World Health Organization /cfiQ
Regional Office for Europe
Copenhagen

EURO Reports and Studies 92

. First-contact
mental health care

Report on a WHO meeting

Tampere, Finland
25-29 April 1983



ICP/MNH 059

ISBN 92 890 1258 7

© World Health Organization 1984

Publications of the World Health Organization enjoy copyright protection in
accordance with the provisions of Protocol 2 of the Universal Copyright Conven-
tion. For rights of reproduction or translation, in part or in toto, of publications
issued by the WHO Regional Office for Europe application should be made to the
Regional Office for Europe, Scherfigsvej 8, DK-2100 Copenhagen @, Denmark.
The Regional Office welcomes such applications.

The designations employed and the presentation of the material in this publi-
cation do not imply the expression of any opinion whatsoever on the part of the
Secretariat of the World Health Organization concerning the legal status of any
country, territory, city or area or of its authorities, or concerning the delimitation
of its frontiers or boundaries.

The mention of specific companies or of certain manufacturers’ products does
not imply that they are endorsed or recommended by the World Health Organiz-
ation in preference to others of a similar nature that are not mentioned. Errors and
omissions excepted, the names of proprietary products are distinguished by initial
capital letters.

The views expressed in this publication are those of the participants in the
meeting and do not necessarily represent the decisions or the stated policy of the
World Health Organization. = '

PRINTED IN DENMARK



CONTENTS

Page

Introduction ... it e e 1
The WorKing GIOUD ottt ts ittt it ne et tanoonnnoannsnnsns 1
Scope and purpose ....... N e e e e 1
Background information . ...... ittt i e e e e, . 2
Concepts and practices ..........vieiiunrienennneannnnnnenns 3
WHO perspectives ... vvon... it car ettt 3
WHO and primary healthcare . ... iotininninirnrreeeneennnnnns 4
Mental health issues in primary healthcare . .............cciiuvun.. . 5
Mental health care in medical educationinFinland ................... . 6
Current mental health work in primary health care settings ....... 7
University departments and psychiatric institutes . ... ... vvveuuneennn. 7
Research in WHO Collaborating Centres . .. ....veuiivrnsenennennsas 10
Social factors and mental health . ............ ... .. . iiiveunnnnn. 12
Voluntary agencies and self-help groups . ... .. ittt iinnennnn. 13
Problems in rural areas .. ......votenivennennreernanenan Ceere e 15
Problems in developing COUMLIIES .t v v vt vt vnetenerroneeeennnnnens 16
First-contact work in general hospitals and workplaces . ................ 17
Theoretical framework .............. e e e 18
Introduction .............. et [ ¢

Public health principles . .. .. vv it iiieeennnneeeeens. 18
Mental health consultation .............. D 1
Mental health consultation as a model for working with clients ............ 2I

SPecificisSUes v v v it vt i i e e e, 2]

Basic principles in first-contact mental health care .............. 24



The first COntact .....cvvvveneeerronennsens

Definition ....... et ea st
Thesetting +.u.eveeeveoannorosansonssasns
Styles of operation . ....ceosvveevascaneranee
The anatomy of the first contact .......... e
The psychology of the first contact . ............
First contact on the pathway to psychiatric care ....
First-contact WOTKers .. ...cevveenroseanonnn
First-contact clients ........ et e

First-contact tasks ....ooveeenen Cer s

Teamwork for mental health in primary healthcare .......... ces

The primary health careteam . ........ .00 vues
The team of mental health specialists . e .
Working together . ....vvviiinrerennonnn ce

Background factors in working together .........

Training for working together, and public education ............

Training for working together in first-contact work . .

Publiceducation .. ..viveviiniaviannen faeee
Research and evaluation of services in primary

Conclusions and recommendations .........

Conclusions « ..o veeoaen e PPN

Recommendations . .veovesesesovnonsnnnoas

References .........cvuvnn e e

Annex 1. Working definitions ............

Annex 2. Participants ..............a...

Summaries in French, German and Russian ..

care settings ......

R I N N SR

25

25
26
26
26
28
29
31
32
32

35

35
37
38
40

41

42
43

44

46

46
47

48

51

53

57



INTRODUCTION

The Working Group

The Working Group on First-Contact Mental Health Care was convened
by the WHO Regional Office for Europe in Tampere, Finland, from 25 to
29 April 1983, with financial and organizational support from the Finnish
Government. The participants were welcomed on behalf of the Govern-
ment of Finland by Dr V. Taipale, Minister of Health, Professor M. Iso-
koski, Dean of the Faculty of Medicine, University of Tampere, and
Professor A. Harenko, Director of Tampere Mental Health District.
Dr J.H. Henderson, Regional Officer for Mental Health, replied on behalf
of Dr Leo A. Kaprio, Director, WHO Regional Office for Europe.

The meeting was attended by 14 temporary advisers from 12 Member
States of the European Region, representatives of the WHO Collaborating
Centres for Research and Training in Mental Health in Aarhus (Denmark)
and Mannheim (Federal Republic of Germany), 1 representative of the
International Council of Nurses, 5 observers and 3 WHO staff members.
The list of participants is given in Annex 2.

Scope and purpose

The Working Group was asked to examine the nature and consequences of
the first contact made with mentally disordered people, and the manage-
ment of this first contact in relation to the promotion of mental health
within the communities from which these persons and their relatives came.
In particular, the participants were called upon to identify the tasks and
responsibilities of the general practitioner and other primary health care
workers in their first contact with mentally and emotionally disturbed
persons and families; to explore the relationship with primary health care
of self-help groups, voluntary organizations and specialist mental health
services as supportive or referral systems; and to prepare a proposed plan
of work for WHO in the European Region to develop mental health care as
an essential component of primary health care.

Concentrating its attention on primary health care, the Working
Group was also to examine the results of mental health research currently
being undertaken in the Collaborating Centres and with the help of the
representatives of the International Council of Nurses and the local psychi-
atric nursing body in Finland, to consider in particular the role of the
nurse, both as a member of the primary health care team and as a mental
health specialist in contact with that team.



Background information

The remit of the Working Group should be seen in the context of the work
already undertaken by WHO in the field of mental health care. In its
Declaration, the International Conference on Primary Health Care
(Alma-Ata, USSR, September 1978) stressed the importance of primary
health care, seeing it to be ‘“‘essential health care based on practical,
scientifically sound and socially acceptable methods and technology, made
universally accessible to individuals and families in thé community
through their full participation and at a cost that the community and
country can afford to maintain at every stage of their development in the
spirit of self-reliance and self-détermination™. Moreover, the Conference
recommended that the promotion of mental health should form an integral
part of primary health care (1).

In 1979, the WHO Regional Office for Europe pubhcatlon Prlmary
health care in Europe (2) described in more detail the setting of primary
health care and its main principles, while in 1982 a report entitled Primary
health care — from theory to action (3) set out clear guidelines for develop-
ing strategies in primary health care promotion.

Among other Regional Office documents relating to the field of mental
health, the report entitled The development of comprehensive mental health
services in the community (4) set out the goals for a comprehensive mental
health service as part of total health care and strongly emphasized the
importance of community participation in the provision of mental health
services. Psychiatry and primary medical care (5) examined in detail the
role of the general practitioner as first medical contact for patients with
mental disorders, describing the relation between the general practitioner
and the specialist psychiatric services, and also with public health and
social agencies. Finally, the report Changing patterns in mental health care
(6) described emerging trends in mental health care in Europe, and
planned innovations in the provision of such care, including community
participation in the setting up of crisis intervention and emergency ser-
vices, as well as collaboration with voluntary organizations and self-help
groups.

The present report on first-contact work in mental health care is a
detailed examination of one particular aspect of community intervention
within the overall philosophy and practice of primary health care. Funda-
mental questions are posed concerning who should make this first contact,
how it comes about, where it should occur; and what should follow. In
particular; it considers how existing primary health care teams and the
specialist mental health services should work together in the management
of the first contact, and the subsequent measures to which this first contact
should lead.



CONCEPTS AND PRACTICES

WHO perspectives

In recent years, WHO has devoted considerable attention to issues of
mental health relevant to primary health care. Within its Seventh General
Programme of Work (1984-1989) WHO will examine the various specialist
contributions to primary health care. There will be a need to identify
high-risk or vulnerable groups such as children, young people and the
elderly, for whom service priorities will have to be established. In addition,
there will be separate programmes to consider the results of alcohol and
drug abuse and the services required in this connection.

During the forthcoming period, it is likely that health policies and
legislation will be increasingly concerned with comprehensive community-
based health services, including the mental health component of these
services. The mental health needs of high-risk and vulnerable groups will
be studied in terms of the entry-points in first-contact mental health.
Preventive intervention in mental health care will be determined largely by
the realities of first-contact work, and by the preventive functions of the
primary health care team, especially that of the nurses. Psychosocial
factors, such as stress-related diseases of the heart, high blood pressure and
diabetes mellitus, can influence the onset of mental disorder. There will be
a need for greater commitment to neurological disorders and for a clari-
fication of the contributions made by the neuro-sciences.

Future WHO studies will be concerned, among other things, with the
relationship between the industrial world and the developing world. High-
density urban populations have different needs, and thus require different

-services, from those of scattered, rural populations. Attention will prob-
ably be focused on child mental health services and on psychogeriatric
practice. As well as the danger of dependence on alcohol and drugs, there is
a danger of growing dependence on services provided by the health care
agencies, with the subsequent erosion of self-reliance and independence.

The situation with regard to mental health services in the WHO Euro-
pean Region has to be seen in the global context; there is a clear imperative
to define local needs accuratelv, and to determine what resources are
available and how these can most effectively be deployed. In many areas
there are problems of resource scarcity: here specialist mental health
services are few and far between, and usually located in the main centres of
population. Large areas of the world have no mental health workers, with
consequent reliance on local folk-healers. Western concepts of the general
practitioner, the family doctor and the primary health physician need to be
related to other concepts, such as those of the mental health dispenser, the
feldsher and the local folk-healer. Lower-echelon mental health staff in

3



one context become top-echelon advisers and consultants in another. The
question then arises of how to supervise the supervisors and train the
trainers. There are always pressures to provide skilled and sophisticated
clinical services for the more privileged members of the community, and,
as a result, the non-vocal, less well organized groups are ignored in
situations where primary preventlve work is essential and likely to be
effective. The problems are the same the world over, but the strategies for
dealing with them have to be dlfferent There is a need to collect and
compare data on this subject.

