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Foreword

The present report documents in some detail the background, philesophy,
technology, and pilot results of a major cooperative effort involving the
Ministry of Health of the Unired Republic of Tanzania, the Danish
International Aid Agency, and the World Health Organization, The cooperation,
sustained over several vyears, led to the establishment of a national wental
health programme Which aims to deal in a humane and effecrive way with the
most common mental health problems affecting many thousands of children and
adults and imposing a considerable burden on families and communities, The
encouraging results of the pilot phase of the programme prompted a group of
individuals, who had been closely invelved in this undertaking from its
inception, to record and summarize their experience for the eventual benefit
of other workers pursuing the same or similar geoals, in Tanzania or elsewhere

The ptincipal contributors te the writing, editing and technical
processing of this report have been: Dr T. Tomov, Dr J. Neki, and Dt B. Coche
(WHO comsultants); Dr Ntuyabaliwe (Ministry of Health, Dar es Salaam) and Dr
J. Haull (Muhimbili Medical Centre, Dar es Salaam); Dr A, Jablensky (WHO
project coordinator) and Mrs M. Cabral de Mello, Miss J, Sikkens, Mr T.
Vertin, and Mrs E. Rausch (at WHO Headquarters in Geneva).
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Summary

This is the terminal zreport on the pilot implementation phase of the
national mental health programme in the United Republic of Tanzania which was
catried out as a cooperative venture between the Government of Tanzania, the
Danish Internationsl Development Agency (DANIDA), and the World Healrh
Organizat ion (WHO),

Although Tanzania had already achieved wide coverage of ifs population
through a decentralized and easily accessible system of primary health care
facilities providing the most essential services, its mental health services
were poorly staffed and concentrated in a few custedial-type institutions and
out-patient departments hardly capable of ensuring even oue contact per year
to about one-fifth of the estimated 100,000 severely mentally ill adults and
37,000 children in need of care at any given point in time.

The programme design, developed jointly by the three parties involved,
aimed to take full advantage of Tanzania's existing primary health care
infrastructure by integrating mental health into the general health gezvices
of the country, including the 'grassroot' level of the services in the village
and the district.

The objectives guiding the new programme were; (i) to create an
infrastructure for mental health care provision which should meet the
requirements of both adequate population coverage and quality of service;
{ii) to raise the community's awareness of mental health issues (including
informing the community on the availability of effective means to deal with
specific problems) and thus enlist its support and participation. The
essential features of the adopted strategy were as follows.

1. Mental health care provision was concelved as & sub-system within the
health care aystem, extending from rural health posts and dispensaries through
rural health centres te district and regional hospitals. While fultl
integration of mental health care within the general functions of the hezlth
workers was scught at the village and dispensary level (first echelon of
care), relative differentiation and identity of mental health services were
considered necessary at the distrier and regional levels (the gecond
echelon), Taske appropriate to each level of care were defined in operatiomal
terms and referral pathways were designated to enable the unobstructed access
of the patient to more specialized diagnostic or therapeutic services (f the
problem was not within the competence of the more peripheral level, These
pathways were also used in reverse when, following assessment or treatment, a
patient was discharged back te the rural service with appropriate instructions
about maintenance treatment and after—care,

2, Mental health care provision within each district was the
responsibility of a team consisting of rural medical aides, nurses, and
specially trained medical agsistants, Diskrict teams were trained,
coordinated and supervised by a regional team, headed by an assistant medical
officer and including several psychiatric nurses. The regional mental health
teams were based at the small psyehiatric units of the regional general
hospital and provided a wide range of services in support of the peripheral
levels, including regular visits to district hospitals and rural
dispensaries. An intensive training programme, ipnvolving periocds of
clinic-based tuition, supervised on-the-job instruction, and continuing
education, forged the bonds between regional "centre' and "periphery', and
between the mental health team members at different levels. Consultative,
educational, and service-oriented research back-up to the regions was provided
by @ Mental Health Resource Centre bhased at the Muhimbili Medical Centre in
Dar es Salaam.
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3. A selective approach to mental health problems was adopted and five

"target conditions" were designated as programme priorities: acute and
emergency problems (such as acute psychotic excitement or confusional state);
epilepsy (especially in children); chronic psyehoses (such as schxchhrenxa)
common emotional illnesses (such 2s depressive, anxiety, or 'somatization®
problems seen in no less than 20% of all attendances at primary care
facilities); and mental retardation. A standard technology was developed for
the treatment and wanagement of each one of these conditions, including rules
of diagnostic assessment, pharmacological treatment, social management
(involving, above all, the family), and prevention of relapse or secondary
disability, where relevant, Job descriptions of the newly trained mental
health workers included reference to target problems and specific skills
prerequisite for applying these technologies, and a service manual was
developed describing them in detail.

The strategy outlined above was pilot-tested in two regioms, Morogoro and
Moshi (Klllmanjaro), which had different and in some respects contrasting
demographic, so¢ioeconomic, geographic, and health service development
characteristics. For a period of three years, a WHO consultant was posted in
each of the two pilot areas, and a third WHO consultant was based at the
Mental Health Resource Ceéntre at Muhimbili., Following the completion of the
initial period of training Tanzanian personnel (in which two psychiatrists,
three assistant medical officers, and eight nurse tutors were provided
training opportunities in the United Kingdom, India, and Nigeria; anmd over 100
medical assistants, nurses, and rural medical aides were {rained locally), the
programme became fully opervational in the two regioms. Only in the course of
1983, a total of 2,000 new cases of "target conditions" were identified and
treated. In the same year, a total of 18,800 cut-patieats visits were made to
the 41 psychiatric c¢linics which started functioning in the two regions, and
2,340 short-term admissions occurred, of which 1,100 were to general medical
wards and 1,240 to the two psychiatric units, A tentative assessmeunt of the
cost—effectiveness of the decentralized system of care, in comparison with
exclusively hospital based psychiatric care, indicated a clear superiority of
the former. Further evidence of the viability and appropriateness of the
programme is the fact that, following the withdrawal of the WHO consultants
and the reduction of the extermal financial support, the services in the two
pilot regions have retained their level of functioning, and a step-by=-step
plan of implementing the same programme design in other regions of the country
has been put into operation,

The experience of the Tanzanian mental heslth programme thus represents an
lmportant milestone in the development of mental health care in the African
vegion, and is likely to be of benefit to public health planners in the Third
World by providing an example of a strategy and technology that can be adapted
to a variety of settings,
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CHAPTER 1: BACKGROUND OF THE MENTAL HEALTH PROGRANNE IN TANZANTA

THE COUNTEY AND ITS HEALTH PROFILE

The United Republic of Tanzania with a total area of 939 062 km? is
located south of the Equator and is bordered by the Indian Qcean to the east,
Kenya and Uganda to the north, Rwanda, Burundi and Zaire to the west and
Zambhia, Malawi and Mozambique to the south, The Republic includes the
mainland (former Tanganyika) and, some 25 miles off shore, the islands of
Zanzibar and Femba, to the south the island of Mafla, and many other small
izlands.

The topography is highly varled and almost every type of terraln is found
in the country, froum equatorial coastal plains and islands to the permanent
ice-field on Kilimanjare, Africa's highest mountain., Also partly within the
boundaries and of considerable local climatic importance are the three largest
African lakeg; Victoria, Tanganylka and Nyasa.

The climate is tropical but varies from hot and humid aleng the coastal
belt and lowlands to wmoderate and cold in the mountainous areas. There 1s a
broad pattern of two rainy seasons and two dry seasons a year, Except at high
aleitudes, temperatures are not a major limiting factor in agriculture and
cattle breeding.

Tanzania's economy i primarily agricultural. The main agricultural
congumey products av¥e maize, paddy, wheat, cassava and the major export

products are coffee, cotteon, sicgal, minerals, caghew-nuts, tobacce, fea and
cloves.

Tanzania is a constitutional one-party state. The ruling party Chama Cha
Mapinduzi (CCM) was formed in February 1977 and has established a wide
organizational network covering towns and villages.

Following the Arusha Declaratiom, 1967, Tanzania embarked on a soclalist
path of development with increased participation of the public sector in major
industries, commerce, marketing, distributive trade and transport,

At rural level, the govermment has embarked on an ambitlous villagization
programme, ujamga, through which the beneflts of socialist rural development
are to be channeled to the majority of the population, WNinety to ninety-five
per cent of the population lives and works in the rural areas,

Tanzania iz still categorized as one of the 25 least developed countries
in the world, and the per capita income in 1981 was US$ 166,
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Demographic characteristics

The estimated population of Tanzania in 1983 was 17,530,000. The
population's pyramid, like that of any developlng country, has a broad base
and narrows rapidly after the age of 15. The main demographic chavacteristics
are as follows;

Table 1, Selected demographic indicators

1967 1976 1981
Crude birth rate (per 1,000 pop.) 47 46 46
Crude death rate (per 1,000 pop.) 22 8 15
Annual rate of population growth (%) 2 3 3
Infant mortallty rate (per 1,000 live births) 161 152 156
Life expectancy at birth (years) 35 47 not available
Population under 15 vears (%) 44 47 not available

The large proportion of the pepulationm under 15 causes a very high
dependency ratio. The proportion of the child bearing population is algo high
(20.3%), making the size of the vulnerable groups of the population very large
and creating great demands on the national health services,

Tn addition te the high infant mortality rate of 156 per thousand, it 1s
estimated that an extra 90 per thousand children die between the ages of 1 and
5. This means that approximately 25% of the population dies before the age of
five, Morbidity figures are not readily available but are estimated to be
high., Major cavses of infant mortality are preventable diseases such as
malnutrition, measles, pneumonia, gastro—enteritis, tuberculosis, neonatal
tetanus, malaria and anaemlas,

The maternal mortality rates for institutiomal deliveries fg 2.7 per
thousand. Maternal mortality 1s mainly associated with short pregnancy
intervals, malnutrition resulting in contracted pelvis, and ohstructed labour,

Disease prevention and control

Major causes of morbidity and mortality in Tanzania, as in most developing
countries, are infectious and parasitic diseases. Between 30-35% of all the
digeases diagnosed at hospitals are infective and parasitic diseases and
nutritional deficiencies (most of which can be prevented by immunization,
gnvironmental and personal hygiene)., In all, peverty linked diseases account
for about threes quarters of all deaths. Malarias {5 the leading caugse of
hospital attendance and admission.

THE HEALTH CARE SYSTEM
The national health policy iz derived from the Arusha Declaration of 1967,

which forms the ideological basis for socio-economic transformation. The
broad objective of thie policy is to extend health care to the periphery in
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order to make services accessible and available to all citizens. Through the
provision of a chain of dispensaries, rural health centres and distriet
hospitals, the health service implements, supports, and promotes the National
Villagization Programme (Ujamaa villages) and provides free medical care for
a}ll. Under this policy, emphasis is given to primary health care, prevention
and especially to maternal and child care, and promotion of environmental
health., The Tanzanian health care system relies mostly on inexpeasive and
modestly trained workers ranging from the rural health aide to the medical
assistant and the assistant medical cfficer. Manpower is supplied by a
network of medical and nuraing schools and a system of career mobility that
enables deserving workers to advance to higher degrees of education. The goal
is to provide a regionalized health care system, one that is sensitive to the
needs of the population and that utilizes available resources, and relevant
technologies.

