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Introduction

A Working Group on the Development of Mental Health
Care in Primary Health Care Settings met in Lisbon on
15-18 November 1989. The meeting was organized by the
WHO Regiomal Office for Europe in ceollaboration with the
Naticonal School of Public Health, Lisbon (a WHO
collaborating centre for primary health care) and the
Portuguese Directorate of Mental Eealth Care, General
Hrectorate of Primary Health Care.

The Working Group congigted of 16 temporary advisers
from 11 European countries, five observers from Portugal,
five from Portuguese-speaking countries of the African
Region, five representatives of other imtermational
organizations, five from WHO collaborating centres for
training and research in mental health, two from WHO
headgquarters and two from the Regiomal Office for Europe.

The main aims of the Working Group were:

to review the extent to which health policies and
their mental health compoments have actually
fostered the development of mental health care in
primazy health care (PHC) settings at district and
local level throughout the Region;

to identify the major trends and to make
recommendations for the further strengthening of the
integration and development of mental health care in
PHC settings as an essential element of truly
comprehensive PHC systems oriented towards health
for all (HFA):

to discuss and draft indicators for mnnltorlng and
evaluating these developmentsg.




Background

The activity generated by the Regional Qffice in the
field of community-based mental health care has been
intense for the last two decades. In 1971, a working
group on c¢omprehensive psychiatric services and the
community examined not only the services needed by
patients but also the special problems the community hasz
to face in suicide, alcoholigm and drug dependence. In
1972, a conference was held on the development of
¢omprehensive mental health services in the commmmity at
which the WHC programme's principles in relation to
service development were laid down. In 1973, a working
group discussed psychiatry and primary medical care,
stating that the primary care team is the keystone of
compunity psychiatry. In 1978, a working group reported
on changing patterns in mental health care in the
Eurcpean Region. A working group convened in 1983
established the prineciple of first-contact mental health
care, reviewed the tasks and responsibilities of PRC
workers in mental health care, and discussed the
relationship of specializt mental health services,
self-help groups and voluntary organizations with PHC.
In 1986, a working group on mental health services in
gguthezn countries of the European Region reviewed mental
health policies, and recommended that WHOQ should
facilitate the exchange of experience and information
concerning the development of community-based mental
health programmes that conform to the objectives of HFA.

Discussion

In recent years, Member States in the Region have
given increasing attention to the development and
organization of a2 comprehensive network of PREC services
within the scope of their respective health systems.
These developments - which in several Member States have
actually hecome a major component of national health
policy - are making it possible for an increasing uumber
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of population groups to gain access to commmity-based
care, preventive measures, health promotiom, and support
for those affected by long-standing chronic or disabling
disorders. The extemt to which those population groups
at risk or affected by severe and less severs forms of
mental disorders are actually benefiting from the
development of PHC services in the Region is meot fully
known. Moreover, the full potential and limitations of
the different liaison schemes now being established
between PBC systems and the network of community-based
mental health services are neither fully known nor
understood.

For WHO the definition of PHC incorporates the
principles of equity, community partieipation, health
promotion and self-reliance. It does not, however, imply
a preferemce for one particular type of organizational
infrastructure or in any way suggest that a given method
of service provisiom i5 more suitable or superior to any
other. The emphasis has shifted to the psychosocial
aspects of health care and of economic and social
develapment, and WHO's concern has been to raise the
atatus of mental health in the scale of human values.
The development of strategies at the central level and
the pursuit of their implementation at the periphery has
given way to a process of monitoring local developments
and streamlining them into an overall WHO policy in the
field of mental health.

The Working Group heard a resumé of PHC developments
in mental health care in the European Region over the
past few years based on reportsz from Bulgaria, Finland,
Italy, Netherlands, Portugal, Spain, Turkey, USSR, United
Kingdom and the Scandinavian countries. There were a
number of reasons for the variations poted, such as the
existing natiomal patterns of general and mental health
care before the new developments took place, differences
in the individual countries’ administrative methods
{(e.g. local/central budgeting and planning) and natiomal
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health priorities. and sociodemographic, sociocultural
and sociopolitical factors (e.g. scattered/compact
populations, illness behaviour, private/state medicine).

However, thers were geveral common features, one of
them being the new PHC tazks with a mental health
grientation assigned to professional groups such as
general practitioners, public health ocfficers,
psychiatrists, psychiatric nurses and clinical
psychologistis and the increase in their potential
contribution.