WHO and primary health care

The nature of primary health care is defined in the report of the Alma-Ata
Conference. It is conceived both as a philosophy of a desirable type of
health care and as designating a number of activities within a health
system. The philosophy emphasizes a humanization of the health care sys-
tem, with decentralization from large institutions to community-oriented
and community-located practice, in order to encourage self-reliance and
self-determination. The report also calls for the most effective use of scarce
resources by rationalization according to. economic principles, leading to
the identification of high-risk groups and service priorities. The activities
of primary health care are concerned with the meeting of the service sector
on the one hand and the community consumer sector on the other. Services
should be both accessible and equitable in their distribution. The special-
ized mental health workers meet with the members of the primary health
care team; they in turn meet with local community representatives and
those of non-health services, e.g. education, housing, social services (see
Fig. 1). ‘

While there is agreement on these general procedures there are ob-
stacles to their implementation. Technology, the primacy of hospital-based
services, excessive specialization, rigid attitudes based on self-interest, and
lack of political will for planning and implementation, can all detract from
a holistic and more effective approach to care provision. Furthermore,
three common fallacies often underlie thinking on primary health care,
namely:

(@) that primary health care is a new, untried concept;
(b) that it is only relevant to the developing countries;

(¢) that primary medical care (curative general practice) is the same as
primary health care (a philosophy based on prevention).
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Fig. 1. Setting for primary health care
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Kaprio (2) identifies four basic principles of primary health care that
apply equally to both developed and developing countries:

‘(a) health care should be related to the needs of the population (these
needs should define the community response);

(b) consumers should participate, individually and collectively, in the
planning and implementation of health care (only thus can local priorities
be met by local community resources);

(c) the fullest use must be made of available resources (this means
promoting health as well as preventing and curing disease);

(d) primary health care is not an isolated approach but the most local
part of a comprehensive health system (it thus brings together primary,
secondary and tertiary levels of care). .

Mental health issues in primary health care

In what ways should mental health Specialist services interact with primary
health care provision? Should the model be one of supervision and of
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direction, or one of collaboration and working directly with families in the

community? Are all members of the mental health team — psychiatrists,
psychiatric nurses, clinical psychologists, occupational therapists, social
workers and creative therapists — equally relevant to the work in primary
care? These questions raise issues of integration, teamwork, collaboration
and coordination. Should the mental health services always work through
and with the primary care workers, or in certain circumstances would it be
better for the specialists to be the first-contact workers dealing directly
with families in the community? Have we reached a stage when we can
confidently propose a basic model for working, or would it be better to
concentrate on establishing criteria to be used as guidelines in the develop-
ment of further concepts?

The constraints and demands of mental health needs in rural as op-
posed to urban centres exemplify how there may be a need not for a single
model, but for a flexible and 1mag1nat1ve approach. Can the combined
team of mental specialists and primary health care workers always func-
tion under the same roof? Should they be subject to the same programme
of management? Should they serve the same population and should they
have the same objectives?

The same types of issue are raised by the present and future needs of
developing countries as compared with those of the industrialized coun-
tries of Europe, where services are for the most part highly organized and
provide reasonably complete population coverage, with a general empha-
sis on medical care rather than on overall health care.

'The role of psychlatrlc nurses in primary health care reflects the same
dilemma: how is their generalist role, rooted in family practice, with its
emphasis on health promotion and health education, to be linked to their
specialist role, which calls for special diagnostic and management skills
more relevant to the detection and treatment of mental disorder?

What is the nature of the first contact in mental health care, and how is
it best to be managed? Where should it take place, and who should be
involved? How can current work be evaluated, and what should be the
selection and training elements for this work?

Mental health care in medical education in Finland
Primary health care in medical educafiqn

There are five medical schools in Finland, each serving a population of
about one million people. Three of the schools are old-established and
favour traditional teaching philosophies; the other two, including that in
Tampere, are more modern, with a greater degree of student participation
in the organization and structure of the curriculum. In Tampere Medical
School there are three major departments: biomedical, clinical, and public
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health. Training lasts six years. Primary health care is an important aspect
of the public health curriculum, and within the overall training scheme
general practice is as important as the other medical specialties. During
their public health training, students are attached to health centres and are
given medical responsibilities there.

Social psychiatry in medical education

The social aspects of psychiatry are emphasized from the beginning of the
students’ exposure to psychiatric teaching, and social psychiatry as a
specialty is integrated into the primary health care module of public health.
The timing of the teaching of psychiatry in the six-vear course is important
if students are to take seriously the emotional and psychological sensitivity
to patients and relatives which is an important aspect of the course. During
their public health training, students visit general health centres and the
more specialized mental health centres located in the communities they
serve. Here they learn the primacy of the team approach, within which the
doctor plays a vital but not a dominant part. They are shown the im-
portance of identifying patients at special risk — children, young people
and the elderly. They also learn to recognize the role of alcohol and drug
misuse in mental health problems, and the importance of mental health
promotion in training establishments, including their own school. The
work of the team in the mental health services illustrates to them the
inherent conflict between, on the one hand, trying to effect integration of
specialist services into primary health care and, on the other, the principle
of continuity of care. Whoever makes first contact with patients and their
families should maintain continuity of contact, but he or she should also
know when to ask for help and the support of more experienced and
differently qualified colleagues.

CURRENT MENTAL HEALTH WORK
IN PRIMARY HEALTH CARE SETTINGS

University departments and psychiatric institutes
South Verona, Italy

The Italian Mental Health Act of 1978 laid down that hospitalization was
to be regarded as an exceptional intervention, and called for a comprehen-
sive and integrated community mental health service. As a result of this
legislation, the Institute of Clinical Psychiatry of Verona (linked to the
University of Padua) was assigned a well-defined geographic catchment
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area, in which it was to be responsible for a full range of psychiatric
services. This led to the formation of the South Verona Community
Psychiatric Service. Another result has been to ensure that the most
experienced and skilled psychiatric staff have now been brought to the
point of first contact, where their skills and experience can most effectively
be used. As a consequence, in South Verona most patients are now
successfully treated outside hospital, regardless of the diagnosis This has
been made possible by the formation of an effective crisis intervention
service, including domiciliary care and day care at the community mental
health centre. The predicted shift from the public to the private sector for
acute and long-term psychiatric care has not occurred, possibly because of
the real coherence of traditional family life in Italy, but also because there
has been a genuine improvement in services, based on better communi-
cations, collaborative programmes with the social services, and a commit-
ment to continuity of care in the long term. The only detrimental effect of
this innovation in community services has been a deterioration in the
lifestyle and living conditions of prev1ously 1nstltut10nahzed and chron-
ically disabled patlents

Belgrade, Yugoslavia

The Institute of Mental Health in Belgrade, the largcst psychiatric insti-
tution in Yugoslavia, was founded in 1963 and has significantly influenced
the development of both psychiatric training and psychiatric services. Tt
has outpatient and counselling services for children, adolescents, adults
with alcohol-related problems, and psychogeriatric patients, that is for
those perceived to be at greatest risk. There is a family therapy service and
a home care service for children and adults. Academic training in psy-
chiatry is offered to 90 nurses, half of whom have qualified from the
Advanced School of Nursing. A model comprehensive mental health care
service in Belgrade is based on 16 communes, each with approximately
100 000 inhabitants. Psychiatric care is provided in health centres and in
mental health dispensaries, and is supported by teams of visiting psychi-
atric nurses. There are also centres for social work and links with the child
mental health service. Emphasis is placed on adequate and continuous
treatment and the early detection of psychiatric disorder; tasks and roles
are clearly limited and defined. Difficulties in integrating the psychiatric
services into primary health care have been encountered because of pre-
occupation with physical disease, negative attitudes, open prejudice against
and even fear of psychiatric patients. Further, when workers with experi-
ence in psychiatry enter the field of primary health care, they have been in
some danger of losing the traditional skills required for the care and
rehabilitation of chronic psychotics. In the research programmes initiated
there has been a need to identify clear indicators of improvement in mental
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health, by which to judge the effectiveness of the newer community-based
and community-oriented services.

Sofia, Bulgaria

The Institute of Neurology, Psychiatry and Neurosurgery has been in-
volved in training and research, and in the provision of psychiatric services
in the community, based, as in Yugoslavia, on mental health dispensaries,
each with its own team ready to intervene in acute and emergency psy-
chiatric cases. In 1982 a system of confidential telephone numbers was
instituted throughout Bulgaria, and it is hoped that this will allow patients
in acute need to contact the emergency services more readily. It has been
found important to have well constructed and easily accessible infor-
mation systems, not least to encourage patients to be more self-reliant and
to call on the medical services only when appropriate. Such schemes raise
questions about the reality and practicality of psychiatric preventive
measures for patients at risk, as described in the report of the Royal
College of General Practitioners on psychiatric prevention (7). Those at
risk are persons with alcohol problems, severe depression with suicidal
tendencies, the unemployed, and the families of psychotic patients. At-
tempts have been made to introduce psychiatric services into obstetric
practice in order not only to manage post-partum disorders, but also to try
to minimize brain damage, which can lead to psychiatric disorder in the
future. Practical manuals have been published to help family doctors in
their psychiatric work, and health education has been pursued through
films, books, television, radio and newspapers.

Madrid, Spain

The Mental Health Institute, Madrid, was launched in 1981 with plan-
ning, coordinating and management responsibilities for the psychiatric
services in the city and the surrounding province. It was faced with the
organizational problems of a metropolitan area where all the experienced
and skilled psychiatric staff were concentrated within the city in the
psychiatric hospitals. Provision for the psychiatric needs of the wider
community was therefore hospital-oriented and specialty-dominated.
Thus, the concept of first contact in mental health promotion is an ideal
for the future rather than a reality in the present. However, as plans are
made for future provision, it is clear that new programmes must make the
best use of limited resources, and priorities have to be established ac-
cordingly. For example, enthusiasm may be expressed about visiting
homes and schools, but questions need to be asked about the aims of such
visits, what they hope to achieve, how they will be coordinated and who is
to be responsible for overseeing the results. Furthermore, the available
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resources must be made widely known both to practitioners and to patients
and their families, so that the most efficient use can be made of them.

Moscow, USSR

The First Moscow Medical Institute has been influential in organizing
primary medical care through a network of general and specialized poly-
clinics, largely in urban centres. A system of day hospitals for contact
between specialist and community services has been established in the
USSR. In rural areas there are neuropsychiatric dispensaries and out-
patient medical aid centres. Psychiatric care in prlmary health settings is
provided by psychiatrists, by physicians specializing in psychosomatic
disorders, by mental health dispensers and by feldshers (i.e. persons trained
for specific medical tasks, but over a shorter period of time and according
to a less extensive curriculum than fully qualified medical personnel). In
particular, there is an opportunity for first-contact mental health activities
both at places of work and in district general hospitais. The central
institutes which are responsible for training and for setting professional
standards have been closely concerned in developing comparative instru-
ments to be used in the evaluation of psychiatric research data relating to
primary health care. .