Health serviece structure

There are four different providers of health services In Tanzania, namely:

1. The government which provides an estimated 60% of the total heslth

services and seeks to establish at least one public hospitel in each
district.

2, Voluntary agencies, which are primarily religious organizations, operate
hospitals and dispensaries almost exclusively in the rural areas. Many
guch hospitals (e,g, 15 of them in 1978) are designated to serve as
district hospitals by the government with the concurrence of the agency
concernad. Qperating costs are defrayed by the government and services
are free.

3. 1Industrial firms and companies which provide occupational health services
as well as run some hospitals and dispensaries for their employees.

4. The private sector consisting of practitionmers who provide both allopathic
and traditional medical services to part of the population,

Functions and specifications of health facilities

Over the last two decades health facility development progressed
continuously across the various levels of service provision with main emphasis
on reaching the population in need in the peripheral areas (Table 2).

Table 2. Medical facilities (mainland 1961-1979)

1961 1979 % increase
No. of institutioms 1,095 2,952 169
No. of hospitals ‘ 93 149 52
Ne. of health centres 22 235 968
No. of dispensavies 975 2,568 le3d

Total No. of beds 17,046 35,076 106
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Village health posts

There is usually one village health post for each Ujamaa viilage. This is
the smallest unit, which provides treatment for minor ailments and also offers
firet aid treatment for more seriocus illness and injury, Equally important is
that the post provides the village with a base for health campaigns and health
education. Simple structures or existing buildings, such as part of a school
Or & cooperative soclety, are normally used in the delivery of these
services. Usually the service is delivered by twe village health helpers with
a barlc primary education background and a further six months elementary
training in a health centre or hospital, The helpers are expected to give
simple health education to all and lead the village to hygienic living
conditions and life styles.

Although they are not pald any salary, the helpers' necessary expenses are
met by the village's commen fund and the drugs and dressings are provided by
the district level health authorities. Their work is regarded as a
contribution te the communal effort of the village. Such centres are mostly
meant for Ujamaa villages in their initial stages of development, As villages
grow In size the centres are usually upgraded to dispensaries.

Rural dispengaries I

There were, in 1981, 2,800 dispensaries in the country (380 run by
voluntary agencies), giving a dispensary/population ratio of 1:7,500, or one
dispensary on the average for four villages, This means that 507 of the
population already live within a radius of 10 kms from a medical facilicy.

The target is to have one dispensary for every 6,000-8,000 people. To meet
this target, about 100 dispensaries are being built every vear, priority being
given to underserved areas.

There is a standard design for a dispensary unit, The main bueilding is
the dispensary block, providing rooms for waiting, healrh education,
examinations, MCH clinic, treatment room, stores and & delivery room. The
unit also has a latrine block and staff quarters. Tts main function 1s to
pravide primary care and outpatient treatment and gerve as a centre for health
campalgns, A dispensary is generally staffed by a rural medical aide {(in
charge), a materunal and child health aide, 2 health auxiliary, and one or two
supporting staff. TIn many villages, a maternal child health clinic is
included in the dispensary and provides a few beds so that mothers may be
delivered in mote favourable conditions, At this eclinic prophylactic
ingcculations are given to all e¢hildren against tuberculosis, tetanus,
pertussis, diphtheria, poliomyelitis and measles, and the elements of a safe "
and balanced nutrition are taught. The rural medical aide treats all coumon
diseases including tuberculosis and leprosy which are not referred to special
hoepitals. Health education is given at all units. In addition to the
dispensary staff, some villages have health auxiliaries responsible for
environmental hygiene.

Rural health centres

In 1981 there were 339 rural health centres functioning in the country,
giving a centre/population ratio of 1:71,130, 1In order to reach the target
ratio of 1:50,000, about 25 centres are belng constructed annually.

A standard health centre congists of an outpatient and maternal and child
health cliniec block, maternity and inpatient ward with a capacity of 6=8 beds
regpectively, a service block with laundry, kitchen and stores, four pit
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latrines and seven staff gquarters. These units are manned by /-9 health
workers, including a medical assistant (in charge), a nurse, two rural medical
aids and a health auxiliary. The centres provide both curative and preventive
gervices, with emphasis on the latter. Each centre superviges the
dispensaries in its catchment area, usually four or five in number. The
centre also provides a mobile health service for remote parts of its catchment
area,

Mobile health services

Mobile haalth services are based in rural centres and hospitals. The
mobile health service teams provide hoth curative and preventive services to
people in the remote rural areas. These preventive services include health
education, communicable disease contrel, the improvement of environmental
sanitation, and maternal and child health e¢linics. Mobile health services are
proving to be costly and their use is currently under review.

Hospitals

In 1980 there were 151 hospitals (65 run by voluntary agencies) in the
country with a total of about 20,000 beds (9,085 belonging to voluntary
agencies). The following factore are taken into account when hospital beds

are being allocated: a) wmatching the increased service needs triggered by
population growth - this should be 3% per annum (about 300 beds for the whole

country)y b) the utilization of exlsting hospital beds; <) the existing or
proposed training schemes at each hospital; d) the accessibility of the
hospitals: e) the existing number of beds per district = each distrier
should have a hospital of about 100-150 beds:; £) the average bed/population
ratio in the various disrricts - the target being 1:1,000 per districr.

Regional hospltals

Pistrict hespitals are undey the supervision of regional hosplitals., Cases
from district hospltals are referred to regional and consultant hospitals
(there are three ¢consultant hospitals at present), The expansion of hospitals
is currently not regarded as a priority. The only hospital development
continuously undertaken is the improvement of the auxiliary facilities, (e.g.,

laundry, kitchen, store, operation theatre) and the provision of addirional
staff quarters.
THE STATE OF PSYCHIATRIC CARE IN TANZANIA UP TO 1972

Situation snalysis

No direct censug of the mentally 111 population had been conducted in
Tanzania prior to the start of the programme but extrapolating from
épidemiclogical surveys and considering the population of the country (10
million adults and 7.5 million children below the age of 13}, it was estimated
that the number of wentally 111 adults at any one polat in time {(point
prevalence) would be approximarely 100,000 (i.e. 1%) and that of children
suffering from severe mental disorders about 37,500 (i.e. 0.5%). This figure
relates only to children with serious disabling disorders such as severe and
profound mental retardation, encephalopathies due to infection or trauma, and
severe Forms of epilepsy. It does not, however, include the estimated 1.1
million ¢hildren who, at some stage in their development, would suffer from
emotional or neurotic symptoms of a traangient but distressing nature.
Moreover, the expanding school system (based on a compulsory primary education
provided by 9,346 schools, and secondary education at 86 public and 63 private
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schools) lacked the capacity to deal with any disrupting but potentially
remediable learning difficulties and behaviour preblems in children. There
was no consultative facility for children with mental health problems except
ong approved scheol with a capscity of 200 places. Although child psychology
wag taoght in teachers' colleges and the majority of the university level
instruetors had some background in educational psychology, this training was
of little relevance to the understanding and handling of childrens' mental
health problems, Thus the vast potential of the school system was
under-utilized,

The main burden of psychiatric morbidity in the adult population (based on
statistiral estimations) consists of:

(1) Acute or subacute mentsl disorders of varying etiology (acute
transient psychoses, parancid reactlons, psychoses resulting from
cerebral involvement in communicable diseases like malaria, typhoid
or bacterisl meningitis etc.). These conditions usually lead to
temporary disability but they cause much suffering and can have
chronic consequences if not properly treated. .V

(2) Potentially chronie or recurring mentsl and neuropsychiatric
disorders, like gchizophrenia, periodic or cyclic affective
psychoses, epilepsy and epileptic psychoses and dementias, psychoses
associated with intoxications or chronic organic diseases like
Frypanosomiasis ete, Modern treatment can achieve stable remissions
or reduce disability in a significant proportion of these cases,

{3) Emoticonal illmesses (anxiety, neurotic depression) often associated
with physical disease and physical complaints of psychologleal
origin. The majority of these patients seek help ar the general
health serviees but failure to recognize and treat the psychological
component of thelr problem leads to prolonged distresg, unnecesgary
investigatlons and referrals, harmful social consequences and
censiderable community concern.

(4) Alcohol abuse, and alcohol and drug dependence, which appeared to be
growing problems., These conditions have the potential to spread when
cultural barriers lese their effect, and to undermine the community's
productivity and cohesion. Prevention based on community
sensitization, public information and social pressure therefore was ‘
thought to deserve a greater emphasisz than the treatment of cases of
advanced dependence.

The number of new cases of serious mental disorder which become manifest
goch year (incidence) was estimated to be 13,000-~15,000, of which 10,000
adults and 3,000-5,000 children. With appropriate modern methods of treatment
and prevention, chronicity and disability can be avoided in 80-85% of these
cases and full and lasting recovery is possible for more than 60% of them,

Mental health services and facilities

As against this large and urgent need for mental health care, the
Facilities actually available before the inception of the DANIDA/WHO supported
programme in 1981 were very meagre. In fact the mental health sector was
grossly outstripped by the development of other health sectors since the
beginning of the government's decentralization policy aiming at the extension
of general health services to the periphery in order to make facilities
avallable to all citizens. Table 3 gives an overview of the types of
avallable faeilities and their capacity in 1981,
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Table 3. Mental health facilities in Tanzania 1981

Type No. No. of beds Location

Goverument mental hospical 1,320 Mirembe; Gidongochekundu

Migsionary mental hospltal A 220 Lutindiy Irente

Psychiatric units 300 Muhimbili, Mwanza, Mawenzi,

Mbeya, Tabora
Rehabilitation villages Hambolo, Gabire, Kwiro,

Mwera, Tabora

Total 14 1,895

0f the total of 1,895 beds at least 45%Z (or 853) were occupied by
long-stay patients. This left just over 1,000 ¢perational tu¥n—over beds, a
shortage resulting in overcrowding, chronle congestion and lowered standards
of care.

The geographic distribution of the above facilities was most uneven, The
outpatient clinics run by the hospitals and the psychiatric units could cater
for a rtotal of 20,000 - 30,000 attendances per year, & limit imposed by the
shortage of staff.

It was obvious that the existing capacity of the mental health facilities
in Tanzania fell far too short of what is possible today in the conditions of
a developing country. It could be roughly estimated that less than one-fifth
of those in need of psychiatric care could actually have the oppertunity of
being seen as in~ or out-patients once in the course of a year. The capacity
of the wmental health facilitles was seriously underdeveloped in comparison
with the advances achieved by the country in the provision of general health
cars.,

The staffing of the psychlatric services was very poor, with only two
psychiatrists and five assistant medical officers trained in psychiatry
working in Tanzania in 1981. 0f the total of about 40 psychlatric nurses and
nursing officers in the country, only about half werxe adequately assigned to
work with psychiatric patieuts. FPsychologists, soeclal workers, occupational
therapists, few though they were, did not get involved in any systematic way
in mental health care provision. There was no practice of introducing the
junior nursing staff employed at the psychiatric facilities te the specificicy
of the work with psychiatric patients. The level of psychiatric knowledge and
the skills of the graduates of the medical schools in the country were too
little developed to enable them to approach or even recognize and refer
patients with pgychiatric problems.