As the Portuguese experience indicates, public
health officers could successfully act as a bridge
between the members of health teams and between the
community and various health agencies and so spearhcad a
concerted effort to revamp hospital-based services and
PO LR S .

In the United Kingdom community psychiatric nurses
have established 2 place for themselves in primary care.
Thig has raiged questions about the possible implications
of the fact that they work in isolatiom from zpecialist
psychiatrie teams, and has also made it c¢lear that they
need to specialize in a particular area of mental illness.

Countries such as the United Kingdom, where patients
are referred to specialists by general practitioners,
have tried various approaches to identifying psychiatric
cases at the point of first comtact (e.g. screeming
questionnaires, computerized self-administered
interviews, better interviewing techmidgues for general
practitioners), and have tested various methods of
increaging the participation of =specialist psychiatric
gervices in the community management of mental illness
{¢.g. the replacement model, the liaison model, the
referral model).
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Training — closely related to this gquestion of
changes in professiomal patterns and roles - was another
recurrent feature of the national reports. In countries
such as Turkey where community mental health iz a fairly
recent development, semsitization of various categories
of staff, mainly through in-service traiming programmes,
has become the order of the day. In countries such as
Bulgaria, Portugal, Spain and the USSR the introduction
of therapeutic modalities appropriate to PRC and
commmity care has highlighted the scarcity of staff in
certain professions (e.g. social workers, oceupational
therapists, clinical psychologists). Elsewhere, in
countries (such as Netherlands, United Kingdom and the
Scandinavian countries) with lomg-established traditions
of imvolvement of the helping professious in mental
health care, an important issue has been the question of
the professional credemtials needed for wozk in the new
settings.

A third feature of most of the natiomal reports is
the question of filtering mechanisms (to use Goldberg's
and Huxley's term) at various entry and transition points
in the patient's progress through the health services.
While in some settings (e.g in the United Kingdom) the
long=established tradition of the "second filter"

(i.e. recognition rate/sensitivity of general
practitioners) is now being bypassed as a zesult of new
opportunities for direct contact with specialist
psychiatric services {e¢.g. mental health centres), it
seems that in other countries (e.g. Bulgaria, Finland,
Italy, Spain) administrators are trying to introduce and
strengthen this filter by devising links amd zeferral
chanmels between existing services and laying down rules
for their operatiom.

The various reports create the general impression
that in virtually every European c¢ountry a significant
change has been set in motion over the past decade.
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However, it is Ilmpossible at this stage to make any
quantitative comparison because of the wide divergences
of approach in the various Member States.

After being introduced to PHC's relevance to the WHO
mental health programme, and the majozr trends in the
development of PHT systems in the WHOQ European Region,
the Wozrking Group discussed the progress achieved in
Member States regarding mental health care in PHC
settings. The discussions were organized around the
following themes.

Trends in :he organization of care

The present trend in the organization of mental
health care in PHC settings has been set by the
anti-institutional movements in the care of psychiatrie
patients that began in the 1950z and by the conszsiderable
amount of mental health work already carried out by
first—contact doctors, either explicitly or less
obviously, as part of their routine medical
consultations. A closer linking of formal mental health
services to primary care will therefore bring mental
health personnel into contact with this area of
psychiatric morbidity. The development of a credible
psychiatric service that is comprehensive, flexible,
decentralized and dynamic is a prerequisite if primary
health care is to maintain a2 mental health orientation.
Under such conditions:

- mental health iIs seen as coming high on the scale of
human valuesi

~ the psychology-mindedness of the public and of care
conswners and providers 15 increased;
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— psychological problems are more readily brought to
medical attention and general practitioners become
more motivated to improve their mental health
expertise;

- the resulting rise in the rate of referral of common
mental illwess to psychiatric attention does not
precipitate a tendency forxr the "walking worried" to
displace psychotics from the psychiatrist's list;

- rather, psychiatrigts tend to respond by developing
programmes targeted to this broader spectzum of
needs and also tend to liaise and integrate their

specialist services with primary care;

thig is in fact a further step in the development of
the psychiatric service towards comprehensivemess,
flexibility, and so on.