Research in WHO Collaborating Centres
Aarhus, Denmark ‘

The Samse community psychlatrlc project was started in 1957. The island
of Samse (7000 inhabitants), to the east of the Jutland peninsula, provides
an opportunity for psychiatric research, organized from the mental hospi-
tal at Aarhus on the mainland, in a geographically limited area and gives
younger psychiatrists experience in community work. The Community
Psychiatric Service, which has been in existence for over 25 years, receives
referrals from the three local general practitioners, social workers and the
general hospital, as well as self-referrals. One of the aims of the Samse
project has been to determine the need for psychiatric services within this
defined and contained community. One important finding was that there
was a price to pay for such collaborative work between the psychiatric
service and the primary care workers, in that, during the initial period of
setting up the project, many more contacts are made and new cases
diagnosed which previously might have gone undetected. Thus, in the early
days of such a project the overall costs of the service increase. It is only in
the long term, with 1mproved skills and changes in publlc attitudes, that a
more balanced approach is achieved.

As the psychiatric skills of the primary care team increased, so did
the diagnostic category “no significant psychiatric disorder’” (from 5% to
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13% of referrals). Stromgren (§8), reviewing the results of a 1964 census,
showed that, of 27.5% of the population suffering from mental disorder at
the time, 29% had been in contact with a psychiatrist and 58% did not
require specialist care. This is in line with the pattern of disease prevalence
and with the levels of care provided by general practitioners elsewhere (9).

If psychiatrists and general practitioners are to work together in the
detection and management of psychiatric disorders within a community,
then they should be in agreement on the severity and nature of those cases
which will need to be seen directly by the psychiatrist and which can be
cared for by the primary health care team, psychiatric consultation being
available when necessary. A pilot project was started in January 1983 to
determine a possible classificatory system, CATEGO (10) as an index of
definition (11). The overall results of the Samse project confirm the central
role of the general practitioner in such community psychiatric projects,
and they are in line with the findings of the WHO Working Group on
Psychiatry and Primary Medical Care (5).

Mannheim, Federal Republic of Germany

Following the WHO Working Group in 1973 (5) a research project was set
up among 13 representatives of general practice in the city of Mannheim, in
an attempt to carry out some of the initial steps in the research recom-
mended by the Working Group. The project was concerned with deter-
mining the prevalence of psychiatrically disturbed patients in general
practice, with the effectiveness of the general practitioner as an agent for
screening these disturbed patients, and with the standard of communi-
cation between the psvchiatric services and the general practitioner. Using
a semi-structured interview procedure (12), 1026 adult patients from the
13 practices were interviewed. This consulting population was similar to
that elsewhere in Mannheim, except for a marked under-representation of
immigrant workers and their families, who comprise about 9% of the city’s
total population. Clinically significant mental and emotional disturbance
in the sample was estimated at 33.2%, which conforms with findings
elsewhere (13,14). There was a slight over-representation of organic
psycho-syndromes, probably reflecting the age structure of the interview
sample.

Rates of diagnosed psychiatric disorder made by general practitioners
varied widely, from 15% to 68% of the consulting patients, whereas the
research psychiatrists found a range of 27-47%. The differences in the rate
of psychiatric illness reported by general practitioners are due more to
differing perceptions and diagnostic insights than to real differences in the
patient populations. The screening efficiency of the general practitioners
proved to be relatively low, in that they identified only 59.5% of ‘‘cases™
defined as such by the research psychiatrists. (This is similar to the findings
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of Harding (15).) They also reported many false positives, some of whom
were patients who had had psychiatric illnesses in the past but were now
in remission. However, in some cases the general practitioners’ assess-
ment was more accurate than that of the researchers becausc of greater
knowledge of the patient and family.

Among the general practitioners’ false negatlves the researchers found
a significant number of psychiatrically disturbed patients who conformed
to Goldberg’s concept of inconspicuous psychiatric morbidity (/6). When
it came to considering the need for specialist psychiatric treatment, only
3.7% of the interviewed ‘‘cases™ were. considered by the general practi-
tioners to require specialist help, whereas some 18.3% were so judged by
the research psychiatrists. Finally, the-effect of the research project on
subsequent referral patterns of the general practitioners is of interest. The
general practitioners, on the whole, tended to refer more patients during
the period immediately after the project, and those who had been most
discrepant in their diagnostic ratings tended to refer more patients to
specialist care afterwards. Patterns of medical education in Mannheim,
together with discussion groups established to examine the doctor-patient
relationship (17) are already influencing the diagnostic and management
skills of general practitioners.

Social factors and mental health
Nacka, S weden

The Nacka project is an outpanent psychiatric service in two communes
20-30km south-east of Stockholm. The catchment area has 75000 in-
habitants. In order to study the impact of the type of dwelling area on
the demand for psychiatric help, recently constructed low-status areas,
1.e. those in existence for less than five years and consisting of multifamily
buildings, were compared with older, more prosperous areas characterized
by one-family houses. The residents of these “young” low-status areas
showed a higher degree of social mobility, with a higher percentage of
single-parent families and immigrants and a low median income. Such
areas had a significantly higher occurrence of all kinds of psychiatric
problem: six times more suicide attempts were registered, and there was
much alcohol and drug abuse. Psychiatrically disturbed. persons were
less mobile and so tended to accumulate in the community. The less
socially privileged, who had scant collective and individual resources, were
constantly bombarded by the mass media with images of an idealized
bourgeois lifestyle, and, as a result of this and other sociopolitical
pressures, they developed a persistent depressive self-image.

Such a study emphasizes the importance of self-esteem in mental
health. It also raises questions about help-seeking behaviour: how are
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underprivileged people to find out what help is available to them, where it
is located, and how are they to elicit the professional and voluntary
response which is most applicable to their need? There is a need to see the
real problems in human terms. Socially isolatéd and apathetic patients are
unlikely to be sufficiently stimulated to contact advertised walk-in centres.
Traditional institutional services, with a passive ‘“‘wait and see who pre-
sents’” approach, must be replaced in such deprived areas by a community-
based and community-oriented ‘‘active contact” philosophy, where the
first contact with socially and politically disadvantaged populations is
firmly pursued. As part of such a philosophy, psychotherapy or even
psychiatric treatment as such should not be the primary task of a helping
service, but rather education and supportive help designed to encourage
the local inhabitants to strengthen their own social networks and improve
their self-esteem by their mutual efforts.

Voluntary agencies and self-help groups
Oslo, Norway

Considerable emphasis is placed on caring for emotionally and psycho-
logically disturbed people in their communities. In particular, a psychol-
ogist and a psychiatrist have been working with mothers and young
children in maternal and child health centres. In such centres groups for
parents are run by clinical psychologists, with emphasis on preventive
education just as much as on treatment as such. Public health nurses also
play a large part through their educative and preventive roles within family
treatment centres, and through the home nursing scheme. With growing
concern regarding the abuse of alcohol and drugs, especially among ado-
lescents, psychiatric specialists are collaborating with local committees
and local voluntary organizations to set up treatment programmes, but
also to give advice to parents and provide educational material. All the
activities of voluntary agencies in the mental health field are coordinated
by the Norwegian Association for Mental Health.

Amsterdam, Netherlands

Since the early pioneering work of Querido (18), with the shift of attention
away from the hospital to community services where the client or patient is
right at the centre of a concentric series of caring networks (see Fig. 2), the
emphasis has been on helping people to help themselves. Neighbourhood
schemes are at the heart of this, with the formation of working groups out
of which a voluntary neighbourhood assistance service has grown. One
group set up a neighbourhood house and an associated kindergarten,
offering help to schoolchildren, young parents and the elderly. In such a
setting, the local police play an important part and are involved in much
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Fig. 2. Matrix of caring networks:

Client
or
patient

Neighbourhood
-schemes

‘Church ‘workers

Primary health care

Specialist health care

first-contact work with mentally disordered people. Likewise, there are
more opportunities to involve lay bereavement counsellors, working
closely with the primary health care professionals. Psychiatrists, using
discussion group techniques, have participated in consultation schemes,
but again the emphasis is on helping the other professional workers and the
volunteers to find their own answers to their questions and difficulties.

Madrid, Spain

At atime when health systems are undergoing radical revision, it is well to
consider revision of mental health services provision and to move away
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from the traditional dominance of centralized hospital services towards
outreach programmes in local communities. Provinical administrators are
being entrusted with the task of setting up local services to meet local
needs, and this has allowed greater contact between professional workers
and locally existing schemes in family planning, school health, and maternal
and child health services. Attention is being turned to school failures,
behavioural problems, faulty parental behaviour, and especially to alcohol
and drug abuse among adolescents. In such schemes, family doctors,
teachers, the police and neighbourhood associations are working together
in an attempt to find solutions to these local issues. In Spain, voluntary
organizations are not well developed, but there is a growing pressure for
such help from drug dependency and drug abuse advisory agencies. Al-
coholics Anonymous and associations for ex-alcoholics are already oper-
ating in the field of alcoholism. There are other organizations, not specifi-
cally set up to deal with psychiatric problems, which inevitably deal with
such matters; they include youth and women’s organizations and the Red
Cross. Thereis a need, in particular, to set up schemes to assist and support
the families and relatives of people with serious mental illness.

The International Council of Nurses

It is clear that both the public health nurse, and to a lesser extent the
psychiatrically trained nurse working in the community, are involved in
educational and preventive measures as much as in therapy. Nurses work
in well-baby clinics, schools and health centres, which enables them to be
involved in first-contact mental health work with children and young
families. They also collaborate with home-helps, with various church
agencies and in the schools alongside teachers. As well as offering pro-
fessional help and advice, the nurse is well placed to encourage the setting-
up of self-help groups for patients and their relatives. They can assist in
resolving the problems that arise not only from mental illness as such, but
also from persistent and disfiguring skin conditions in cancer patients,
especially leukaemia in children, as well as in patients following open-heart
surgery or heart attacks.

Problems in rural areas
Salonica, Greece

Mental health projects can be only as effective as local conditions allow,
and they have to be adapted to the special needs and cultural frame of a
country. In Greece, as in many other countries, health services are centrally
organized, with consequent concentration on somatic and organic dis-
orders. Decentralization of services began in 1956 with the setting-up of a
rural doctor service covering all the outlying areas of Greece. There are
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now 1450 such posts, each doctor looking after some 2000 persons. The
establishment of the Farmers® Insurance Organization and the introduc-
tion of free hospital care, both in 1961, have helped in this decentralization
process. An experimental Community Mental Health Centre, the first of
its kind in Greece, was set up in'1981 in a remote district near the Turkish
border. Its aims were to extend the newly established university service in
the town of Alexandroupolis together with the psychiatric unit in the
district general hospital and linked outpatient clinics, into the villages of
the surrounding countryside (population 130000). Two mobile units
staffed by psychiatrists, social workers and a psychologist were set up to
contact the rural doctors and to help them in their mental health work: in
one year 142 visits were made to 4 small towns and their associated villages,
and a further 68 visits covered another 31 villages. Young doctors are
directed into the Rural Doctors Scheme to serve a particular village for a
limited time, before returning, if they wish, to practise in the larger cities.
. The presence of such a doctor, where often there has been none before,
allows the early identification of cases, consultation and support for the
families, follow-up aimed at preventing relapses, as well as forming an
educative component of village life through the schools and local agencies.