The quality of psychiatric care was inadequate. There was no defined
profile for the service compenment, no provisions for continmuity of care and no
systematic outline of the country's mental health policy though it was
envisaged to be community oriented and inm line with the rest of the programmes
in the health fleld, In practice the mental health facilities were managed in
a haphazard way. They were passive tecipients of patients and end peints of &
self selection process determined by chance factors.
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CHAPTER 2:; OBRJECTIVES, STRATECIES, AND DESIGN OF THE PROGRAMME

THE CONVERGENCE OF FACTORS THAT LED TO THE INITIATION OF A MENTAL HEALTH
PROGRAMME

Around 1977-78, there was growing awareness, both at the level of the
Ministry of Health and among the health workers involved in mental health care
provision, that the situation called for measures of large scope and long—term
perspective. The Danish Government development ajd agency, DANIDA, which had
cooperated extensively with Tanzania in other sectors of the health care
system, wag receptive to these concerns. It commissioned a feasibility study
which was carried out by Dr J. Hauli and Dr J, Nielsen. The report of that
study provided the ground for discuseilons between the Covernment of Tanzania,
DANIDA, and the World Health Organization. The outeome of these negotiations
was the decision to atart a cooperative venture in which WHO was to provide
the technical input and DANIDA the financial support to the development of not
just a "project” but a broadly based, long-term national mental health
programme, Integrated within the health care system of Tanzania. The draft
cutline of the programme was developed in 1979-80 in a series of planning
workshops in Dar es Salaam with the participation of senior staff member of
the Ministry of Health (Dr Ntyuabalive), the national programme coordinator
(Dr J. Haulil), and WHO staff members and temporary advigers ‘}
(Dr €. 0. Akerele, Dr A. Jablensky, DUr R. Giel), Derailed plans of operations
were elaborated in the course of 1981-82, after the arrival of the three WHO
congultants (Dr J, Neki, Dr T. Tomov, and Dr B. Coche).

Previous WHO work on extending mental health care to rural areas in developing
countries

WHO had already a "manifesto” on the poliecy, strategy, and feasibility of
mental health care provision in rural areas of developing countries (Sixteenth
Report of the WHO Expert Committee onm Mental Health: Organization of Mental
Health Services in Developing Countries — WHO Technical Report Series No. 564,
Geneva, 1975). The 17 key recommendations adopted by the WHO Expert Committee
taid down a framework for action which was particularly relevant to the
situation in Tanzania, as deseribed ahove. The followlng statement inm the
Expert Committe Report gives the essence of a strategy that was to be pursued
in the emerging programme?

"Basic mental health care (in the first instance, for psychiatric
emergencies and for the support of epileptics amd psychotics living in the
community) will have to be provided by primary health workers recruited by,
and from, the village itself, or by visiring medical assistants and nurces. Q
At this level of gervices only the simplest of tasks can be jincluded in the
work of the primary health worker: recognition of psychiatric emergencies and
choosing between the application of a very limited range of drugs and refarral
to the next levelj supporting and advising the family; follow—up of chronic
patients,

Even these simple and circumseribed tasks cannot be performed without the
support of consultation and back-up services provided by mentzl health per
sonnel”

The practical implementation of this approach had aiready been tested in
selected aress in seven developing countries (Brazil, Colombia, Egypt, India,
Fhilippines, Senegal, and Sudan), in the context of a WHO collaborative study
(Harding T.W., Climent C.E., Collignon R., Diop B.5.M., Giel K., Gueve M.,
Ibrahim H.H.A., Ladrido-Ignacio L. & Wig N.N,; Santé& mentale et soins de santé
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primaires, Premiers résultats d'une &tude concertde de 1'0MS, Psychopatheologie
Africaine, 13, 1979, 5-28). In that study, simple methods and instruments had
been developed for use by primary health workers in carrying out small-scale
epidemiological surveys of mental morbidity and identifying manageable meuntal
heslth problems at the level of the rural dispensary. The experience of the
study proved invaluable in designing the Tanzanian programme, although the
much larger scale of the latter posed also some qualitatively mew preblems for
which no previously tested solutions existed.

Finally, it should be emphasized that the developments that gave rise to
the Tenzenfsn mental health programme were greatly influenced by an event of
higtoric eignificance: the International Conference on Frimary Healch Care
which took place in Alma-Atas, USSR, on 6-12 September 1978. The report of the
Conference provided the sociopolitieal framework for action leading to "the
attainment of the highest possible level of health” and guidelines fov the
implementation of the primary health care approach which gave the programme a
firm conceptual foundation,

THE ROLE OF THE WORLD HEALTH ORGANYZATION

The role of WHO in the initiation, designing and implementation ef the
programme can be described under three headings: (i) advecacy; (ii) technical
cooperation; and (iii) administrative and managerial support.

This role was fully congruent with resolution WHA30.43, adopted by the
World Health Agsembly in May 1977, which while "noting with concern the
magnitude and severity of psychosgocial stresses currently facing many
populations of the developing countries and especially the high-risk
populations in southern Africa”, requested the Director General "to combat
thege problems”.., “by working with countries concerned in the development of
plans for relevant mental health action within general health and other social
services”.

Az g followup to this resolution, WHO served as the platform, which
enabled five developing countries in esastern and scuthern Africea to form an
African Mental Health Action Group, an intergeovernmental forum for cooperation
in the development of programmes aiming to prowmote mental health, reduce
mental morbidity and disability, and prevent the adverse psychogocilal
consequences of economic crises, sociopolitiecal upheaval, and rapid social
change eroding the stabilizing traditional valueg of communities, Tanzania
was one of the founding members of the Group, and its participation in this
inter-country forum conincided in time with the above-mentioned decision by
the Danish Developwment Agency (DANIDA) to support, on a pilot basis, a
national mental health effort in that country.

The African Mental Action Group has been instrumental in ipitiating and
maintaining a high level of inter-country sctivities related to training,
management (including the promotion of intersectoral cooperation) and research
in mental health, With the support of WHO and donor organizations such as
DANIDA, it has organized a number of workshops, training courses and
consultations which have helped to create in that part of the African
continent an active focus of mental health work. More rvecently, the
membership of the Group has increased to ten countries {(involving also other
African sub-regions) and two national liberation movements recognized by the
Organization of African Unity (African National Congress and South—West Africa
Peaple's Orpanization).
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Advocacy on behalf of national mental health development

Following the implementation of several pilot collaborative activities
which provided basic epidemiological and administrative information on the
extent and nature ¢f mental health problems, as well as experience concerning
the feasibility of simple, low~cost Interventions in designated study areas In
various developing countries, the WHO mental health programme had accumulated
evidence that mental health action was both needed and feasible in the Third
World., A range of specific techniques and managerial components had already
been tested, e.g. in the study on Strategies for Exrending Mental Health Care
In Developing Countries (1975 — 1981) referred to above. Detailed information
on the manifestations and course of mental disorders of ma jor public health
significance was also available from projects such as the International Pilot

Study of Schizophrenia and the Collaborarive Study on Depression in Different
Cultures.

The new concept of mental health action which was elaborated, step by
step, In the context of the WHO mental health programme, laid emphasis on the
following principles: (i) Mental health eare in developing countries ghould
be community-based and integrated, as fully as pessible, within the general
health care provision, and especially primary health care; (ii) the approach
to mental health care delivery should be harmonized with the the predominant
cultural values and make full use of commtunity resources, including above all
the family, the commumity leaders, and lpecal health and social welfare
workers; (1ii) rthere should be a clear sense of pricrities, and care
provision should be focused on a small pumber of mental heslth and
psychosocial problems which occur at a high rate, give rise to disability or
distress, and are amenable to interventions; (iv) appropriate, lowcost
technologies should be used in the management of such problems, including a
limited number of essential psychoactive druge, simple behavioural techniques,
and family-ceatered rehabilitation procedures; (v) programme development
should proceed in a spirit of self-veliance and any external support that may
be necesgary in the Inital stages should be seen as a transient, time-limited
investment,

This philosophy of mental health programme development formed the core of
the WHO programme, and was conveyed, in different ways and by a variety of
mechanisms, to national public health decision makers throughout the world.
In addition to & generally increased awareneas of, and sensitivity to mental
health and psychosocial problems, this advocacy has now resulted in a number
of promising opportunities for programme development on a national scale, of
which the Tanzania/WHO/DARIDA collaboration was the first 'test case'.

Technical cooperation

The WHO technical input to the mental health programme, provided under the
aegis of the joint Tanzania/WHO/DANIDA preject, involved the following:

(i) Support te the conceptual formulation of rhe national mantal
health programme, the designing of its strategy, and the preparation of annual
plans of activities. This was done through the direct partieipation of the
WHO project manager in planning meetings which took place in Dar es S5alaam and
involved representarives of the Ministry of Health, as well as the national
programme coordinator and representatives of orher sectors,

(i) Provision of consultants. The three consultants reecruited by
WHO and posted in Morogoro, Kilimanjaro and Muhimbili (Dar es Salaam)
respectively, played a cruecial rele in rthe translation of the Programme
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strategy inte operational plans at regional and distriet level, training
curricula, service operation rules, and patient management guidelines.
Through direct psrticipation in training of persommel, service management and
patient care, they gave the programme critical impetus at the stage when
national manpower resources were severely limited or altogether lacking,

{iii) Information and technology transfer. In order to facilitate the
work of the national programme team and the WHO consultants, WHO initiated the
collection of publications, teaching material, manuals and service guidelines
relevant to the various facets and activities in the programme.Much of the
material had originated in other developing countries, and a good part of it
censisted of so-called 'fugitive' literature which is not normally available
in medical libraries. The ecollection, designated as the WHO Reference File on
Appropriate Technology for Mental Health Care, included over 300 selected
items ecovering topics such as the coaduct of simple epldemiclogical surveys in
communities to determine the needs for mental health interventions; the
management of mental health units; the prescribing ¢f psychotroplc and
anticonvulsant drugs under tropical conditions; examples of training
programmes and descriptions of teaching methods, and so forth. One set of the
Reference File was forwarded to each pilot region, as well as to the Resource
Centre. Subsequently, the Reference File was alse used in other African
countries and Iin the regions of the Americas and South—East Asfa,

{iv) Development and transfer of research toels. In addition te the
Reference File, WHO arranged for the translation into kiswahili of several
mental health research iustruments (e.g. the Present State Examination — PSE)
which would eventually be used in epidemiological and service evaluation
studies. WHO also provided the English translation of a mental health
training manual for primary health workers which wag written originally in
kiswahili by the national programme coordinator. Alse, a package of mental
health promotion material was written In kiswahili for the programme at WHO
and forwarded to the Resource Centre.

{(v) Training and education materlal, Several WHO programmes had
developed training and education material that was considered appropriate for
use in national mental health programmes, Topics of the greatest interest
included rehabilitation, curriculum guides, course outlines for psychiatric
nurse training, and basic "how to" information for the educator. Such
material was forwarded to the pilot regions and the Resource Cenfres.