If it is not acknowledged at the time of
policy-making and resource allocation (and all tog often
it is not!) thar development and growth take this
pattern, circular rather than linear, it may be wrengly
concluded from later evaluation that things have gone out
of contrel. A finger should be kept continuously on the
pilse of development, and planning should be kept
sufficiently flexible to be able to take into account
trends and situations that conld not have possibly been
predicted at the time a policy or programme was launched.

In view of the above, the importance of a national
policy cammot be overstressed. When needs are spelled
out, a clearly defined national policy becomes
indispensable, since decisions on how to meelt the needs
have to be made in the face of limited funds and
resgurces. & good national policy takes inte account the
needs as perceived by various groups of the public, the
professionals and the consumers, and balances them in
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order to attain harmony in the existing sitwation. For
example, with regard to a curative versus a preventive
gorigntation gf mental health, a balamnced national policy
would consider the seientific arguments (e.g. knowledge
of cavses, technelogics for bringing this knowledge to
bear, cost analysis), the profession's potential to
absorb nevw knowledge and skills and to translate it into
health action, the demands and the perceived needs of the
congumers, and the attitudes of the public as determined
by the prevailing values in the society.

In the abaence of such a framework, practical issucs
that require immediate attemtion may stagnate into
ineffective solutioms determined purely by the power
balance. Examples of such issues are: GShould family
doctors he involved in preventive work? How should thisa
involvement be encouraged, and who should decide on it
{the family doctors or the health plammers)? What
training should the variowns categories of staff receive
to equip them better for community mental health work?
Who should do the teaching, and who should decide on this
(the professional groups themselves or the academics)?

The primary health care team

Compared with instituticnal settings, PHC settings
are mich closer to the natural human environment: they
are less rigidly structured, have more permeable
botundaries and more varied and flexible norms, rules and
definitions. In institutions, physical structures and
regulations implicitly contribute to the constancy of
roles and the uniformity of tasks, whereas mental health
practice in the fluid context of PHC creates the need to
attend explicitly and continuously to maintaining the
team as a system. The renegotiation of roles and
boundaries, redefinition of professicnal tasks according
to the needs of each case, the development of a common
language between members from different professional
backgrounds and a host of similar tasks take on a key
importance.
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The "mechanics" of teamwork are far from fully
understood. On the one hand the diversity of professions
represented on the team extends its ¢apacity with regard
to hoth the range of problems it can handle and the
richmess of approaches and points of wiew it can apply fo
a case; on the other hand, the inevitable blurring of
roles can give rise to problems of professional identity,
power struggles and time—consuming, nonproductive
preaccupation with the team's difficulties as a group.
Attempts to emsure the functiomal fitness of the team by
administrative means (e.g. by defining leadersghip and
spheres of responsibility in terms of prufessions)} should
be complemented by am cpenness to inmovative
organizational solutions, prompted by the team's
experience as a functioning unit. One such solution
could be to introduce training programmes Intended to
sroduce a new type of professional equipped to handle the
whale range of mental health tasks in the PHC context,
rather than attempting to secure the required expertise
for the team by composing it according to the present—day
spheres of competence of the helping professions.

The performance of the PHC team as a unit is closely
linked to the ways in which it relates to the formal and
informal helping networks of the community. Om the one
hand & well functioning team is capable of incorporating
outside professionals and nonprofessionals for specified
periods and reasons as the clients' needs dictate,
without going beyond a certain limit to this openmness,
which might endanger its identity as a team. This
implies the acceptance of altermative ways of defining,
interpreting and handling problems and the ability to
accommodate them im an overall framework. On the other
hand, a well functioning team is capable of absorbing
inputs from second-line professioms by incorporating new
gkills in its work, rather than restricting itself to a
limited list of services and simply referring the
problems not included on that list., On-the—job training
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and continuing medical education programmes should take
inte account {in terms of both content and methods) the
significant reframing of one's profeszienal role to which
teamwork leads.

In view of the special significance of the first
contact in setting the pattern of the relationship
between the care provider and the consumer, training for
this contact should be a major concerm of the team. A
pattern of cooperation, partnership and shared
responsibility between consumer and provider is the style
that nonprofessicnal helpers tend to adopt as mediators,
and it also facilitates collaboration with volunteers.

Coordination of mental health action in the field of
PHC needs to be ensured by extensive horizontal links
between the agencies involved, the setting up of
information networks, the placing of mental health and
general health under the same administration, and local
control over budgeting.