Although such a scheme has yielded undoubted benefits, particularly
in collaboration between the rural doctors and the mobile teams, there are
certain disadvantages: the young doctor’s enthusiasm is often frustrated by
local conditions; he often feels isolated and exposed to criticism, due to the
failure of himself or others to meet unreasonable expectations; his ongoing
postgraduate education is suspended during the period of his service; he
has largely been trained in somatic disorders and thus can feel helpless or
inadequate when confronted by mental health problems; finally, as the
service is compulsory and of limited duration, it does not promote the
establishment of closer ties with village life. The existence of the Com-
munity Mental Health Centre, as distinct from the Rural Doctors Scheme,
raises the question to what extent open access and self-referral direct to the
specialist service should be encouraged, or whether people should be
directed to their local doctor for initial screening.

Problems in developing countries
Morocco

In countries where there may be only 1 psychiatrist per 500 000 population,
the contribution of the specialist mental health services must be of a
different kind from that in countries where there may be 1 psychiatrist per
40 000-50 000 population. Morocco, like many developing countries, is
not only facing the problem of a growing population (12 million in 1960 to
21.5 million in 1982, with a projected 36 million by the year 2000), but also
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a shift-of location of its population (only 20% of the population lived in
urban centres in 1960, whereas at least 50% lived in large urban develop-
ments in 1982). This rapid urbanization has brought about a social and
economic upheaval and a loss of traditional cultural patterns, without
replacing the latter by newer cultural identities. In addition, there are the
usual problems of all developing countries: unemployment inadequate
housing, poor hygiene and limited education.

From 1960 onwards, the Ministry of Public Health has emphasized
preventive work largely based on provincial or prefectural outpatient
networks, each serving populations of about 45000 inhabitants. Within
such an ambulatory service, the first-contact work is undertaken by dis-
pensary nurses and rural general practitioners in the country areas, and by
multiskilled nurses and specialists in the urban dispensaries, again together
with general practitioners. There is now a short-term, a medium-term and
a long-term mental health programme directed towards the creation of
smaller local hospitals with integrated psychiatric services, advanced post-
graduate training of specialized medical and paramedical personnel, am-
bulatory psychiatric services integrated into primary health care systems,
and territorial regions based on the 10 existing psychiatric institutions. As
the situation in Morocco illustrates, the pressures to set up new services in
developing countries must be met by local community involvement in
defining priorities, by tailoring new services to demonstrated local needs,
and by making use of unofficial but traditional local folk-healers and
health care providers in the new formal service programmes.

First-contact work in general hospitals and workplaces
Moscow, USSR

In the USSR, physicians working in polyclinics and in ambulatory centres,
as well as in the large general hospitals, are engaged in first-contact mental
health work with both adults and children. Such physicians, in collab-
oration with neurologists and psychiatrists, are concerned with emotional
and psychological factors in the genesis of somatic illness such as hyper-
tension and cardiac disorders. Also, in these large general hospitals there
are psychophysiological diagnostic laboratories which are available to
assist in the diagnosis and treatment of associated emotional and psycho-
logical problems, as well as frank mental illness manifesting itself as part of
the somatic illness.

Furthermore, large industrial enterprises have their own medical
centres, which may be polyclinics or outpatient centres, where preventive
work is undertaken and the treatment of established occupational diseases
is carried out. In these industrial medical centres, psychiatrists work
together with physicians in providing prophylactic check-ups and in the-

17



detection of mental disturbance before the onset of frank mental illness.
Some of the larger industrial plants are able to employ psychiatrists and
psychologists to facilitate the rehabilitation and return to employment of
workers who have developed psychiatric or physical illness in the work
setting. Thus, both general hospitals and industrial medical centres can play
an important part in the first contact with mentally drsordered or potentially
mentally disordered people. :

THEORETICAL FRAMEWORK

Introduction

In order to be understood, and to be planned, first-contact mental health
care must be conceived within a structure. The structure is what gives the
work a context, within which it can be formulated and evaluated. The
question, ‘““How can first-contact mental health work best be undertaken in
primary health care settings?”, can then be answered from the perspectives
of public health principles, which set out the ideal aims of such work, and
from the insights of ‘mental health consultation, which provide both a
method of working together for the specialist and the primary care helper,
and a model for the actual transaction between the primary care workerand
the client. Structure and model having been défined, theoretical issues which
will require to be answered in the long term can then be identified and form
the basis for future work.

Public health principles

The essential public health principles which should inform and shape mental
health policies were outlined by Lemkau (79). The four prmcrples are as
" follows.

(@) The implementation of publrc mental health programmes should be
both cost-effective and as economic as possrb]e

()] Such programmes must be of beneflt to a substantial proportion of
the population they are designed to serve. = -

(¢) The component techniques and methods must be easy and simple to
handle, so that less trained care-providers can manage them.

(d)'Sixch programmes should be cépable of delivery invofving only a
limited number of highly trained specialists.
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First-contact mental health care should therefore be designed and built
up within the constraints of these principles of cost-effectiveness, maximum
benefit with minimum outlay, ease of application of technical skills, and
above all, economic use of all or any specialist personnel, which here means
psychiatrists, psychologists, nurses with mental health training, occupa-
tional therapists and psychiatrically oriented social workers, together with
mental health planners and administrators.

Mental health consultation

Mental health consultation refers both to a body of theory, such as that set
out by Caplan in his book Theory and practice of mental health consult-
ation (20), and to a practical, day-to-day method for mental health special-
ists to work together with primary health care providers in community
settings. It therefore refers to a philosophy for identifying deficiencies and
difficulties in personal performance, for changing attitudes, and for in-
creasing basic knowledge in the field of mental health promotion. The
medical psychology groups pioneered by Balint (17) are an example of this
philosophy in action. It-also refers to the provision of certain services, such
as crisis intervention and emergency services, of the kind pioneered by
Querido (18) in Amsterdam, sectorized geographic catchment areas within
which to locate the larger psychiatric hospitals, psychiatric units in district
general hospitals, day hospitals and day centres, and the community-based
services of primary health care, such as health centres, self-help groups,
neighbourhood schemes and voluntary agencies.

Bindman (21), a clinical psychologist, outlines the basic elements of
mental health consultation thus:

(@) it is an interaction process or interpersonal relationship involving
two professional workers — the consultant (mental health specialist) and
the consultee (primary health care worker);

(b) the consultation is concerned with solving problems in relating to a
third party — the client/patient of the consultee, or the client’s relatives;

(¢) the consultation takes place within the frame of reference of the
consultee’s normal professional duties, and is concerned with the communi-
cation of knowledge, skills and attitudes with regard to the presenting
problem;

(d) there is an expectation that the educational element of the consult-
ation will enhance the consultee’s professional skills and enable him to
handle more effectively similar client problems as they arise in the future.

There are powerful blocks which prevent or inhibit the operation of a
mental health consultation. The potential consultee may fail to recognize
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his own limited capacities. Even if he does recognize them, hie may convince
himself that he is too busy working with clients and-families to engage in
consultation opportunities. There may be deep-rooted personal resistance
to being involved in mental health problems, or even to attempting to
understand them. Personal misgivings arise about the validity of emotional
as well as intellectual involvement in the consultation process. Finally, there
may be grave personal antipathy because of the anxiety released when basic
attitudes are challenged, especially when, as a result, there is a possibility of
having to modify these afterwards.

With reference to first-contact mental health care, in which the con-
sultant may be any member of the specialist mental health team, and the
consultee any member of the primary care team, the consultant should try to
provide the minimum amount of support and insight, in order to allow the
consultee to maintain his self-esteem and self-competence. It may, therefore,
on occasion be preferable for the client not to be seen by the consultant, and
to leave the responsibility for the delivery of care to the client firmly with the
primary care worker. In other circumstances, the client may be seen by the
consultant together with the consultee, in order to provide models of work-
ing, but it should be clearly demonstrated that it is the primary care worker
who is going to continue working with the client in order to maintain the
principle of continuity. It is implicit that the consultee must be free to reject
or accept as much of the consultant’s support and insight as is relevant to the
consultee’s situation and difficulties with regard to the client. The consultee
should therefore use the consultation process to decide how to utilize his
new confidence and skills in his own way with- his client, and should not
attempt simply to imitate slavishly what it would be appropriate for the
consultant, with his specialist knowledge and position, to do.

When can such mental health consultations take place?

| (@) When the consultee does not understand what is going on in his work
with the client or the client’s family. '

() When he does understand what is going on, but does not know how
to proceed further in the management programme.

(¢) When, consciously or otherwise, he has become so personally in-
volved with the client that he has lost the capacity to form an objective
picture of what is happening and to judge the effectiveness of the manage-
ment programme.

(d) When organizational difficulties with which he is concerned inter-
fere with his management of the client.

There are clear advantages to be derived from such mental health
consultation: it extends both the knowledge and the skills of the consultee,
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as well as offering him a chance to review and, if necessary, change his
attitudes. It provides both consultant and consultee with opportunities for
personal growth, thus benefiting future work with clients. It allows skilled
help, originating with the consultant, to be brought by the consultee to a far
wider range of clients than if the consultant alone were to see clients. Above
all, it can ensure that the more difficult clients and families, often those most
at risk, are not ignored or bypassed, but can have their problems discussed
and explored by uncertain consultees.

As well as advantages, there are certain disadvantages. Time is limited
for consultation work, both for consultants and for consultees. It requires a
different approach from that used in working with clients in a directive
way, and taxes those involved as it is more process-oriented than content-
oriented. Training for such work is costly and it is not always available.
There is an inherent conflict between this approach and the more traditional
didactic method of training and supervision which lays such stress upon the
imparting and receiving of objective knowledge, so that there are at present
few organizational pressures to undertake such work.

Mental health consultation as a model for working with clients

The same principles as those governing the relationship between consultant
and consultee should apply to the relationship between consultee and client.
The consultee, who has now become the consultant for the client, should at
all times provide only that amount of information, help or support that will
allow the client and his family to maintain as much self-esteem and self-
confidence as possible. This involves the principle of providing only the
minimum care at any one time, not only for sound economic reasons, but
also in an attempt to prevent a destructive dependency of the client on the
help-giver. It also militates against the too ready assignation of the client to
“patient” status, and allows him to remain a potentially free agent, respon-
sible for determining his own future, including his mental health.