A curriculum guide for a mental health component in courses leading to a
diploma in public health was prepared by WHO and sent to the Mental Health
Resource Centre, The WHO project "Strartegies for extending mental health care
in developing countries”, had produced basic mental health training tools and
other appropriate material which was made available for use or adaptation in
Tanzania. Other examples of tralning and education material that have been
developed or compiled by WHO and sent to the Centre imclude: (i) a training
package for the primary health worker for the rehabilitation and training of
people with mental disorders, learning difficulties, and convulsions; (ii)
material for training health workers in locating the disabled in the
community; (1il) course outlines for psychiatric nurses; (3iv) descriptiens
and outlines of mental health components of training programmes for general
haalth workers; (v) reports of training courses and workshops in mentsl
health and related topics.
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Administrative and managerial support

Througheut the initial phase of the programme, WHO managed on behalf of
Tanzanila the axternal tralning component, which included the placement of the
trainees in appropriate schools and institutions where they would acquire
skills necessary for future work In the programme,

A total of nine fellowships, all financially supported by DANIDA, were
provided (three physicilans, three nurses, and three assistant medical
officers). The three physicians were sent for training to the United Kingdom
(Nottingham and Liverpool). WHO collaborating centres in developing
eountries, however, provided training experience to other personnel, Three
agsistant medical officers went to Chandigarh, India, for a short course on
the organization and management of psychiatric out-patient services, and four
nursing officers were trained as nurse tutors at the Aro Hospital in Abeckuta,
Nigeria,

; Much of the adminstrative workload in the programme involved complex

i Interactions among the Ministry of Health, the offices of DANIDA in

‘ Dar es Salaam and Copenhagen, WHO Headquarters in Ceneva, the WHQ Regional

O fice in Brazzaville, and the Office of the WHO Programme Coordimator in
Tanzania, To facilitate the communication and coordination between all these
bodies, WHO prepared a "procedural checklist™, intended to guide all parties
fnvolved in the efficient execution of routine programme activitics such as
tecruitment of consultants and temporary advisers, organizing meetings,
management of fellowships, and arranging contractual technical service
agreements. This checklist proved a valuable aild in the management of the
external ¢ooperation component of the programme.

PROGRAMME OBJECTEIVES

The overriding goal and concern of the mental health programme was to
extend and improve the psychiatric services by decentralizing care, abolishing
the large prison-like hospitals and establishing a2 community psychiatry
service integrated in primary health care and backed up by a psychiatriec unit
and a rehabllitation village connected with each regional hospital in the 20
administrative regions in Tanzania. The main emphasis was on the treatment of
peychiatric patients in their own community, in close cooperation with
relatives and all health service branches, as well as with the village
authorities and the population of the local community.

The development and implementation of the programme were guided by two
major objectives,

1) To create an infrastructure for the provision of mental health care
which should result in a significant increase of the coverage of the country's
population with acceptable, accessible and effective mental health care, In
order to make it most economically feasible, this infrastructure was to be
integrated within the national general health care system and aim, in tha
first imstance, to extend mental health care to those most in need, and to
those segments of the population which were under— or unserved., While trying
to achieve quantitative goals in terms of the maximum possible population and
tervitory covered, due attention was to be paid to the quality of service.
This implied, inter alia, that whereas the basic minimum service was to be
provided by labour-intensive methods through para-professionals, the regional
psychiatric units were to have appropriate equipment and a psychlatrist or
ather profeszional medical staff member trained in psychiatry in order to
manage difficult cases (directly or through & referral system) and also to
serve as sources for the flow of improved techniques and knowledge to the
periphersl centres,
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2) To raise community awareness of the Importance of mental health as a
component of general health, and to ensure the community’'s involvement in
preventlion efforts directed at psychosoelal problems 1ike aleochol and drug
dependence, behaviour problems of childhood and adolescence and other negative
and avoidable side products of sociceconomic development, which sap the human
resources and affecr the community's sconouic and social productivity.

STRATEGY OF THE PROGRAMME

The strategy for the mental health programme in the United Republiec of
Tanzania took Into consideration the existence of the followlng constralnts:
(1) the limitation ou the total skilled manpower available for the health
servicesy a corollary of this was that any manpower resources had to be
deployed In a most rational way, with a view to the total health needs of the
country, and not the specific needs of any =ingle sector of the health system}
(ii) the limit on the capacity of the country's economy (including the health
sector economy) to absorbt capital investments} a corollary of this was that
any plans for develeping the physical infrastructure of the mental health care
system had to be realistic and not over—ambiticus: {(iii) the difficulties
encountered in the effective utilization of available resources because of the
geographical scatter of the population, poor road and transportation system,
and ¢limatic conditions.

However, despite these coustraints, Tanzania also had important assets and
advantages with regard to health care development, These stemmed primarily
from the country's overall pelitical and gsocial philosephy, which emphasized
national self-reliance and socisl justice, In the area of health such
important assets included:

(a) the existence of a coherent, long—term national health policy;

(b) the established practice of planning health care and services
according to specified priorities:

{c) the availebility of a geographically distributed, basic health care
infrastructure with emphasls on primary health care and rural health
development.

With regard to the overall strategy of mental health care provision, two
options were outlined, Strategic opticn "A" envisaged the setting up of small
(up te 30 bed) psychiatric units at the reglonal hospitals as a first step,
from which base peyehiatric services and organization would be extended to the
peripheral levels later on. Strategic option "B", by contrast, proposed to
establish peripheral organization for the performance of specified out-patient
tasks even before psychiatric in-patient facilitries were equipped at the
regional level. Both approaches would eventually result in well balanced
systems for care provision comprising properly staffed and located in- and
out-patient sevvices., The difference between them however, lay in the
investment in physical facilities first in the cage of option "A", and in
manpower training and deployment firsr in the case of option “B".

Launching a regional programme from a psychiatric unit as a base (option
"A"), in addition to being a well tested approach, had alse the advantage of
providing automatically the necessary (1) clinical material for "on—the—job"
training courses; (ii} referral back-up for the peripheral services and (iii)
focus for establishing links with the adwinistrative and political power lines
in order toc enlist their support, In regions with psychiatric units/wards in
actual existence (already seven such reglous in 1982), Option "A" would have
been the better choice.
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Option "B" had the advantage of not making the psychiatric unit a
necegsary condition for the initiation of the programme in a region. However,
this option required highly motivated and efficlent local leadership for the
programme, high mebility and reliable transport, and explicitly detailed
action plans. BSuch plans could realistically be produced once a prototype had
heen established following the field experience during a pilot phase.

Apart from the above global strategic considerations the major issues of
concern were (1) the integration of mental health care with geaeral health
care; (1i) the definition of the mental health tasks at ecach level: (i1i)

the training of personnel; {iv} the community invelvement and (v) the
intersectoral collaboration.

Integration of mental health care with general health care, and particularly
primary health care, on various service levels

In line with the eountry's health policy, mental health care was to evolve
as an integral part of the country's health and community development. When
conslidered in practical terms the integration of mental health with general
health presented, In the first place, problems of organizatiom, planning, and
accountability. Being a novel practice in a region, the programme
necesgitated considerable administrative provisions to account for the
introduction of new votes in the regional budget, for the creation of new
peosty in staffing schemes, for redesigning of job descriptions and task
assipnments of personnel, for re—allocation of physical facilities, equipment
and transport, for ordering of drug supplies and so on. The power of deciszion
making on all these issues lay with the regiomal medical cofficer and therefore
it was considered gsgential for the reglional programme Lo establish its
headquarters within the regional medical officer's administrative set—up and
thus henefit from his support and commitment. In order to secure expedilency
in the day-to-day management and supervision, however, operational bodies
{more sensitive to the mental health needs than the existing health hierarchy)
were deemed necessary at least at the beginning. Therefore, mental health
teams constltuting designated mental health workers, were envisaged to be set
up to provide guch bodies. These teams would bring together the mental health
workers, would plan aetivities with them, would organize mechanisms for data
collection and evaluation and would estsblish egsential coordination links for
the programme.

The integration strategy in the fleld of service provision posed the
formidable problem of creating a distinctly discernible, yet integrated system
for mental health care. It had to secure both wide coverage and reascnable
standarde of care,

Wide coverage pleaded for full integration through diffusion of mental
health skills to all primary health workers thus enabling them to perform
psychiatric tasks, These tasks would by necezsity be restricted to the
egsential minfmum, the limitations arising from the other priorities in
primary health work and from the vast numbers of such workers in need of

training, allowing only for very brief training courses (at least initlfally).

Achleving good standards of care necessitated, by coatrast, that
designated health workers be trained to handle psychiatric problems
exclusively, To this end they would have to underge proper selection and mere
comprehensive training, would have to be released from most other duties, and
would have to be provided with guidance and arrangements to establish
psychiatric practice of some complexity.
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In brief, the adopted strategy for service provision envigaged the full
integration of mental health with general health at the grass root level, but
algo differentiated services organized more or less along speciality lines at
the higher, back-up levels,

Selective approach to the definition of mental health tasks to be performed at
each Jevel

A selective strategy guided the development of a conceptual framework and
a 'language' for the programme, the identification of conditions on which
management efforts were to be focused, the definition of the scope of
psychiatric work to be assigned to the primary health worker (first echelom)
and that entrusted to the mental health worker (second echelon), and the
concepts and skille developed 1n order to define the tasks in operational
terms.

An important consideration when defining the mental health tasks for the
different levels was that such activities were to be assigned to general
health workers with virtually no background in mental health care, The
introduction of mental health techniques to such workers necessitated a
concaptugl framework and a technical language that should correspond to theiy
previous training and experience in the field of general health care.

Thinking in terms of disease entities with distinct clinical manifestations,
courge patterns, and treatments suited well their understanding and
gxpactations. The medical model, therefore, was adopted as a general
framework inte which the formulation of speecific mental health tasks had to be
fitted, Such an approach did neot conflict with the introduction of other
conceptual models later on, when the services would expand to Include
psychosocial management as well. The special merit of this 'medical' approach
was that it could provide a good start for the programme by meeting
effectively the most immediate needs of the majority of patients,

Within this framework five target conditions were selected for the
programee: {1) acute and emergency mental health problema; (2} convulsive
disorders; (3) chronic psychosis; (4) common emotional illness; and (3)
mental retardation. Their inclusion was determined in the first place by
their high prevalence, and by their adverse psychosocial effects in terms of
resulting disability and emotional and economic burden on the patient's family.

In the second place, the identification of cases of these conditions could
be done relliably by non—psychiatric health workers trained through
interviewing to elicit essential psychiatric symptoms defined descriptively.

In rthe third place, simple technologies for the management of these
conditions were available for application in general hospital and out—patient
settings, These had to be almost exclusively based on pharmacological methods
at the beginning, and since the general rules concerning drug use in
psychiatry were similar to those in physical medicine, no major problems in
teaching these methods to the designated mental health workers were envisaged,

It could be argued that since drug administration could only bring about
syeptomatic lmprovement for those suffering from mental retardation and common
emoticnal illnesses, these conditions might not be suitable as targets of the
programme. It was felt however, that in these cases a correct diagnosis was
essential for management, even though no simple pharmacological “"remedy” could
be offered. In the case of common emotional illpess a correct diagnosis could
prevent unnacessary and costly physical investigations; in the case of mental
retardation it could spare the patients and their families the financial
burden of the traditional healing methods if properly guilded.
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The next step was to specify the scope and contents of paychiatric skills
necesgary for the management of these conditions and te distribute the
specific tasks throughout the various levels of the health system., To thie end
a distinction between two echelons of psychiatric care was established. The
first echelon included essential components of care which had to be widely
avallable and eagily accessible. Suceh were t (1) the first contact of the
patient with the meatal health worker, which had to be structured so as to
secure smooth emtry into the system of care delivery with least delay; (i1)
management 'on the gpot’ of acute conditions, e.g, on an emergency basls; and
(i11) aftercare and follow-up, including repeated out—patient attendances for
weeks or months,

The second echelon included services of a relatively more complex type
involving a higher level of elinical decision making. Such services did not
need to be as widely available as the services described above for the first
echelon yet they had to be accessible to facilitate referral. They included
(over and above the clinical responsibilities listed under the first echelon):

al diagnostic assessment, allowing a more differentiated apptoach to the
individual case in the long run;

b)  longer—term treatment, requlring the skill of using available
treatment technologies and modalities flexibly, and monitoring the course
of treatment for positive effects ac well as side effects; and

) prescriptien and supervision of maintenance treatment, proceeding
from a formulstion of clinical prognosis.

