sccing the individual as a partner in treatment
o Recognising the whole range of needs for cach individual
® Using the individual's family members and carers as a resource
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AR L A

Accommaodation
Occupation

Specific psychotic symptoms

Psychological distress

Information about condition and treatment
Non-prescribed drugs

Food and meals

Household skills

Self care and presentation

Safety to self

Safety to others

Money

Childeare

Physical health

Alcohol

Basic education

Company

‘Telephone

Public transport
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Planning Advantages

(1) High identification of rates of patients
(2) Feasible scale for clinical and social assessments
(3) Assists the integration of local service components
(4) Greater budgetary clariy for defined population

Service delivery advantages

(1) Minimises patients lost to follow up
(2) Facilitates home treatment

(3) Improved identity of staff with local population

(4) Faciliates inter-agency collaboration

(5) Provides population denominator for research and evaluation

Quality of service advantages

(1) Less use of crisis and in-patient facilities
(2) Improved patient education and intervention

(3) Greater support of relatives and carers

(4) Defined responsibilty for each patient

(5) Improved communication for staff, patients and carers
(6) Improved primary-secondary service communication
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Service-users/consumers
Family members/carers

Health care professionals (mental health and primary care staf)

Other public services agencies e, police and housing

Other service-provider groups, e.g. non-governmental organisations, church
and charitable groups

Policy-makers: politicians, political advisers and officials

Service planners and commissioners

Advocacy groups

Local media, e.g newspaper and radio