Specific issues

Inherent in this structural framework of public health principles and the
operation of mental health consultation, there are certain basic issues for
first-contact mental health care which require to be spelled out, in order to
form conclusions for future work in this area.

1. Mental health versus mental illness services. In asking whether, in
first-contact work, the primary aim should be the promotion of mental
health as opposed to the provision of treatment for established psychiatric
illness, there are underlying philosophic considerations to be borne in mind.
For instance, one needs to consider if one is operating preventive rather than
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curative services, using distress labels rather than illness labels, or having
therapeutic rather than custodial aims. This is not to say that diagnosis,
treatment and restraint are not important, but they are not the primary
concern in first-contact mental health care work.

2. Psychiatric specialists working in primary care settings. Here the
basic issue is whether, using the model of classical mental health consult-
ation, the psychiatric specialist should enter into the primary care setting, be
involved in consultation work and then retire again to the specialist setting,
or whether the psychiatric specialist should seek instead to become part and
parcel of the primary health care scene and remain in it. In other words, the
question is one of episodic contact versus integration.

3. Role definitions in the integrated primary care team. If the model to
be used is that of integration, then the roles of the specialist and the primary
care workers have to be clearly defined in order to reveal each unique and
personal task within the overall team, as opposed to areas of role-blurring
and responsibility-sharing. Otherwise, there will not only be confusion for
team members and for clients, but also frustration, unhealthy competition
and rivalry, with the ever-present danger of assuming that “the others” will
carry out certain tasks, the result being omissions and serious gaps in the
service.

4. Team coordination and team management. Likewise, with so many
potential members of the augmented and integrated primary care team,
some individual or profession must take responsibility for coordinating the
work of the disparate members, as well as for the day-to-day monitoring of
the team’s work and planning for the future. No one person or professional
group can automatically expect to take on this coordinating and managing
role, and each team must decide for itself which person or group is most
appropriate for this task. Also, it is feasible that this task of leadership can
be shared and transferred from time to time, according to the changing
needs and skills of the team, provided that there is not what Balint has called
“the collusion of anonymity”, behind which the team as a whole, or in-
dividual members of it, declare that they are not responsible, or that no one
is responsible for these vital functions within the team.

5. Education and training. Just because integrated work may seem to
be desirable, the assumption should not be made that it is “natural’” or
“automatic”. Such a philosophy reflects certain attitudes and value sys-
tems which require to be built into educational and training programmes.
Ideally, it should be possible for the various members of the integrated
primary health care team, specialists and generalists, to spend some time
learning together during their various training courses. (Medical education
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in Finland has begun to take some steps in this direction in the under-
graduate curriculum.)

6. Information systems. If the integrated team is to function properly,
it needs to know the problems in its locality, where these problems are, who
is available to deal with them, and who is already trying to help. There is a
need first for information-collecting systems, and then for information-
disseminating systems to bring the facts to where they can be of greatest use:
to the statutory agencies (by means of charts and manuals), to the voluntary
agencies (through coordinators of voluntary services, by newsletters and
notice-boards) and to the general public (by the use of the media — local
radio, television and newspapers).

7. Organizational responses to demonstrated community needs. These
need to be as comprehensive as possible, and to be related at all times to clear
local needs. There are five levels of care:

(a) specialized psychiatric services, i.e. institutions;

(b) hospitals in the community, i.e. day-care programmes;

(¢) primary health care, i.e. within health centres;

(d) 1ntegrated teams of statutory workers, i.e. community outreach;
(e) public action, i.e. client-initiated programmes.

The organizational response at each of these levels should be appro-
priate to the degree of need, and designed to allow those who are helped to
maintain as. much independence, self-regard and competence as possible.
There should be crisis and emergency services capable of moving in quickly
to deal with acute disturbances, especially at times of life crises and life
transitions. There should also be open-access walk-in services, enabling
people to apply directly to the integrated team for help when it seems right to
them, rather than having to wait for the team to choose when to come to
them. There should be opportunities for individual members of the inte-
grated team to work directly with self-help groups and voluntary bodies.
Finally, there should be some inbuilt system of continuing community
education, so as to foster self-reliance and educate people in how to make
the best use of whatever professional resources are available.

8. Constraints. However desirable and obvious the above measures
may seem, there will always be constraints to their implementation — some
of a personal or individual nature, some of them more to do with the
psychology, sociology and economy of large groups. Some will be due to
vague and unclear definitions of primary care, while others will stem from
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the three fallacies concerning primary health care described on p. 4. Some
will undoubtedly result from rigid attitudes based on self-interest, especially
when a purely medical approach to care predominates. Some will be due to
lack of political will at local or national level in the planning and implemen-
tation of primary health care, and, finally, some.will always be due to the
current financial strmgency in both the industrialized and the developing
countries. .

Quesnons arising -
All these issues glve rise to a number of cruc1a1 questlons

(a) How are the most desirable patterns of psychiatric service in prlmary
care to be decided? :

b) Is the desirability of such a service to be determined by the pro-
fessionals, or the consumers, or both? -

(c) How are prlorrtles for care to be determined, and ‘what are these
priorities?

(d) Who is to receive the available care — the most needy or the most
vocal?

(e) Should theaim be to help the most damaged or those most llkely to
respond?

(H What are the terms of reference for the integrated team and who 18
to determme them? :

(g) What are the terms of reference w1th1n the mtegrated team, and,
again, who is to determine and monitor them?

Such questions, offering alternatlve answers, are not to be regarded as
absolutes, but rather as reflecting particular attitudes at particular times in
particular places. As demands change, so should the attitudes and the
resulting emphasis of the answers to these questions.’

BASIC PRINCIPLES IN
FIRST-CONTACT MENTAL HEALTH CARE

After considering the structure within which first-contact mental health care
is to take place, and after reviewing the issues and questions which that
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structure poses, it is important to lay down basic principles which should be
paramount, irrespective of the differing forms first-contact care may take in
different settings. The basic principles given below define the fundamental
philosophy at the heart of first-contact mental health care.

1. “Health, which is a state of complete physical, mental and social
wellbeing, and not merely the absence of disease or infirmity, is a funda-
mental human right, and that the attainment of the highest possible level of
health is a most important worldwide social goal whose realization requires
the action of many other social and economic sectors in addition to the

health sector.” o
(Declaration of Alma-Ata)

2. The promotion of mental health is a vital component of health care,
and should be pursued at all three levels of care: in primary care there should
be active promotion of health as well as prevention of disorder and break-
down;in secondary care it is integral to the treatment of established disease;
in tertiary care it is part of the goal of return to full health after episodes of
illness or disability.

3. In primary health care, first-contact mental health work is central to
mental health promotion.

4. Decentralization of mental health services is vital in order to bring
these services into the community, and into the locality where people live
and work.

5. Atall times an attempt must be made to supply the minimum level of
care, according to the needs and existing resources of individuals and their
communities, which gives back to them their self-regard and the capacity to
be responsible for themselves and their own future.

6. Mental health care skills and resources should be closely integrated
into primary health care and into personal social service systems, for the
purposes of education, support and consultation.

THE FIRST CONTACT

Definition

The first contact in mental health care refers to the first occasion on which
an individual, not yet meriting the designation of client or patient, actively
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seeks help for himself or his family by making contact with potential care-
giving agencies in his local.community; or the first occasion on which such
agencies go out to make active contact with individuals and famllles locally
and assess them to be in need of mental health care.

The setting

Such first contacts will be made most often in primary health care settings
such as health centres, doctors’ surgeries and walk-in centres, but they can
also occur in other settings, such as district general hospitals, places of work
and any centre where people meet regularly for any purpose whatsoever.

Styles of operéltion

First-contact work can be carried out in either a passive or an active way.
The passive style sets up facilities in the local community and then waits for
people to come to these facilities, which are usually sited in health centres,
day-centres, ambulant outpatient departments, and in community centres,
citizens’ advice bureaux, offices of the Marriage Guidance Council and
other associations. This style is based on the philosophy that when people
are troubled they will actively seek out help for themselves.

.The active style goes out to look for people in need and thus will be found
in crisis resolution and emergency mobile services, in community projects,
in schools, youth clubs, recreational clubs, women’s organizations, church
facilities and so on. This style is based on the philosophy that not everyone in
need is able or willing to come for help, nor indeed may know that help is
required or where to get it; such people must be sought out locally ifany true
preventive work is to be done. ‘

The anatomy of the first contact

The first contact takes place within a dyadic structure consisting of the
person offering help and the person seeking help. The person offering help,
the “primary health care worker”, who may be a professional or a volunteer,
has access to resources already existing in the community, but he or she can
also call on secondary resources such as mental health specialists. The
person asking for help, the “client” in nonmedical contexts:and the “pa-
tient”” in medical contexts, is surrounded by a family or some social group-
ing, with such resources as may already exist in that family or social group.
The client or patient may not be aware of these “personal resources’ or may
not for the moment be able or willing to recognize them as such, but they are
usually there to a greater or lesser extent, to be mobilized when the moment
is right. .
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Fig. 3. The first contact
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This dyadic structure for first-contact work posits certain basic questions
which require to be considered.

(a) By whom should this first-contact work be done, and for whom
should it be provided? This raises the general issue of appropriateness of
response and appropriateness of request.

(b) Where should it take place? This raises issues of appropriateness of
location — should it be on professional premises or should it best be done
elsewhere, e.g. in homes, schools, social centres, information agencies and
so on?
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(¢) What are the intentions in providing first contact? This raises issues
of the declared aims and purposes of the providers, as opposed to the
expectations, declared and undeclared, of the recipients.

(d) What is the best time for it to take place? In one sense this is defined
by the client or patient asking for help, but the question recognizes that there
are crucial timings in life events when changes of attitudes and behaviour are
much more likely to come about and individuals are more susceptible to
offers of help.

(e) What are the possible outcomes? Will the first contact lead to further
work, or will that one contact be sufficient? Will the clients or patients come
back for further help if it is offered? Should the primary health care worker
wait for these clients or patients to return in their own time, or should he go
out to seek them himself? Will both the helper and the helped feel satisfied
with the first contact, or will there be frustrations, disappointments, or even
feelings of anger towards the other party? What will be the long-term as
opposed to the short-term effects of the first contact? ‘

(/) How is the first contact to be managed and reviewed if there is not to
be wasteful duplication of effort and destructive competitiveness between
several help-providers and several help-seekers?

(g) If there are to be further contacts after the initial one, at what fre-
quency should they take place, and who should determine that frequency —
the helper or the helped? ‘

(h) How is the last contact to be recognized? When is it no longer
necessary or desirable for helper and helped to remain in touch with each
other?