All health facilities at dispensary level and above were envisaged to
provide services of the firat echelon of care, whereas only a selected number
of them were designated to include as well the sevvices specified for the
second echelon of care. The latter included the regional hospital, the
district hospitals, the voluntary agency {nissionary and parastatal)
hogpitals, most of the health centres and come larger dispensaries, In their
selection considerations such as geographical location, staffing, preference
of the population (as evidenced by the attendance rates) and the enthusiasm
displayed for the programme were taken into account.

The two echelons of care were considered complementary to each other and
given equal priority in the programme so as to ensure the sharing of the work
load and the close coordination of activities within the regions.

In a further step the content of the terms used ahove to describe the
tasks under the echelons of the project was clarified and agreed upon.

“Providing the first contagt” came to encompass (a) identification of
cases of tarpget conditions (a simple training procedure was developed for this
purpose) and (b) referral as a two-way process, the details of which 4n
typical situations were developed with the health workers. “Acute management”
was defined as use of tranquilizers for the contrel of grossly disturbed
behaviour (so that communication and contact with the patient become
posgible). Such management would often precede the psychiatric assessment
proper and would not require precise or definitive diagnostic formulation.
"The diagnostic assessment”, including history taking, mental state
axamination and a social interview, was to follow a given format and make use
of a specified list of diagnostic categories. The comcepts of initial and
progress assessment were introduced and a standard layour for the recording of
the data was adopted. “Longer-term treatment”, the core acitivity at the
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second echelon, would be initiated on the basis of individual treatment plans,
drawn up in accordance with the diagnostic assessment and the available
management technolopgles, Alleviation of symptoms and restitution of seocial
functioning would constitute the dual criterion for its termination, It would
often be preceded by acute management and followed by aftercare. “Aftercare”
would imply any one, or a combination of the following items: (i) follow-up,
aiming at early detection of symptom recurrence or adverse effects of drugs;
(11) malntenance treatment (prescribed at the second echelon, but delivered
by the first), defined as administration of druge on a long term basis to
patients currently free of symptoms but at high risk of relapse; (111i)
support to the patient's social reintegration; and (iv) rehabilitation, if
and when rehabilitation programmes become available.

Training of persounel

The strategy for training activities developed for the project was
designed to meet the need to provide esch worker recruited for the programme
with tvaining relevant to his future work in thae field, Three major forms of
mental health training were envisaged: (i) institution-based training
programmes; {ii) ‘on—the-job' or in-service training, and (iii) continuing
medical education.

The strategy required the incorporation of a relevant mental health
component into the existing curricula of the medical schools; the initiation
of new courses for mental health cadres of various backgrounds; and the
provision of fellowships for training abroad in specifled areas,

Further, the strategy required the initiation on a large scale of training
on~the=job for health workers already in the field. This second task was an
immediate priority because most other programme activities could be
implemented only when such training was completed, It also represented a
¢hallenge because the conventional academic approaches to teaching were
impracticable. The following approach was adopted.

The content of the traiming courses had to meet the needs of two
categories of mental health workers 1 those of the first echelon and those of
the second echelon faecilities, Each of the two training programmes focused on
the technical tasks relevant to the echelon concerned, but in addition also
provided enough information on the scope of work at the other echelon.
Clinical issues, teamwork and practical instruction on programme activities
had to be adequately covered, and at least initially, emphasis on theories was
minimized. Training was to be provided continually on an annual baszis for
saveral years to the designated group of people. Following the first year of
field experience the trainees were gxpected to participate in formulating
curricular contents of the future programmes.

The recruitment of a health worker from a certain facillty for training in
mental health was to he gulded less by considerations about his academic
background and more by criteria such as motivation and interest in mental
health.

The teaching methods were to give prierity te learning through exposure to
the real ¢linical setting and through participation in small-group
activities. A class would preferably ineclude health workers that were likely
to stay in touch or belong to the same mental health team in their future
field work.
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The teaching materials were adapted to the technical level of the

trainees, to the cultural specificities of their work and to the design of the
Tanzanian programme.

Trainers were to be recruited from among the local staff members whe had
had formal training in psychiatry e.g. psychiatric nurses. They were toc be
trained first in all aspects of clinical and administrative duties to he
performed at the first and second echelons and consequently exposed to £ield
experience and to metheds of teaching.

A detailed outline of the two ‘op~the~job' training programmes is given in
Chapter 3. Training in mental health for all categoeries of health workers,
inecluding those not directly invelved in the programme, wWas considered
esgential. Such training would make them aware of the new developments,
enlist their support and understanding, and indicate their respective
contributions to the new integrated service. To this end a meutal health
component in the continuing medical education scheme was envisaped, This
scheme covers all facilities from the dispensary to the regional hespital
level with a series of seminars on various topics orpanized on a monthly
hasis., The designated mental health workers would act as lecturers on the
mental health topics on the scheme, being guided by teaching material prepared
centrally, ‘.,

Community involvement and participation,

Many of the specific programme activities were designed ou the assumption
that commmity involvement in such a programme would be high. Thus, for
instance, no speclfal provisions had been made for Inscitutional care for
chronically disabled patients, because Lt had heen assumed that they would be
cared for by their families. Such assumptions were supported by the fact that
the extended family still provided a home enviroenment for the vast majority of
the Tanzanlang, and the Ujamaa principle of collective living tended to
preserve this tradition in the face of rapld economilc change.

It was guch realities that guided the practical implementation of a
strategy of community invelvement, Nursing care, social support and control
of disturbed behaviour in cases of acute mental breakdown, far from being
institutionalized, were seen as naturally falling within the rights and duties
of the extended family. Encouraging community invelvement in the programme
would, therefore, imply the tapping of the potential of the extended family to
provide care for the mentally i1l, rather than trying to establish alternative
community secrvices. 0

One implication of such an appreoach was that knowledge of the existing
attitudes and practices regarding mental illness and social deviance was
required so as to enable the promotion of such health behavicurs. This
principle applied to both the content and the methods of health education.

A corollary of this principle was that community beliefs about causation
of mental illoess by witcherafr, curse on the family, evil spirits, ete. were
not challenged openly. Instead, alternative explanations in terms of
emotional distress, malunutrition, physical exhaustion and infection were
offered in such a way that these latter factors could be geen as compatible
with, rather than contradicting the simultaneously acting powers of maglc.
The rationalizations supplied by the healrh workers appeared to appeal to the
common genae of people as being gself-evidant and led to immediate and simple
action such as reassdrance or a vigit to the health service for a treatment.
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Concerning the methodology of health educatien, it was felt that campaigns
using the mass media, schools, religious bodies and mass organizatiouns, had to
be supplemented by face-to—face contacts and work at the level of the family
group. Such family-centred work had to "translate” into terms relevant to the
individual case the general principles of 2 rational approsch to the
management of mental illness. This was somethiag the health workers had to be
trained to do.

As for the promotion of healthy behavioural patterns that might contradict
traditional or widely accepted practices (e.g. pwblic education agsinst the
use of alcohol and drugs), a suitable channel was provided by the political
party and the network of mass organizations. For healrh education to gain
momentum and have tangible effects, it was considered essenmtial that it should
become incorporated as a standing, integral component of the mass education
and propaganda activity of the ruling pelitical party.

Intersectoral collaboration and rhe role of national and regional coordination
groups

Whereas the involvement of the community would ensure popular support for
the programme and facilitate its acceptance, intersectoral collaboration was
seen ag the approach that would sensitize decision makers to the Ilmportance of
mental health and make them better aware of the needs of the programme,
particularly where budget allocations and manpower development were concerned.

In organizational terms, a National Mental Health Programme Coordinating
Group was to serve as the focus for intersectoral collaboration., Being =
policy making body of the programme this group would include high-level
representatives of the ministries of health, education, labour and social
welfare, agriculture, informatiom and culture, of the Party Headquarters, and
the mass organizations, The wide representation of nen~health sectors was
seen a5 one of its major assets.

As for the general orientation of the group's werk, it was felt that one
of its main goals in the early phase should be the articulation of the mental
health implications of soclal change. Socio—technological change was becoming
characteristic of the Tanzanian society 35 a whole, and represented a major
precoceypation of decision makers in the social sector at all levels. More
importantly, awareness of the possible adverse effects of rapid social change
on mental well-being seemed to be present in Tanzenla since long before the
mental health programme was initiated. For example, respect for positive
tradirional values, such as reverence for the elderly, high regard for the kin
and tribe affiliation, and the gpontaneous resorting to the group as a
mediator in situations of conflict and interpersonsl tension, were felt to be
practices effectively contributing to a supportive human environment and
noderating the negative impact of cultural change.

It was this fundamental attitude that made effective, at the expense of
relatively little adverse psychosocial influence, a number of on-going
programmes in development, labour, education, health and welfare,

In terms of intersectoral collaboration the implications of this state of
affairs were that the Mental Health Programme should c¢reate horizontal links
to other programmes already in progress. Through such links, the Mental
Health programme would provide additional strength to other programmes.

As regards the involvement of non-health sectors in the actual provisien
of mental health care, the approach of intersectoval collaboration was to test
out various technologies and approaches to the above end, As mne clear pattern
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in this area had existed previously, this task would be restricted initfally

to the two pilot regions, and implemented through the regional mental health
coordinating groups.

DESIGN OF THE PROGRAMME

The pilet implementation phase was a necessary stage of testing out the
design of the programme through field experience. It was carried out in the
two raegions of Morogoro and Kilimanjaro, and was supported by a Resource
Centre established at the Psychiatric Unit of the Muhimbili Medical Centre in
Par es Salaam. Since the pilot phase had above all the aim to test the
attainability of the programme objectives and the feasibility of the strategy,
it was fmportant to select regions that would differ from one another in as
many aspects as possible and he representative of the wide range of settings
existing throughout the country.

The pilot phase was initiated in 1981 and completed in 1983. The
activities to be undertaken were outlined In an operational document that
started with the arrival in the country of three WHO consultants contracted
for approximately two years each and coordinated locally by the Head of the
Mubimbili Department of Psychiatry, who acted as the overall project
cpordinator. One WHO consultant was posted in each of the two pilet regions
and one at the Central Resource Centre. They were in constant contact with
each other and, through the coordinator, with the Ministry of Health and the
WHO Programme Coordinator for Tanzania and the DANIDA Office in Dar es Salaam.