Quality assurance in mental health teamwork raises
the difficult and practically untouched question of
standards of mental health care in PHC settings. The
evaluation of community mental health programmes for
their effectiveness as compared to other existing
programmes needs to be done on a much larger scale than
is now the case.

Primary prevention

It is practically impossible and scientifically
superficial to split primary prevention from secondazy
prevention and treatment. In the field of mental health,
particularly where the desired changes concern Lifestyles
and patterns of cultuzal behaviour, primary preventive
action may lead to ralsed expectations and increased
demands for treatment services. For example, an
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anti-alcohol programme that raises awareness of the risks
involved in drimking, if successful, will result in more
people asking for advice on how to reduce their drinking.

In the field of menta)l handicap (e.g. prematal
detection through ammiocentesis) effective techaologies
are increasingly available but, once again, for a
population to bemefit from them it showld he motivated
and informed onm how to act in times of illness: an
organizational infrastructure to make the new techuology
available should be identified and prepared for the job;
and funds for launching and maintaining a collective
effort should be secured.

In the field of mental illness "at-risk" groups can
be identified and targeted (e.g. the recently bereaved,
or single mothers with youmg children). In these cases,
preventive action will basically be concerned with
quality-of-life issues and will make use of psychosocial
interventions. Research evidence as to the effectiveness
of existing programmes is slowly accumlating. FPrimary
health networks seem to be the ideal vehicle for such
action.

The public health professiom is involved in an
important process of finding a new identity vis-a—vis
mental health., Having been traditiomally concerned with
environmental health and service planning, this
discipline is now slowly incorporating the psycholagical
aspects of the human environment into its framework of
econcern and is on the look-out for an alliance between
public health action and economic interests. A dirzect
corollary of this reorientation is the growing interesst
in consumers' sentiments about health and illness, their
satisfaction with existing services and care, and their
preferences as to what services should be provided and
how.



Training

The core content of training for mental health
action in the community includes skills in human
communication (e.g. the abiliry to listen),knowledge of
psychosoeial matters and mental health (e.g. the family
life ¢yele), and attitudes that underlie therapeutic
behaviour. Much of what makes a health worker competent
in this field, though, is of an experiential rather than
cognitive nature and training methods have fo be selected
accordingly. Since learning through experience is
demanding and requires personal dedicationm,
self-selection for such training is an important step in
the selectinon procedure.

The development of a career in genmeral or family
practice should emphasize rteaching through practical work
outside hospital settings. The training programmes
shonld he flexible in that they take into account the
percelved necds of the tralnees, they should be
problem—oriented and trainers should always receive
feedback on how far the training objectives have been met.

Training for teamwork should start early in the
formative process by exposing the professional to working
with memberz of other professicons. Continuing medical
aducation should make usc of discussion groups, Balint
groups and audlovisual programmes.

The training of psychiatrists, public health
officers and elinical psychologists should ensure that
gach knows enough about the others' fields and
profcasional identities for them to have realistic
cxpectations of each other.

Monitoring and evaluatign

Monitoring of developments in the field of mental
health in PAC ia linked to the setting up and maintenance
of case registers. Data from registers are indispensable
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in establishing long—term trends and in providing
statistical arguments in situations whexe mental health
has to compete for limited resources with other sectors.
Cage registers are a tool, and sometimes a very flexible
pna, that health administrators and planners should know
how to use. Too often, however, their potential is not
fully utilized or they are expected to produce answers L0
questions they were not designed to answer.

By virtue of being anchored in the community, mental
health in PHC settings addresses local needs and
regources, and this has important implications for
evaluation. Data from registers which make perfect sense
when gquestions are asked at a more global level often
prove not to be specific enough on matters of local
concern, such as the evaluation of interventiom
prograwmes. Carefuily planned studies designed to test
specific hypotheses and using validated and simple
instruments are needed in such cases. A good example is
Mann's study on neurotic patients in general practice.”

There was a general feeling in the Working Group
that as mental health skills penetrate PHC the
satisfaction of both ¢consumers and providers with
services is growing. This leads into the issue of how
indicators of satisfaction should be incorporated in a
more ¢omprehensive approach to evaluation. However, the
Group did not feel prepared at this stage to suggest a
list of indicators for an averall monitoring of
developments in the memtal health field.