The psychology of the first contact

The interpersonal factors affecting the primary health care worker and the
client or patient are such that the first contact has unique features which
make it different from all subsequent contacts. It is a time of greatest
uncertainty, not only because of the anxieties of the client, but because of the
wide number of options which are at this time potentially available. It is a
time of freshness and of commitment: the client is wanting help, and the
helpers are excited by the possibility of doing something new. It is the time of
greatest potential for interaction between helper and helped, and for change
in each of them, possibly leading to the discovery of new skills and new
self-regard. Itis also a time for setting the scene, as it were, for all subsequent
contacts. The manner in which the first contact is handled, and its outcome,
will shape in a'crucial way the subsequent pattern of work involving the
helper and the helped.
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Psychological elements are aroused in the primary health care worker
during this first contact — interest, a sense of challenge, awareness of the
large number of possible options for action, a sense of maximum commit-
ment to helping the client, and a genuine sense of idealism. Likewise, there
are psychological elements as far as the client is concerned — he is motivated
by his dilemmas and by his distress, he is activated to seek help, he is
vulnerable because of his anxiety and insecurity, but he is equally open to the
possibility of change in his attitudes and behaviour, and may have expect-
ations which mirror the idealism of the helper.

All this is to be contrasted with what happens as the result of subsequent
contacts — the transferences and counter-transferences in each party result
in interactive preconceptions, which in turn lead to a degree of closure and
fixity of attitudes. For one or other there will be certain frustrations arising
from the clash between the initial idealism (hope) and the subsequent
constraints of reality (disappointment). There will be a tendency to fall back
upon established and defensive positions, with a further loss of understand-
ing leading to more frustration and disappointment. If there is sufficient
disillusionment, the client may become so hostile as to level unjustified
criticism against the helper, or to drop out and fail to maintain contact.
Likewise, the helper may become so bored with the client or hostile towards
him that rejection, which finds expression in “forgetting’ appointments or
referring the client, is the result. These negative and destructive events are
not inevitable, but they are likely to occur to a greater or lesser extent
because of human psychology, and are not present in the first stage of the
first contact, which makes it such a unique event.

First contact on the pathway to psychiatric care

Goldberg (9) has proposed a model of a pathway along which varying
degrees of psychiatric care are provided. This pathway, beginning in the
community and ending in the psychiatric hospital, has four *“filters” spaced
along its length which regulate the flow of persons along it and which exer-
cise progressive screening functions, so that only a very small proportion of
persons who set out along the pathway end up in the psychiatric hospital as
inpatients. The first filter is access to the general practitioner; the second is
the general practitioner’s ability to recognize psychiatric morbidity in the
very large number of persons who present to him; the third is the referral
mechanisms by which the general practitioner can ask for help from a
psychiatric colleague; and the fourth filter is the psychiatrist acting as
gatekeeper to the beds in the psychiatric unit. This model is in line with the
passive style of care provision, i.e. allowing the client to make contact with
the care-giving agencies and to express a desire for help.

First-contact mental health care can occur at various points along this
pathways; it can begin in the community, with friends or relatives suggesting
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that a potential patient should get in touch with the general practitioner; it
can take place when a person defines himself as a patient, and goes
unbidden to his doctor for specific help; it can occur when the doctor, un-
certain about the patient’s status, refers him to a psychiatric specialist, either
as an outpatient or on a domiciliary visit; it can take place right at the end of
the pathway if the potential patient presents himself directly to the specialist
psychiatric services, be it the day hospital or walk-in facility, or even the
psychiatric inpatient unit itself. The essence of this model is control of the
client, progressive screening, and protectlon of relatlvely scarce psychiatric
institutional resources.

‘ Fig. 4. Pathway to hsychiat[ic care

| H 11 v \%
A B C D
LOCATIONS ' FILTERS
) Community A Access to primary care team
Il General practice (inconspicuous morbidity) ~ B Ability to recognize significant need
H1  General practice {conspicuous morbidity) C  Referral to mental health care team ‘
IV Psychiatrist {outpatient or domiciliary visit) D Admission to psychiatric hospital

. or uni
V  Institution unit
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The five levels of operational provision of mental health care have
already been described — institutional, hospital in the community, primary
health care and personal social services at the health centre, community
agencies, including self-help and volunteer groups, and the general public
(see p. 23).

Using the active style of care provision, first-contact work can be encour-
aged at any of these five levels, by allowing open access to all facilities, and
by bringing the necessary aid to the people, rather than the people to the
services, as in the Goldberg model. The danger of such an active style is that,
although it encourages accessibility, it does not ensure equality of care
across the board: the most vocal, the most demanding, the most persistent,
will get first-contact care, rather than the most needy, especially if the latter
are reticent in asking for help, and neither know what is available nor realize
that they are eligible for help and in need of it. There must be a careful
balance on the pathway to care between screening, on the one hand, and
open access, on the other.

First-contact workers

Where the style of first-contact work is one of open access, aimost anyone in
the existing services and agencies can, in effect, be a first-contact mental
health care worker. Any relative or friend, or someone who has had a mental
health problem and persuades a person in need to seek help, is in a sense a
first-contact worker. However, just as open access may militate against
equality of care, so such an open system may lessen the likelihood of the
most appropriate or sufficiently trained person being the key first-contact
agent. On the other hand, if a more restrictive style is to be used involving
screening, the first-contact workers will almost certainly be trained pro-
fessionals in primary care medical teams and in the personal social services.
Here the family doctor, the public health nurse, the psychiatrically trained
community nurse, the social worker or the clinical psychologist working in
primary care is most likely to be in this key position.

There appears to be a choice, therefore, between diversity of opportunity
for first-contact work, with the risk of variability of effectiveness, and a
more limited number of contact points, but with a greater chance of skilled
and effective help being available. This is not to discount the possibility of
inspired and imaginative first-contact work being performed by volunteers
and ex-patients in open-access systems: it merely recognizes the variability
of the skills and experience to be offered, and the difficulty of maintaining
and supervising an accepted standard of practice and of ensuring training to
meet this standard.

The issue of selection of first-contact workers, as distinct from self-
selection, is thus implied. How can people best be trained for this work, and
when should such training be introduced into professional educational
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programmes? These questions will be discussed below. There is also the
question whethér some people are better suited to this particular style of
work, not so much because of their formal education and training as because
of their temperament. There is a particular personal style which is well suited
to first-contact work — that of patience over time, the capacity to tolerate
anxiety and ambiguity, a respect for the client, and a capacity for creative
listening. Although these traits of personality and temperament can be
cultivated, they cannot be taken for granted in all those who offer them-
selves for first-contact work. They are, nevertheless, essential for coping
with the anxieties, the hostilities, the fear of being overwhelmed or of being
taken over — all features of the psychodynamic distortions that may occur
in first-contact mental health care work, especially when things are not
going smoothly. Without a certain degree of self-confidence and com-
petence, naive or unprepared first-contact workers can be so overwhelmed
and devastated by the experience that they become in need of care
themselves.

First-contact clients

Just as the first-contact workers may be very varied, so may their clients. At
the first level they are likely to be the most vocal individuals, who know what
they want and, equally, where to get it. Paradoxically, such individuals may
be among the most privileged members of the community and thus, in one
sense at least, in less need of care. At the next level there are those most at
risk: the very young, the old, those going through life transitions; ado-
lescents caught up in drug or alcohol abuse; those with multiple handicaps,
those with both psychiatric and physical illnesses; those who in later life
become dependent on alcohol, legitimately prescribed drugs or excessive
work; those who are prone to stress-diseases, and so on. It then becomes a
question of getting scarce first-contact resources to those most in need,
rather than to those who make the most vociferous demands. Then, at a
third level, are those who either do not recognize their need for help or are
unaware of their right to it; those who are often isolated and inarticulate,
who least know what is available or where to apply for help. Such people are
easily pushed aside or not noticed in the hurly-burly of everyday life, yet they
have an equal need for and right to the services available as part of first-
contact mental health care work. ‘

First-contact tasks

The tasks inherent in first-contact mental health work are many and varied,
and are defined by the identity of the first-contact worker, the needs of the
first-contact client, and the context in which they meet. The promotion of
mental health and the prevention of mental, psychological and emotional
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disorders should be the primary tasks. They are to be accomplished, in
theory at least, by identifying those members of the population who are
most at risk and trying to protect them from established causes of break-
down, and also by encouraging others to adopt more creative and health-
conducive attitudes and lifestyles.

For the purposes of epidemiological study or the inception of care
facilities, case definition is another basic task. The attribution of patient-
hood to a client can be made only by a medically qualified person such as a
doctor or a nurse, and it implies the presence or potential presence of some
pathological process leading to disorder sufficient to disrupt the life of the
individual. On the other hand, individuals, bv presenting to the first-contact
system, are themselves initiating this attribution process. By saying “IThavea
problem and I do not feel well; I would like your help”, the individual is
setting in train events which may ultimately lead to him being classed as a
case. Likewise, relatives, friends or volunteers may steer an individual
towards seeking help and thus set him on the same pathway. By contacting
other nonmedical members of the first-contact team, e.g. a social worker,
the police, a voluntary agency or a member of a housing committee, the
individual is attributing to himself the designation of client. This is signifi-
cantly different from that of patient, in that, in certain circumstances,
psychiatric patienthood confers on the individual immunity from responsi-
bility for his actions and for his future, whereas a client, although needing
help and looking for it, is deemed generally to be responsible for himself and
for any future outcome until events prove otherwise. It is then that the
person changes from being a client to being a patient, if his disability is
believed to be of medical origin (22).

Contact points can be ensured by setting up crisis intervention and
emergency services. A full discussion of such services is to be found in the
WHO report Changing patterns in mental health care (6). Animportant issue
for first-contact work in this context is whether these crisis and emergency
services are to operate independently, or whether they are to be integrated
into the established system of primary health care. Independence may make
for ease of access, but it again raises the question of the equality of care
available, and of monitoring the standards of care provided.

The need to work together over a period of time applies equally to the
first-contact worker’s providing continuity of care for the patient or client,
and to the first-contact worker’s remaining in contact with other members
of the first-contact team for purposes of consultation, supervision and
education. First-contact work thus has its acute or initial stage, and also its
ongoing or continuing stage as the work evolves. Continuity in the relation-
ship between the initial worker and the client has then to be set against the
need, on occasion, to engage in consultation or to hand the client over to
other, more experienced or more appropriate continuing-care workers. This
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is one way in which psychiatrically trained professionals, although not the
first-contact workers, nevertheless provide back-up to those who are.

The first-contact worker has a gatekeeping function on the pathway to
care described by Goldberg (see p. 29). Decisions have to be made about
the extent to which a client’s problem can be dealt with by the resources
existing in his family and community, and about enlisting the help of the
primary or secondary care services. Gatekeeping is important, both to
ensure that the patient is in contact with the right resources, and to avoid
the inappropriate use of scarce and expensive specialist services.