Almost simultanecusly with the first steps of the implementation of the
plan of action, a regsearch and evaluation project was initiated by a
WHO/DANIDA sponisored team comprising two psychiatrists, two psychologists, and
one anthropologist. In a series of field visits the baseline state of affairs
wat documented in terms of reported prevalence, attitudes to mental illness
and existing practices in the field of mental health.

With the completion of the pilot phase at the end of 1983 a detalled
evaluation was undertaken of the various components of the project (its
administrative and financial aspects were assessed by DANIDA independently),
with a view to developing plans for a second atage.

The two zelected pilot areas

Moragoro has onme of the largest territories of all Tanzanian regloma. It
stretches across 70 thousand sq.km. of mountains and plains in the eastern
part of Tanzania, fmmediately to the west of the coastal regions. Its
population of almost one million is predominantly Luguru, Pogoro and Kaguru by
tribe and iz engaged in small scale farming along the slopes of the
mountains. Large sugar cane and sisal estates and cattle farms in the plains
supply raw materials to the sugar, textile, sisal and leather industries. The
rate of industrial growth in the regional centre, Morogoro town, 1g fairly
high as compared to other Regfions.

Kilimanjaro is by contrast one of the smallest regions with 3 territory of
13,000 sq.km. of mostly highlands and mountains. It is one of the
northernmost vegions bordering on Kenya., The regional centre is Moshi. The
pepulation, predominantly Chaga and Pare by tribe, is also alwost 3 wmillion,
hence it has a population density over five times that of Morogoro region.

The major cash crops are coffee {the region producing over 40% of the national
output), and cotton.
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Both regions have good road and rail communications with the other parts
of the country. Immediately outside Morcgoro a highway from Dar es Salaam
brauches off to the north in the direction of Dodoma, the new capital, and teo
the west in the direction of Iringa and the horder with Zambia. Moshi is
about a 10 hour drive from Dar—es—Salaam on the road to Arusha. The
international airport of Kilimanjaro accepts flights from Dar eg Salaam ar
least twice a day.

The roads that carry the traffic within the two repions are dirt roads.
While in Kilimanjaro they are usable throughout the year, in Morogero the long
rains make the roads in the mountains and ia the swamp lands inaccessible,
gometimes for 1-2 months on end. When flooded, the big river of Kilombero
pracriecally cuts off Ulanga, one of the Morogoro districts, from the rest of
the region. WNot surprisingly it remaing the most underdeveloped district.

Administratively, Morogoro region 1s divided into four districts
(Morogoro, Kilosa, Kilombero, Ulanga) and Kilimanjaro region inte five,
{Moshi, Rombo, Haf, Same and Mavanga). The majority of the population in
Morogore is Moslem and in Kiliman jare, Christian.

Culturally, Kilimanjaro is considered a most advanced region and its
population is described as achievement and profit oriented. The population of
Morogoro, by and large, survives In the traditioual subsistence economy,
although the new Industries have caused the emergence of a highly mobile group
of young males who are more or leas uptooted from the rraditiomal
life-atyles, Table 4 gives an overview of the major regional characteristics,

Table 4. Synopsis of regional characteristics - Moroporo and Kilimanjare region

Morogoro Kilimanjaro

Terrvitory 70,000 =q.km, 13,000 sq.km,

Terrain mountains and plains mostly moutzains

Location eastern part of the northern part of the
country; in proximity country on the Kenvan
with Dar—es—Salaam border; in proximity with
(200 km) and on the wild life reserves,
main road to Dodoma, forest centres and an
the capital (300 km). international airport,

Population 1 million 1 millien

Tribal composition Lugaro, Pogoro, Kaguru Chagga, Pare

Climate hot, damp. copl, dry.

Leading cash crops sugar cane, sisal coffee, cotton

Economic development recently accelerated: traditionally well
modern processing developad small bus-
industries in the inesges throughout the
regional centre region.

Internal communications dirt roads, large dirt road, but usable
sectiong of them out of almost all
wse during the rainy the year round

52500
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four districts, one of

them inaccessible for
part of the year and
underdeveloped.

predominantly Moslem
dominated by tribal
tradition, theough impact

of new social policy
mounting rapidly

nine

150

one, 30 beds (started
with projeect)

Fssential programme activities

five dietricts, equally
accesslble

predominantly Christian

emphasis on individual
vs. group achievement
traditionally high,

though contained within
extended family

nine

143

one, 35 beds (cpened in
1974)

Following the preliminary survey, each of the two pilot regions proceeded
to build up the crganizational structures for the programme, The developments
that took place at this stage amounted to the following: (i) establishment
of regional mental health programme groups, the coordinating and decision
making hodies for the programme; (1i) setting-up of regional and district
mental health teams, the operational and managerial structures for the
Implementation of the programme; (ii1) organization of in- and out—-patient
mental health services, f.,e. the actual care provision component for the

Programme.

The approaches followed by the two regions, though contained within a
general programme framework, differed somewhat with regard to the timing of
activities, Tn Kilimanjaro all programme structures were first introduced in
three of the five districts and extended to the dispensary level; only then
was the programme spread further to the rest of the region following the

cperational pattern of the model district.

In Morogoro the structures were

huilt up level by level, central level first, in 31l districts simultanecusly.

The survey stage took approximately three months to be completed. Tt wasg
carrvied out as a veconnaissance of the existinmg health facilities through a

series of field visits.

Each trip was planned well in advance, the time and

purpose of the visit being duly announced to the heads of the health facility

concerned via the official channels.

the local adwministrative and party leaders as well,

This invariably invelved netificatlon of

Approximately 40 facilities in each reglon were thus visited, including
all the hospitals, all the health centres and many of the dispensaries (all
larger ones), The visiting teawms included the district medical officers
concerned, the WHO consultant and 2-3 psychiatric nurses from the regional
hospitals. A short meeting with the staff of the facility was organized each
time at which informatien about the incipient programme was given, The
pesgage contained a brief outline of the project and a more or lessg detalled
description of the way the visited facility might be involved in it,
Following that, the views, feelings and concerns of the health workers were

asked for and commented upon.

Usually, a sucecessful attempt was made esch
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time to identify ome or two health workers that would eventually undergo

mental health in-service training at the regional hospital and would
thereafter be designated to work for the programme.

Apart from such meetings with the staff, a discussion with the health
worker in charge of the facility was held as well, aiming to clarify the
catchment area of the facility, its referral units and other links with
neighbouring faeilities, the profile of services it provided, the workload and
the type of population (e.g. tribe) that attended for care, the distance
patients came from and the type of roads they travelled upom, as well as the
numbers and types of psychiatrlc problems they presented.

In addition, evety opportunity was taken up during these trips to
establish personal contacts with the district and village party and
administrative leaders. At these meetings the non-medical aspects of mental
health were touched upon and the need for public support for the programme was
stresged.

The ovarall effect of the survey stage was twofold. On the one hand, it
provided invaluable first hand knowledge of the health scene in the reglous
and was an enlightening experience as to what was involved in terms of human
effort, distances, resources, and way of livimg in being a patieunt, or for
that matter, a health worker in rural Tanzania. On the other hand, it
supplied factual data and personal contacts which proved indispensible in the
subsequent planning and implementation of the activities. One conclusion of
strategic importance that resulted from the sutvey was that rhe distriects
should be made as much self-zufficient as possible in the provisionm of
psychiatrie services. The major argument in support of such a poliecy was the
obvious impracticability of case referrals outside the district boundaries
because of the long distances and the lack or cost of transportation.

The setting up of regional group for the mental healcth programme groups
{nvolved numerous preliminary contacts with the regional authorities. A round
of such contacts was initiated shortly afrer the survey of the health
facilities and served the purpose of announcing the onset of the programme and
of probing the responsiveness to the mental health issue of the decision
makers in the regions. The lists of officials seen in the two regions were
almost identical, They included the regilonal development directors, the
regional planning, health, education, social welfare, police and prison
officers, the party chairmen, the trade union leaders and representatives of
the clergy, the key industries, the major educational centres, and the big
public clubs.

In a next step constituent sessions of the regional mental healch
programme groups were held in the two regiens. The members-to-be of these
groups were invited offieially in writing. These sesaions took place atr the
office of the Regional Development Directors and were chaired by them, The
agenda and proposed regional plans of action had been distributed in advance.
However, few of the approached officlals attended in persom, most sent thelr
vepresentatives.

The outcome of these meetings, almost identical in the twe regions, was as
follows. The relevance of the programme to the health service of the regions
was readily acknowledged and the proposed plans of action were endorsed.
Caution was expressed with regard to the active invelvement of the other
{nou~health) sectors In the programme at this early stage. A need was felt
for much more specific and detailed guidelines before it became possible for
the noohealth sectors to contribute in any substantial and coordinated way to
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the programme. Aress for potential collaboration were ocutlined, such as
mental health training for the police and prison personnel, iavolvement of the
soclal welfare officers in psychiatric casework, recruitment of potential
educators 1n mantal health from the ranks of the clergy, the teachers and the
party activists, enrolling volunteers and attracting benefactors for
rehabilitative work with psychiatric patients, The regional medical officers
were entrusted to act as focal points for all conmtacts with the various
non—health sector,

Regional and distriect mental health teams

The regional mental health teams were set up early in both regions. In
Morogore the nurslag officer of the psychiatric unit took charge of the team
and acted as the regional mental health coordinator. The consultant
psychiatrist and the four psychiatric nurses posted to the region to staff the
newly completed psychiatric unit g¢onstituted the rest of the team. In
Kilimanjare the assistant medical officer in charge of the regional
psychiatric unit took up the functions of a regional mental health coordinator
and acted as team leader, the team ineluding algo the consultant psychiatrisc
and three trained psychiatric nurses,

Both teams were based at the psychiatric units, had full acceas to the
office and secretarial facilities of the general hospitale, operated
financially through bark sccounts in their own names, and had their own means
of transportation (one four wheel drive vehicle and one motor—bike each)., The
teams reported directly to the regional medical officers. They were free to
com~opt any other health workers for specific tasks related to the programme,

With time and experience the tesms matured rapidly to become very soon the
main driving force behind the regional mental health programmes. The spectrTum
of their tasks broadened gradually to include the desiguing, planning, and
enactment of the whole administrative and wanagerial mechaniem for the
programme. The major issues to which the regional teams addressed themselves
in the courge of the pilot project were as follows: (i) to upgrade the
regional paychiztric units and broaden their versatile role in the programme.
Organizational solutions of key importance found to this end were rhe
entrusting of the psychiastric nurses with funections of independent therapists,
the adoption of teamwork as the mode of operation of the units and the
assigning of teaching responsibilities to the senior nursing staff; (ii} to
create a vlable organizational mechanism for extending the propgramme to the
periphery. The solution generated by the teamg in this case was to set up
district mental health teams after the pattern of the regional ones; (iii)

Lo establish a reliable system for coordination and supervision. The golution
to this probklem was to introduce a system for uniform recording and reporting
of the activities at all levels.

Each of the above solutions was elaborated by the teams in detail, the
resulting operational tasks for the various categories of workers were
formulated, the requisite training was specified, and the necessary
instructions were writtenm out.