E]

Mann, A.H. et al. The twelve-month outcome of
patients with neurotic illness in general practice.
Psychological medicine, 11: 535-550 (1981).
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Conclusions

Trends in the grganization of care

1. As PHC systems and the network of community-based
mental health care resources are progressively developed,
a timely opportunity arises in Member States not only to
improve the care given to the mentally ill but also to
extend mental health expertise to the prevention of
mental disgrders and the promotion of mental health,
especially in wulnerable groups of the populatiom.

2. The Working Group recognised that at present
collaboration and functional integration between the
systems of PHC and mental health care at commmity level
are still incipient. They are mainly developed through
the use of a great variety of mostly invalidated
intervention technologies, and without suffielent
congideralion for the organizational implications of
these liaison schemes in the functioning of primary care
and mental health services.

3. The further development of a comprehensive
community-based network of mental health and psychiatric
services in Member States was congidered to be an
indispensable precondition for the averall improvement of
mental health care in PHC settings. The Group recognized
that health policies should incorporate strong mental
health components which foster the development of
communilty-based mental health care systems.

Mental health care development in PHC settings

4. Az a conseguence of the growing number of agencies
and different categories of personnel operating in
community settings, mental health technologies are being
used increasingly by health care providers withont
professional qualifications. In this context, special
consideration should be given to:
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— quality assurance;

— issues of confidentiality; and

— the accreditatiom of training and professional
qualificatioms for service operation and work in
community settings.

5. Teamwork was considered essential for effective
intervention in PHC settings. It was recognized that
training in teamwork should be introduced at pre- and
postgraduate levels and should be applied in community
health care settings.

6., Team leadership was seen as a key tool for full
utilization of the team's potential. The selection and
training of persomnnel for this leadership role was
considered fundamental.

7. Given the mental health technology available for
intervention in community settings, the Group agreed that
it was both necessary and desirable for the psychiatric
profession to assume responsibility for the full range of
mental health problems in the framework of mental health
services. Clinical psychologists should make an
increasing contribution to the psychological aspects of
mental health practice.

8. As the number of agemncies providing mental health
care increases and public health services tend to become
further fragmented, it was pointed out that there is a
need for stronger leadership and for coordination between
these agencies and services in order to ensure
comprehensiveness and continuity of care.

9. The preseat trends towards the decentralization of
health manapement and control over the health budget were
seen by the Group as an opportunity for strengthening and
stimulating the development of community-based mental
health services and programmes. Decentralization should
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also be closely linked with the adequate training of
community health workers, and health authorities should
contemplate the integration of mental health care and
general health care under the same administratiomn.

10. It was stressed that the development of adequate
standards of mental health care in PHC settings is
largely dependent on a correct and much more equal
quantitative balance than at present exists hetween
mental health and general health care zZesources.

11, Commmity-oriented mental health care plans and
programmes should be adapted to local conditions, should
be efficiently coordinated with the work of self-help and
voluntary organizations, and should take inte account the
interests of both consumers aad their social networks.

12. Concerning the funetions of PHC, special emphasis
way given to the concept and practice of first-contact
mental health care. The identification of need and of
available resources, as well as the provision of
professional nelp and support when resources are
inadequat=, were considered to be the basic requirements.

13. As the first contact iz a unique cccasion for both
helper and helped to interact in 2 mutually satisfactory
way and ig likely to shape all their subsequent contacts,
special training ig required for the large numbers of
both professsionazl and non-professional or agency
personnel who work together in the field of mental health
in community health settings.

Prevention of mental, psvchosoecial and neurological
disorders

14, The Group congidered that preventive technologies
are available and thar preventive actiom in PAC settings
should be strengthened in consequence. Examples of
possible preventive measures can be found, for instance,
in the Report and Resolution on the Prevention of Mental,
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Psychosocial and Neurological Disorders in the European
Region adopted in 1988 by the Regional Committes for
Europe. Technigues for implementing these preventive
measures need to be developed at local level.

15, Programmes aimed at raising the commmity's
awareness with regard to preventive action (especially
where lifestyles are concerned) should always precede the
planning and implementation of actual preventive
measures. Planming should be seen as a joint endeavour
between professionals and comsumers which carries
benefits for all the parties involved.

16. The role of publie health services in the prevention
of mental disorders and in the promotion of mental health
should be enbanced. This development requires a much
stronger liaison between the mental health and PHC
sectors and the public health sector.