The follow-up action after the initial contact is important for ensuring
contmulty of care. Itis also important in identifying the drop-out problem,
i.e. establishing who clients or patients fail to maintain contact with, the
primary care team or the initial care worker. Drop-out is more likely when
the client or patient feels that the care response has been inadequate or
inappropriate to his percelved need. Some will drop out because they
cannot accept even minimum responsibility for themselves, and are look-
ing for a “magic” cure or solution which does not appear to be immediately
forthcoming. Others will drop out because they are angry or dissatisfied
with the quality of help or with the personal relationship offered. Some of
the dissatisfaction may not be based on reality, but may be an expression of
immature transference, i.e. the carer is the object of resentment projected
onto him by the client, resentment which stems from previously unresolved
conflicts with parental or sibling figures. Others may drop out because they
cannot handle the degree of emotional exchange which may be necessary in
the interpersonal aspects of the first contact. Such complicated reactions
and conflicts often underlie complaints and charges of negligence brought
against care workers by dissatisfied clients and patients.

A vital aspect of first-contact work is knowing when and how to
manage the last contact, in other words, to know when it is appropriate to
withdraw support and leave the client/patient and his relatives to maintain
their own momentum by means of their own resources. Premature termin-
ation is as inappropriate and possibly as damaging as enforced and pro-
longed contact between the helper and the helped.

Finally, in all first-contact work there is the important task of assess-
ment and management. Where there are many potential first-contact
workers offering a large variety of help and support to many clients in
many different settings, there are very real dangers of duplication of services
and wasteful competition between, say, statutory services on'the one hand
and voluntary agencies on the other. Such duplication and competition
provides a fertile breeding-ground for resentment, unfair criticism and
hostile attitudes among the various care providers and, though far less
frequently, between clients and those offering help. It is necessary, there-
fore, for someone to exercise an overview of the resources available to meet
the needs. Who should hold this key position of management is an open
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question and will be discussed later. There is also the matter of assessing the
appropriateness of the care and services provided, of identifying gaps in
provision, and of planning for the future, all within a realistic budget and
in a way that is compatible with existing financial and other constraints.

TEAMWORK FOR MENTAL HEALTH
IN PRIMARY HEALTH CARE

A team is defined as a group of persons working together for a common
purpose. There are two identifiable teams concerned with mental health,
one at primary level and the other at secondary level. The primary health
care team has its own membership and its specific tasks, and in parallel
there is the team of mental health specialists with its own membership and
tasks. The basic question is, to what extent can and should these two teams
come together in first-contact mental health care work? A second question
arises, namely, if they come together in this work, what happens to their
original roles and tasks as a consequence?

The primary health care team

This team consists at various times of the following: the general prac-
titioner, the public health nurse, the domiciliary occupational therapist,
the domiciliary physiotherapist, the community-based social worker,
various specialist counsellors, administrators, and community represen-
tatives on councils or committees of management.

The general practitioner, variously known as the family doctor, doctor
of first and continuing contact, and primary care physician, has specific
responsibilities set out in his conditions of service. His roles and responsi-
bilities in mental health care are extensively discussed in the report Psychi-
atry and primary medical care (5). He clearly has a central role, but how he
will see his work and his priorities will depend on whether he is in private
practice or works solely in a state medical service, and also whether he
works in a rural or an urban setting. One of his major tasks is to determine,
when a patient presents, often with a mixed picture of symptoms, whether
he should be concerned primarily with physical illness issues, or with
mental disorder issues, or with both. He is also primarily responsible for
illness attribution, as well as for the promotion of good health practices.

Public health nurses have a variety of roles and special areas of interest
and expertise. They include the health visitor, the district midwife, the
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district (domiciliary) nurse, the school nurse and the occupational health
nurse. Recently, even more specialized nursing profiles have been estab-
lished, e.g., the diabetic nurse and the stoma care nurse. All these nurses
may in some way become involved in mental health issues and in the care of
persons with specific psychiatric disorders.

Occupational therapists and physiotherapists, by tradition, are trained
and work in institutional settings, but recently there has been a move to
establish community posts so that occupational and physiotherapist skills
can be brought into patients’ homes. This obviates the need for such
patients to go to hospitals or day-centres in order to benefit from these
skills. It has also allowed the development of special support systems, such
as aids to daily living, which would otherwise not necessarily have been
seen as desirable or helpful. Again, the occupational therapist and physio-
therapist may contact individuals with mental health problems as well as
physical problems.

Community-based social workers now come under a separate organiz-
ation outside the health services in many countries, and this has led to some
conflicts with regard to loyalties, care philosophies and priorities. Never-
theless, the social worker with a sound knowledge of social and community
resources and of the role of social factors in the genesis of mental disorder
and incompetence is a vital member of the comprehensive primary care
team. Many issues of mental health stand at the interface between the
social and the medical (23).

Specialist community counsellors are to be found in certain privileged
areas in the primary health care team, and they operate from health
centres. They include, for example, the marriage guidance counsellor and
the counsellor for dyslexia. Many mental health problems often lie behind
the initial problem for which their specialist help is asked.

Administrators: the health centre manager and the records officer ideally
play an important part in practice monitoring and assessment, as well as in
supporting and assisting the other team members in their work. Health
centre receptionists also play a vital and unique role, both as gatekeepers to
primary health care facilities and as informal advisers in connection with
the initial tentative enquiries of potential patients and their relatives.

Community representatives. Members of the public are being en-
couraged to play a growing part in shaping and determining priorities in
the health centre. In some countries this is done politically through repre-
sentatives elected to the health centre management committee; in others, it
is done more informally by setting up patient/consumer panels or patient
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associations at health centres, thus helping to evolve policies and direct
future planning. Such bodies can also operate through local voluntary
organizations and raise funds for specific ventures in their own health
centres.

The team of mental health specialists

This is usually trained in and operates from psychiatric institutions. It will
consist at various times of: the psychiatrist, the psychiatrically trained
nurse, the clinical psychologist, the psychiatric occupational therapist,
the psychiatric seconded social worker, various creative therapists, and
administrators. '

The psychiatrist may or may not have an interest in social and com-
munity psychiatry. He often has to choose between providing care in the
institutional setting for chronically disabled patients or those with acute
and serious mental illnesses, and offering help and support in the com-
munity to those less severely disabled persons with relatively minor though
equally distressing morbidity. Not every psychiatrist feels able to work in
the community setting for priority reasons, nor may he feel comfortable
there. However, there is a growing number of cases of close collaboration
between general practitioners and psychiatrists who are willing and free to
work in health centres (35,24).

Psychiatrically trained nurses either work in psychiatric institutions
(psychiatric hospitals, district hospital units, day hospitals and mental
health centres) or are based in the local primary health centres as com-
munity psychiatric nurses and work as part of a comprehensive nursing
team with the public health nurses. In this latter role, they can act as mental
health consultants to their other nonpsychiatric nursing colleagues.

Clinical psychologists traditionally work in academic centres or in large
psychiatric institutions. Others are located in general hospital psychiatric
units and visit day hospitals and day centres. Some provide sessions in
primary care, again as mental health consultants to primary health care
workers. They undertake specific therapies, particularly of phobic, ob-
sessional and behavioural disorders. Some are closely involved in mental
health education, visiting schools, walk-in centres and self-help groups.

Psychiatric occupational therapists have up to now been mainly em-
ployed in the large psychiatric institutions or day hospitals, but they, too,
are exploring ways of bringing their skills into primary care.
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Psychiatrically oriented social workers. Certain social workers with
skills and aptitudes for working in mental health are being seconded from
community-based and community-organized social service departments
to work in various psychiatric units. They provide an important liaison
between the psychiatric hospitals and their own social work colleagues in
the community. Such secondment has allowed specialization in mental
health to occur. ‘

Creative therapists perform relatively new roles in the mental health
field, those of art therapist, music therapist and drama therapist. Because
at the moment they are few and far between, and not all have recognized
training or career structures, most are to be found in the larger psychiatric
hospitals, but they too see the relevance of their work for primary care. Itis
a question of balance, and of using their scarce skills to the best advantage
for the greatest number of patients. There is also the practical problem of
who is prepared to fund such therapists at a time of shrinking financial
resources.

Administrators tend to be unit- or hospital-oriented because that is
where the budgets for which they are responsible are located. However,
there is a growing feeling that there should be clearly identified psychiatric
service budgets, so that there can be a more equitable distribution of
financial resources between secondary and primary care organization in
mental health. Just as receptionists are vital gatekeepers In primary care,
so hospital secretaries act as gatekeepers for senior med1ca1 staff and help
to orgamze outpatient clinics and day facilities.

These, then, are the two teams, each with its different responsibilities
and skills. It is often implied that the primary care team ‘is basically
health-oriented, whereas the mental specialist team is disease- or illness-
oriented. This is not wholly true, but it does reflect the association of
increasing specialization and skill with an increasing degree of disorder. In
other words, the most disturbed individuals are, in the nature of things,
most likely to be referred to the most skilled professionals.

Working together

Given these two teams, with their individual territories and spheres of
influence, there are three styles of collaboration — the separate auton-
omous style, the episodic partnership style, and the integrated continuing
style.

The separate autonomous style allows each team to remain separate and
to pursue its work in a designated locality. This allows the primary care
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team to be the first-contact workers and to make referrals to the mental
health specialist team through established channels, i.e. referrals to out-
patient and day-care services, and domiciliary visits by the consultant
psychiatrist at the request of the general practitioner. This style locates the
interface between the two teams at the third filter on the Goldberg path-
way, where the general practitioner, on behalf of the primary care team,
makes a referral to the specialized psychiatric services.

The episodic partnership style allows each team to continue in its place
of work, but on a regular basis members of the mental health specialist
team come into the primary care sector to work in partnership there. The
community health centre is a natural location for this combined work, and
the partnership can now do first-contact work together. Thereafter, the
members of the specialist team return to their institutional base until the
next regular contact. This style brings the interface between the two teams
up to the second filter on the Goldberg pathway, i.e. at the point of
case-finding and case-definition, and at the very beginning of a treatment
programme.

The continuing integrated style allows certain members of the mental
health specialist team to be integrated on a continuous basis into the
primary care team, thus becoming in effect primary rather than secondary
workers. This has already happened with psychiatric nurses, clinical psy-
chologists and a few creative therapists. A small number of psychiatrists
have been designated as ‘‘community psychiatrists” and do not have a bed
base in the local psychiatric hospital or general hospital unit, being based
instead on a number of primary care teams and local centres in the
catchment sector. This style brings the interface of generalist and specialist
right up to the first filter, where first contact is made in the community
before patienthood has been attributed, with the emphasis as much on
mental health promotion as on mental disorder treatment.