The experience with the regional mental health teams at work e¢an be
summarized as profitable and rewarding to a degree by far surpassing the
initial expectations. With the progreas of the programme the teams had to
face ever pnew tasks but seldom did they fail to come up with a solution.
Created provisionally to incite action at the outset of the project, they took
upon themselves Important organizational functions which the existing
administrative hierarchy was unakle to perform as expediently.
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The district mental health teams were set up to bring together all the
designated mental health workers in a district. These were people of various
professional backgrounds — rural medical aides, nurgses, medical assistants,
employed by the goverament or by voluntary agencies and selected in the course
of the survey according to criteria such as interest in mental health work,
stable professional record, and good working relationship at the place of
work. Five such teams were set up in Kilimanjaro region and four in Morogoro
region, each of them including four to seven health workers coming from the
health facilities that had been assigned the provigsion of second echelon
services in a given district, A district meutal health coordinator, usually a
psychiatric nurse or a medical assistant coming from the district hospitral,
acted as leader to each such team. He/she was equipped with 2 motorbike and
reported to both the districet medical officer (DMO) and the regional team.

Exposure to group experience and initiation into team work was provided to
each group of workers recruited from the same district during their ip~service
training at the psychiatric units, For a period of four weeks, in addition to
training in psychiatry, they alse were encouraged to participate in the
deliberations of the regional teams and received the necessary guidance
through daily group sessions to evolve teams of their own, The group
discussions were focussed on the anticipated diffjeulties of various nature
that the teams and their individual members might encounter in their future
wark. Problems of unfavourable attitudes, rigid administration practices,
time scheduling of activities, coordination, career—planning and the like were
brought up and strategies for handling them were suggested.

The investment of c¢ousiderable efforts in the formative stage of the
district teams was justified also by such intangible returns as emabling the
team members to early identify themselves professionally with the programme in
spite of the fact that they had to work miles apart and were out of touch with
each other for weeks on end,

The psychiatric units in Ejlimanjare and Morogoro

At the outser of the project mental health services were almost
exclusively provided by the regional psychiatric units. In Kilimanjaro this
had been the practice for years and the Mawenzi unit had deteriorated into
almost a custodial institution - overcrowded, inadequately staffed and
furnished, and badly in need of costly reconstructions, To expand and
renovate the premises was, therefore, congsidered an imperative first srep in
the upgrading of this unit. This lengthy undertaking begun, efforts were
concentrated on preventing new admissions by encouraging treatment of
psychiatric inpatients in the general wards of the hospitals in the region and
by early diagnosis and treatment of patients on an out-patient basis. The
success of this peolicy is illustrated by the decrease of all admissions to the
unic in 1983 compaved te 1981 by 34% with the average length of
hospitalization brought down by 40% for the same period.

By contrast the Morogoro psychiatric unit was a new, modern, well-equipped
facility, still underutilized, with fresh staff, open to innovative ideas
about psychiatric management. This state of affairs in Morogore invited
experimentation with new approaches to care provision considerably departing
from the traditional practice of keeping strict distinction between doctors’
and nurses' roles and respousibilities. If such an approach of assigning
psychiatrists' functions to non—psychiatrists could ensure reasonable
standards of care, it would have provided an answer to one of the major
questions o0f the pilot project. If such a technology could be effectively
tried out and evaluated in the setting of a unit, its extension to the
periphery would be much simpler.
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In vlew of the above differences between Kilimanjare and Moregore, the two
regional teams agreed from the outszet to adopt scomewhat different patterns of
cervice provislion. The Kilimanjaro team invested predominantly in securing
psychiatric beds in the general wards, in posting psychiatric nurses to all
major facilities, and in bullding uvp & highly mobile team which scheduled
regular visits of experienced professionals to the periphery with the explicitc
task to provide consultaztions and treatment on the apot. Such a design was
favoured by the relative abundance of psychiatric nurses in the reglon and by
the considerably shorter distances and better roads.

In Morogoro efforts were concentrated on devising such a technology for
running the unit that would eventually reduce slgnificantly the number of
cases In need of direct physician-administered intervenrions and yet would
Freceive treatment and care of good standards and be safepuarded against
management errors. To this end the psychiatric nurses were encouraged to
assume independent charge of patients; at the same time a mechanism was set
up for checking individual clinical decisions against the consensus of the
team. This design was implemented gradually.

Each psychiatric nurse went through a periocd of apprenticeship, with the
WHO consultant acting as tutor and relinquishing step by step his supervision
of the traineg as the latter's knowledge and skills matured. The periocd of
apprenticeship covered systematically all routine activities, e.g. handling
admissions and discharges, taking case notes, making diapnosis, progress
aszessment, acute management, drug prescribing and monitoring, ocutpatient
treatment, home visiting, guidance, counselling, and case presentation.

AL weekly cvlinical conferences each designated nurse—therapist had the
opportunity to put forth for discussion any case he or she found difficult to
manage. These conferences were coordinated by the nursing officer in charge
and were open for participation to the whole senior staff of the regional
hospital. The WHO consultant initiated this practice by presenting a
carefully selected series of cases illustrative of typical problems and thus
Introducing a work style requiring the structuripng of the presentations and
taying down performance standards, Thesge conferences provided opportunities
to identify gaps in the kpnowledge of the mental health workers and biases in
their judgements, These were taken up as topics for discussions moderated by
each of the therapists in turn and also scheduled at weekly intervals.

The above activities were incorporated in the work schedule of the unit,
which aluo specified hours for ward rounds, individual work with patients,
paperwork, outpatient clinics, ECT, occupaticnal therapy, ward maintenance,
ete,, and provided for ome individual session with the WHO consultant for each
therapist every week. At these sessions the teaching assignments distributed
to the nurses by the regional team were discussed, learning objectives were
formulated, appropriate training methods selected and teaching materials
prepared,

Approximately six months after the start of the project the work pattern
of the unit had taken shape, and the first S-member district mental health
team was received for ite 4~week in-service training programme. Turorials,
maximal exposure to patients, and written handouts onr all target conditions,
ma jor mental health care technologies and operational tasks were supplied by
the unit staff, thus achieving a kind of mulriplier effect, with the WHO
consultant in the background acting az a resource person, This type of course
wag run four move times.
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Following the return of the district teams to field work, the extension of
services to the dispensary level was inltiated. The unit staff supplied the
methedology and tools for the training of first echelon workers, while the
digtrict teams prepared the ground, selected the trainees, and did all the
technical arrangements at the disktrict centres. The seminar method was
adopted, with simulation exercises in small groups based on a series of 20
case vignettes written in kiswahili. These vignettes depicted real life
situations encountered by members of the unit in their work, The casge
material covered the entire range of problems expected to be handled at the
dispensary level. Four such seminare were organized, one in each district.

In Kilimanjaro the training programmes in service provision were similar
in content though designed differently in order to utilize the clinical
material that could be availed of at the general hospitals and the ocutpatient
clinics since the Mawenzi unit was not considered suitable to be a training
base. To this end the theoretical component of the training programmes wWas
introduced first via seminars (a week of theoretical instruction and a week of
practical work), following which practical skills were gradually built up in
the ¢ourse of the visits paid by the mobile teamn.

Psychiatric rehabilitative services were non—existent in either of the
regions theough in Kilimanjaro a rehabilitation village was under congtruction
snd continued to demand & lot of effort during the whole pilot phase. In
Morogore no such facility had been envisaged for the near future, but the unit
had a multipurpose hall, a playing ground, a small garden and equipment for a
Teasonable occupational therapy programme, Once the profile of the curative
gervices was established, planning for a rehabilitation programme began. The
design focugsed on involvement in rehabilitative activities of the numerous
junior nurszing staff employved basically for housekeeping duties and other
domestic chores on the premises, The programme incorporated a digability
asgesement procedure via a soclal interview, a therapeutic milien and
recreation component snd a vocational training component.

In terms of statistics the achievements in the service provision can be
illystrated by the following figures. A total of 14 faciliries in both
regions were providing consistently inpatient psychiatric care throughout
1983, catering to over 2,400 admissions, Regular ocutpatient psychiatric

clinics were run in 33 locations throughout the two regions with a total of
over 20,000 visits for 1983.

Role of the Muhimbili Mental Health Regsource Centre

The Muhimbili Mental Health Resource Centre was established in association
with the Department of Psychiatry at the Muhimbili Medical Centre.

What is now the Muhimbili Medical Centre had 2 humble beginning in
hutments with thatched roof as a place for confinement of expectant mothers.
In 1936 the present Muhimbill Hospital was built as a teaching hospital for
the training of wmedical assistants. In 1963 it became a Medical Schoel, and

in 1976 it was upgraded to the functionm of a Consultant Teaching Hospital.
The latter became the nucleus of the Muhimbili Medical Centre, which was

established by an Act of the Parliament to function as the premier medical
institution of the country.

The Centre is affiliated to the University of Dar es Salaam, Currently it
trains 50 medical graduates (M.D,} every year and provides post—graduate
training (M.Med.) in internal medicine, paediatrics, surgery, pathology,
ophthalmology, anacsthesia, obstetrics and gynaecology and child health, It
8lso caters for a post—graduate diplomg in public health.
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The Muhimbili Hospital has about 1,000 beds and is divided inte 30
different wards, whose activity is reflected in the table below:

Tabhle 3, Selected statisties en the Muhimbili Medical Centre

Male Female Total
Total bed capacity - - 987
Total admissions 2],912 20,121 42,033
Total discharges 20,757 19,306 40,063
Total deaths 1,093 736 1,829
Total number of patient days 207,568 175,276 382,844
Average dally iInpatlent census 568.7 480.2 1,048.9
Average dally admissions 60.0 535.4 115.4
Average length of sray (days) 9.5 8.7 2.1
Percent of occupancy 57.6 48.7 106.3

Sovurce: A report on the activities of the Muhimbili Medical Centre for the
year 1978,

The outpatient department is & very active segment of the hospital

catering for over 200,000 total attendances in a year including ever 100,000
rew cases,

The Psychiatric Unit at the Muhimbili Hospital alszo had a humble
beginning. In 1965-66 it was moved to more adequate premises with a bed
capacity of 52. It quickly became a very active psychiatric unit with an
annual turnover of around 2,000 patients. The average length of stay for a
patlent was 9-10 days. All long-stay patients were rapidly transferred to the
Mirembe hospital until 1970, and after that - to a rehabilitation village
about 25 km away with placement for 30 convalescent patients, which functioned
as a rural half-way home.

The Unit also had an active cutpatient department with an annual intake of
1,000, a follow-up clinic of around 14,000 total attendances, and a liaison
service providing ahout 150 consultations per year.

In spite of feverizh clinical activity, the structural design of the Unit
was outdated. Under the Natlonal Mental Health Programme this Unit has now
heen guitably expanded, The wards were reconditioned, to provide 2-bed
cubicles with adequate privacy without curtafiling nursing supervision. A new
10-bed ward for acute admissions was added. The outpatient area was suitably
2ltered to provide for adequate interviewing space, records unit and
dispensing Facilities. The records sectlon was refurbished, and a lecture
room, a lahoratery, an ohgservation room, a recreation room, and a multipurpoese
hall added. A separate block for cecupational therapy was also constructed.
The Besource Centre was provided with independent premises as well., These
structural changes have brought about considerable improvement in the
funetional effictency of this Unit,

With the return from training abroad of two Tanzanian psychlatrists, the
staff of the Department of Psychiatry has become augmented.