17. The involvement of sectors other than health at
community level is imperative for the formulation and
implementatrion of effective comprebenzive prevention
programmes to reduce mental disorders and to improve the
meuntal wellbeing of wulnerable groups of the population.

15. Decisions regarding preventive interventions should
be systematically preceded by the collection of as much
seientific evidence as possible.

Training for mental health care in PHC settings

19. The Group tecognized that there iz a need for a
mental health training core curriculum and stressed the
value of peer groups, the problem—centred approach and
miltiprofessional involvement in learming.

20. In the training of family doctors, particular
attention should be given %o the relationship betwazen
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doctors and their clients, to the lesarming of appropriate
technologies and practical teamwork, and to developing
the ability to listen to and communicate with service
LEers.

21. The practice of psychiatry in PHC settings requires
not only the teaching of appropriate technologies but
also the development of a common language and of a
classification of disorders which takes the views of PHC
professionals inta accoount.

22. Mental health trainming in schools of public health
and in departments of social medicine in medical schools
should be strengthened, as there is evidence that the
mental health training component iIs still too weak.

23, Continuous training and education Is essential for
maintaining adequate standards in community—based mental
health work.

24, The postgraduvate training of psychiatrists and other
categories of mental health prafessionals should include
public health subjects and a basic education in PHC.

25, Training in teamwork should begin during
undergraduate education and there should be as much
direct involvement as possible in multiprofessiomal field
work.

Monitoring and evaluation of mental health care in FHC
settings

26. The Group recognised that in general very little
progress has been made in identifying and drafting good
indicators for the monitoring and evaluation of mental
health care in PHC settings. One difficulty is that
there has been too little experience with the
implementation of clearly targeted mental health
PrOETRMTES
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27. Psychiatric case registers were considered to be an
indispensable tool for monitoring and evaluating memtal
health care in community settings. Administrators and
consumers should take more advantage of them.

28. Evaluation should be comprehensive and should
encompass all aspects ¢f community health care, such as
management, eplidemiology, clinical effectiveness,
providers' and users' satisfaction, training, and so on.
Mental health programmes should systematically include an
in-built evaluation component, and the training of
professionals should stress evaluation.

29, Information systems can only produce answers when
specific questions have been formulated and data have
been calleated accordingly. Moreover, mental health
monitoring was considered to be largely dependent on the
quality of registration, the adequacy of the
claggification system and the care provided.

30. Ag wmore competition and cost—containment policies
are being introduced in the health care system,
monitoring and evaluation of the economic cosfts and
benefits of community-based mental health care was
considered by the Group to be essential.

31. Monitoring and evaluatiom data should be
disseminated to all the parties invelved in the
supervision and implementation of community mental hezlth
Programmes .

32. The Group made special referemnce to the need to
validate and further simplify rating instruments and to
ensure an adequate comparison with previously obtained
baseline data in evaluation projects.
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Recommendationg
Member States

1. Menral health and PHC policies and plans in Member
States should state the need for ¢loser collaboration and
more effective functional integratiom between the systems
of primary health care and mental health care, and should
specify ways of implementing this collabaration.

2. As the development of funmctiomally integrated PHOC
systems is highly relevant to the strengthening of mental
health care in commmnily settings, mental health wozkers
at all levels of administration and service delivery
should help improve cooperation between the two systems
in Member States.

3. WHO should £ill in the gaps in information regarding
the provision of mental health care in PHC settings,
including preventive action and the promotion of mental
health.

4. WHO should disseminate a set of availlable and
asgessed techniques and programme=z for the prevention of
mental disorders and the promotion of mental health in
commmity settings.

5. Collaboration between the WHO Regional Office For
Europe's primary health care and mental health programmes
in promoting the development of mental health care in
commnity settings should be increased and given adequate
support.

6. In collaboaratien with interested parties in Member
S5tates and other international organizatioms, WHQ should
sensitize decision-makers and the population at large to
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the value of mental health and to the contribution this
digcipline can make to changes in health policies,
services and approaches to health development.

7. As a follow—up to this Working Group, the PHC
programme at the Regional Office should call a meeting in
the next biemmium to review the prospects of extending
mental health c¢are in PHC settings to the prevention of
mentzl disorders and the promeotion of mental health. The
participanta should include representatives of general
practice, public health, sectors other than health and
other interested parties.
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