The first style is traditional but tends to be inflexible, and thus does
not allow free and relaxed mental health consultation to occur. The
second style is more flexible and recognizes the very real differences in
roles, skills and tasks of both teams, vet allows them to come together on a
regular basis to join in collaborative work in which these differences are
recognized and accepted. The third style can be confusing and lead to
role-blurring, when at times no one is quite sure who is responsible for
what; this results in territorial disputes and unhealthy rivalry. It would
seem on balance, that the second style is preferable because it allows
collaboration, and at the same time it recogmzes the realities of both
primary and secondary care.
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Background factors in working together

The primacy of the team is vital. This means that working together for a
common purpose is more important than the individual roles of individual
members of the team. The strength of the whole lies in the effective
bonding together of the component parts. This implies. that no one
member of the team can claim exclusive rights to the patient or client, nor
can he insist on working in an idiosyncratic way which takes no account of
what the other team members are trying to achieve. There can be no
question of anyone “owning”’ the patients or clients: they, together with
their families, are the concern of the team as a whole, working on the basis
of accepted democratic principles.

This does not mean that there is no need for leadership, but leadership
in a democratic team is quite different from leadership in a hierarchical
autocratic organization. In the first, leadership is shared and shifting, in
that different members of the team can assume the leadership role in
changing circumstances; in the second, the leadership is static and main-
tained, giving security for all by clearly defining responsibilities through-
out power structures. With a changing leadership, there remains the
question of responsibility in a legal sense. This is usually defined in each
country’s health service and mental health legislation. This legal responsi-
bility is placed on the medical members — the general practitioner in
primary care, and the consultant psychiatrist in secondary care. Legal
responsibility passes from ‘one to the other as the patient moves from
primary care into the specialist sector. It is a recognition of Wthh doctor is
to be central in the patient’s care at a particular time.

Authority and leadership, though related, are not the same. Structural
authority which comes from the power hierarchy will be closely allied with
formal leadership, although different members of the team may have
different authorities in different spheres at the same time, for example, that
of the doctor being exercised alongside that of the social worker as far as
compulsory detention orders are concerned. Sapiential authority is that
authority which is earned within the team structure, and granted to specific
team members by the others in recognition of special talents, acquired
skills or accumulated experience. In practical terms, the democratic and
autocratic models of teamwork are.extreme concepts, and in the everyday
world professionals move from one more or less coherent style to the
other. The democratic style is more relevant when there are no clear
technical role tasks, and when the patient is expected to contribute con-
siderably to the overall management programme. The autocratic style is
more relevant and indeed is necessary when it is important to distinguish
clear technical skills and to demarcate responsibilities, and when the
patient has relatively little to contribute to the immediate treatment pro-
gramme. In mental health work, where there is no such clarity, and where
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the patient is expected to make an ongoing contribution, the more demo-
cratic model would seem to be the more appropriate.

The mental health consultation model (see p. 19) sets goals and means
to attain these goals not only for the team members when working to-
gether, but also for the team members when working with clients and
patients. Just as the professional person, called in to consult with another
professional, attempts to provide only the minimum of support and advice
that will enable the consultee to function at an optimum level and find
solutions to problems using the existing resources, so members of the team
should have the same aim in working with clients and patients — to
provide only that amount of help and support that allows the client or
patient to maintain a sense of self-competence, and then, with support, to
work out potential solutions for himself and to be responsible for shaping
his own future.

A conflict may arise between the principle of continuity of care and that
of handing over responsibility to other team members. Once first contact is
made, it is important for the key worker to remain in touch with the client
or patient to allow a therapeutically trusting relationship to develop.
However, it is equally important that team members should recognize the
limits of their skills and abilities, and be prepared to ask for help from more
experienced colleagues; this may involve handing over care to someone
else in the team who has more appropriate skills or resources. Handing
over does not mean failure; it is a genuine recognition of the need to share
care of the client or patient within the totality of the team’s resources.

There is also the question of generalization versus specialization. On
occasion, any one member of the team may be asked to exercise various
skills. For example, the family doctor is trained as a generalist in his work
as a general practitioner, but he is also experienced in the minor psychiatric
disorders that arise within families. At times, therefore, he will act as a
generalist, at times as first-contact mental health specialist. Further, he
must decide when he can continue with his own skills as first-contact
specialist, and when he should ask for help from the psychiatrist as
secondary care specialist. This help may come in the form of mental health
consultation, or in the form of an accepted referral for continuing care in
the secondary sector.

TRAINING FOR WORKING TOGETHER,
AND PUBLIC EDUCATION

There is a subtle distinction between training and education. Training
implies the acquisition of specific knowledge and skills in order to operate
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in certain circumstances in specific ways. A doctor is trained in the diag-
nosis and management of psychiatric disorder usually within specific
settings such as general practice, a day hospital or a psychiatric unit.
Education has wider and more nebulous aims. It is concerned with build-
ing up attitudes and value judgements; it is to do with informing public
opinion and mobilizing individuals and groups in the pursuit of ideals —
health, happiness, personal fulfilment, and so on. Public health education
is also concerned with fundamental questions relating to life — a clean
water supply, adequate housing, meaningful occupation, sufficient food,
an adequate supply of medicines, etc. Cynically, one could say that train-
ing is used to shape professionals, while education is used to shape the
public use of the professionals’ skills. Ideally, of course, training and
education should be reciprocal and inform each other.

Training for working together in first-contact work

Standards of professional training vary considerably from country to coun-
try, and are often rooted in institutional perspectives. The diagnosis of
illness and its effective treatment are given more prominence than primary
prevention, despite constant criticisms of existing training schemes. The
institution is held up as a centre of excellence and is used to set standards
and expectations which are often quite inappropriate to other settings,
particularly community work. It often seems as if hospitals are maintained
primarily for training needs, and to ensure ready access to a wide variety of
“interesting cases”, and thus the hierarchical training system is perpetu-
ated. It is traditional for the various professional groups to be educated
and trained separately because of “well established reasons”, and because,
it is claimed, the training needs of the different professmnal groups are
obviously different.

These traditional attltudes need to be seriously challenged when con-
sideration is being given to training for work in primary care, and
particularly in first-contact work. Different perspectives have to be cul-
tivated if the old self-perpetuating system is not to go on producing
professionals who may have to unlearn much of what they have been
taught and relearn new skills through exposure to new working environ-
ments. First-contact and primary health care training should be target-
directed rather than be shaped solely by manpower needs. Existing train-
ing schemes will have to be redesigned with primary health care needs in
mind, with much less emphasis on illness diagnosis and treatment and
much more on health promotion and the encouragement of the client’s
responsibility for his own health. It will be argued that less is known about
prevention and ‘“‘health” than about treatment and “illness”, but, until
more importance is attached to primary care, the necessary research is
unlikely to receive support.
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If a number of professionals are to work together, then consideration
should be given to their spending at least some of the available time
training together to work together. This does not mean a descent to the
lowest common denominator, but identifying clearly defined job descrip-
tions for individual workers, at the same time demonstrating how these
roles relateto each other, and indicating where a certain amount of overlap
is to some degree inevitable. The academic units in universities and insti-
tutes of psychiatry must take a lead here, in both undergraduate and
postgraduate education. In some countries, notably Finland, primary
health care takes an equal share with the traditional hospital-based special-
ties in the medical teaching curriculum. At postgraduate level a proper
balance is required between social and community psychiatry, on the one
hand, and medically oriented psychological medicine on the other. Family
doctors require to be trained as generalists (specializing in not specializing)
and as specialists in family medicine, particular attention being paid to
emotional, psychological and social factors in the maintenance of health
and the genesis of disability. The Balint method of medical psychology
seminars is one such specialist training experience for general practi-
tioners, but it probably reaches only those doctors who are already com-
mitted to this type of approach. What about the others whose training
needs are equally important? Likewise, the postgraduate training needs of
the psychiatric nurse, the clinical psychologist, the occupational therapist
and the psychiatrically oriented social worker have to be considered.

In view of the contrasting needs of urban and rural communities, as
well as those of the developed and the developing countries, it will be
important for countries to collaborate in setting up experimental training
programmes, and to monitor the varying levels of knowledge required for
their different purposes.

Public education

There seems to be a crisis of confidence in health education in general.
How effective is it? What are its priorities? Do we know enough about what
should be taught? How should limited health education budgets best be
spent? Education in mental health promotion is under the same cloud. In
particular, it has to be asked: Who should be doing this education? Should
it be left to the medical profession, who because of the nature of their
existing training may not necessarily be very good educators? Should it be
left to specially trained health educators? Or should it be left, according to
the principles of mental health consultation, to the community itself?
Much time and energy has been spent discussing the relative merits and
demerits of using the mass media for health education purposes. Un-
doubtedly modern communication technology should be exploited, but
with a proper distinction between the hardware and the software, between
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the means of communication and the message that is communicated. This
applies in particular to the use of local radio, television (including video
cassettes for home use), newspapers and magazines. Those who stress the
need to be up to date in the use of technology should not forget the need to
monitor and evaluate what is communicated by that technology. In par-
ticular, there is the danger that unguarded enthusiasm for technological
innovations may give rise to expectations far beyond what can be achieved
in a given locality. There is also the political danger of allowing the media
not only to inform public opinion but also, in a sense, to shape and direct
public opinion in directions which serve vested interests rather than the
true needs of that communlty ‘

There is a pressing need for effectlve information systems to serve two
purposes: {a) to provide accurate basic information on health and welfare
issues, through the use of books, video cassettes, audio cassettes and
practical manuals; and (b) to indicate to the general public what is avail-
able in a given locality and how to gain access to it, and also to provide
information on what is not available and on how to go about changing the
situation.

RESEARCH AND EVALUATION OF SERVICES
IN PRIMARY CARE SETTINGS

Research in primary care settings has been hampered by doubts as to the
most applicable method of enquiry in this area of personal health services.
There have been many arguments about how scientific one can be when
dealing with vague concepts of ‘“‘health” and “illness”, and about the
general validity of the measuring instruments used. In the past, priority for
funding and publications has been given to biomedical research as op-
posed to what can best be described as ‘“‘sociological” research. In the
mental health field in particular, the indicators of improvement in health
and in health care remain uncertain, and require to be more clearly defined
and validated. This, together with the diversity of models for action being
‘proposed, challenges university departments of psychiatry and academic
institutes to design comparative instruments for the measurement of
change, which can then be used by WHO collaborating centres. Enthusi-
asm for setting up new model projects has to be matched with impartial
assessment by objective and effective means. There is thus a need for data
collecting systems by which the services provided can be quantified against
the health care requirements and demands of specific populations. There is
also a need for clear data bases from which to begin planning, together
with data linkage systems to ensure that all the available and relevant
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