The Mental Health Regource Centre established in assoclation with the
Department of Payvehiatry had four wajor programme roles to perform : (1) teo
function as central supervisory and consultative ualt; (11} to funection as a
major training centre; (iil) to establigh a mental health information
system; and (iv) to function as a base for research promotion.
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In order ko carry out its consultative functions, the in-patient,
out—patient and follow-up services of the Unit have been upgraded. A daily
admission conference between the students/residents and the WHO consultant was
held at which the diagnostic and management schedule for each newly admitted
patient was discussed and the clinical reecords reviewed.

Cases referred by the regional hospitals for specislized consultations
were admitted for observation and diagnostie assessment which might include
sophisticated laboratory investigations like EEG and psychological testing,
and for treatments not available elsewhere in the country, e.g. administration
of psychotropic drugs not included in the essential drug list, behaviour
therapy, or individual psychotherapy.

A weekly psychosomatic clinic for suitable patients drawm from any
clinical service other than psychiatry was initiated. Tt attracted
physicians, medical assistants, and purses from various fields and graduate
and postgraduate students, The eclinic conferences promoted an integrated
approach emphasizing the interplay of somatic and psychosocial factors in the
interpretation of the clinical manifestations of diswease and the patients”
response to ireatment,

A ¢hild development clinie was envisaged to start with the aim to
gradually accumulate relevant clinical experience with mental health problems
prevalent among Tanzanian children. Emphasis was to be on devaeloping relevant
approaches to case-taking, methods of psychiatric investigation of children
and therapeutric work with familiee that would be culturally appropriate and
could be recommended for vse throughout the country. This was to come about
with the collaboration of the Paediatric Services. However, since the
Paediatrician designated for collaboration suddenly left and no substitute for
him was readily available, the e¢linic could not take off,

A mechanism for a forensic—cum—legal consultation service was initiated.
It set out to create a pool of detalled case studies, the aim being to
document the practice in the field with a view to poassible amendments of the
law,

The Resource Centre contributed towards the training of mental health
manpower in two ways, In the first place, a reviaion of the curricular
contenlt of the various ongoing training programmes was undertaken to ensure
the exposure of the trainees to materials and wethods relevant to the mental
health programme. A proposed revision of the curricular content for the M,D,
courge at the Muhimbill Medical Centre attempted to bring this course in line
with the approaches of community mental health introduced uunder the
programme. At 8 workshop held to revise the curriculsr content for the
nurses' training, the Resource Centre contributed to the incorporation of an
approptiate mental health component in the revised version. The curriculum
for the D.P.H. course was revised im cousultation with the Departments of
Behavioural Sciences and Community Medicine, For the M,Med, post—graduate
traineeg in internal medicine and paediatrics a2 brief rotation at the
Psychiatric Unit and an orientation course in mental health was introduced.

In the second place the Rescurce Centre organized a post-graduate course
in psychiatry for assistant medical officers. The first student for this
course was enlisted in 1982; the next year the course was joined by two
students and in 1984 four students were im the process of completing it. A
detailed description of the course, as well as of the revisions made in the
curricula of the existing courses iz given elsewhere in this report (see
Chapter 3).




MNH/POL/87.4 - 30 -

Jointly with the mental health teams in the pilet regions, the Resource
Centre developed and implemented an information system for the collection of
basic data about the patients attending the health care services participating
in the mental healfh programme, The registration, indexing, storage and

retrieval of clinical records was improved and a system was inttroduced for
keeping track of case files,

In the field of research the Resource Centre provided guidance in the
designing of several projects related to dissertations of postgraduate
students in the departments of peychiatry, community mediecine, behavioural
sciences and internal medieine (see Chapter 3). In order to train a cadre of
research workers that I1s required before any meaningful research can be
carried ouf, a course on research methodelegy was introduced at the Resource
Centre, The AMO's undergoing training in mental health and certain members of
the staff made use of this course.

EPIDEMTIOLOGICAL AND 50CIAL ANTHROPOLOGICAL STUDIES PROVIDING BASELINE DATA FOR
FROCRAMME EVALUATION
I

WHO and DANIDA, 4in congultatlon with the Minictry of Health, had agreed on
the development of an evaluation component for the Tanzanian mental health
programme. A WHO temporary adviser, Dr F. Schulszipger, University of
Copenhagen, was recruited to deaw up propogals for a 'baseline' evaluation
study. The study was to serve two purposes: (i) assist the Ministry in the
implementation of the programme in other regions; (1i) guide DANIDA and WHO
with regard to future support to the Tanzanian mental health programme and the
applicability of itg principles to other developing countries.

During the months of May 1982 and January 1983, in accordance with the
agreement between the Tanzanian Government, WHO, and DANIDA, a research team
{Dr=s ¥, Schulsinger, 5. Whyte and R. Kempinski), assisted by local Tanzanian
programme staff and the WHO consultants carried out a prelimimary study in the
2 regions aiming to produce information on the present range of mental health
activities in the two regions and on the attitudes and expectations of the
people towards mental illness and the mental heazlth programme., The main
purpose of the study was to create a framework and provide baseline data for
future outcome evaluation to be carried out 3 to 5 years after the pilot stage
g0 a& to reflect the poszible changes brought about by the programme. It was
almed to carry out this study according to the bhest sclentific standards,
within the limita of the financial funding.

Three main catagories of data were collected;

(1) data on the present extent of use of public health services for the
treatment of mental disorders and the management of psychosocial
problems;

(il) data on attirudes towards mental illness and expectaticons related to

the mental health programme;

(iii) data on the specific {nputs of the mental health programme (input
evaluation),

A tepresentative sample totalling 21 health facilities were surveyed for
gimple epidemiological information using up to 300 individual questionnaires
for each facility. The questionnaires were used to describe the daily
activities of these facilities and identify the proportion of mentally i1l
paticnts,
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More detailed information on the types of treatment that the ifdentified
mentally i1l persons were receiving either as in— or out-patients at the
health facilities was collected with a specific questionnaire which was
administered to 1,000 patients.

The attitude survey (iovolving 200 interviews with respondents in
communities) was decigned to ellcit the views of common people about the
capses, sericusness and approprilate treatment of six different sets of
symptoms. These included @ alcoholism, epilepsy, depression, acute psychotic
episode, chroniec psychosis and mental retardation.

The mental health practlice survey (160 interviews in eight different
localities} was designed to record case histories from families who had
themselves had to confront these problems., The questions congerned the nature
of the illness, the perceived causes, the treatment history, and the social
situation of the gick person in the family and community. They were also
aimed at achieving a thorough description of what actually happened, how the
illness was actually handled by the surrounding environment and the kind of
assigtance that was available.

For the practice gsurvey, the village chairman and ten cell leaders were
asked to list people whoe were or had earlier been suffering from: (a) wmental
illness; (b) epilepsy; (¢) mental retardation; (d) substance abuse
(aleohol and marijuana), Case histories were taken from the families of these
perszons and occasionally from the patients themselves. Usually home visits
were made bhut in a few instances the families, sometimes accompanied by the
patients, came to be interviewed at the village office. In no locality were
all the known cases In the comminlty interviewed, so this material should not
be interpreted as evidence of the frequency of these conditions.

Data analysis and results

The raw baseline data consisted of 5,500 epidemiologlical survey forms,
1,200 treatment iInput evaluation forms, 200 atritude survey forms and 173
practice survey forms, all of which were processed for computer analysis in
Copenhagen.

The preliminary data from the study suggested that the selected types of
mental illness were quite familiar to most people in the sampled communities,
{the one exception being depression which many people did not appear to
recognize). By and large these conditions were regarded by the respondents as
very serious problems which would hinder nermal social and working life,

While many respondents said that those suffering from these problems should be
treated at hospltals or clinics, the actuval treatment histories recorded in
the practice survey showed that few people with obvious mental problems or
epllepsy had ever been treated at the health facilities. This was
particularly striking in the case of epilepsy; although medication was
available even at the local dispensaries, epileptics were usually not
recelving treatment there, In addition to the questionnaire a series of
interviews with local traditional healers (Waganga) were conducted to
supplement the data, because most people with mental health problems and
epilepsy were being treated by them.




MNH/POL/87.4

_32_

CHAPTER 3: ESSENTTAL METHODOLOGY AND TECHNOLOGY OF MENTAL HEALTH CARE
PROVISION,

From the peint of view of actual management, each of the five target
conditions subsumed a variety of distinet entities, It was, therefore,
imperative to equip the health workers with more than one standard technology
per condition and thus cover the spectrum of presenting problems. Yet for the
sake of feasibllity the number of such technologies had to be limiced.

A departing point in devising standard management schemes was the
knowledge, accumulated through experience and ohservarion, of the most salient
manifestations of the target conditions in the Tanzanian context; of the
typical 1llness behaviours they triggered off; of the culture's tolerance to
deviant behaviour; of the prevailing notions and perceptions of mental
illness among the health workers and of the professional response to them,

PRESENTATION, PYAGNOSIS, AND MANAGEMENT OF TARGET CONDITIONS

A brief ¢utline of the presenting features of each target condition and
the guidelines to their management adopted in the pilet regions is given
below, The suggested approach to psychiatric assessment proceeds from the
obgservation that health workers, relatives and often patients themselves tend
to identify and group within an indigenous system of categories most cases of
the target psychiatric conditions, This they do in good agreement with each
other by making only brief observations of the patient's behaviocur and by
asking only few probing questions such as whether there had been display of
violence {for acute psychoses) or sudden falling down {(for epilepsy). The
project design did not try to abolish these practices: it supplemented thenm
with assessment technologies enabling the health worker to confirm or refute
his preliminary impression and to come to a rational cheoice of treatment.

Acute and emergency problems

Violent behaviour is the most conspicuous manifestation of acute psychosis
and ir invarjably pointed to as the reason for reporting such cases, ESlashing
people and animals, demolishing houses, destroying crops and setting fire are
the usual acts reported, though in twice as many cases reports of 'violence'
actwally vefer to symptoms such as excitement,agitation, perxplexity, and
disorientation. These are all subsumed under “"kichaa”™ the local term for
acute psychosls, and usually labelled "confusion”™ by the health workers.

The typical lay response to outbursts of psychotic behaviour of this type
i1s physical restraining, injuries often sustained in the process by the
patient. The physical condition of the patients is as a rule affected by the
time they receive medical attention, A common belief is that “"kichaa" cases
should be deprived of food as a method of draining away their excessive energy.

From the point of view of management strategy, this target condition posed
obvious problems of early identification and reporting, assessment and
treatment.

With regard to the early identifiration of cases of gross exciteament,
health education was hardly required, apart from the advertisement of the new
services and thelr location, since people anyway reacted promptly Iin reporting
them, Other emergencies, however, such as stupor and attempted suicide, did
not seem to elicit expedient enough response from the public. Alerting the
health workers to this fact and raising the community awareness of the morbid
nature of such behaviours was therefore called for,
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In the area of assessment the exlsting practice with acute conditions and
emergencies was in need of major improvements. At the first echelon of care
the following assessment technologies were introduced as routine: (&)
observation for behavicural, psychomotor and speech signs of clouded
congelousness and interviewing for incoherence of thinking and disorientatien
{the differentiation of confusional state from the rest of "kichaa" was thus
underscored with a view to its high association with organic brain disorder
and the ensuing implications for the treatment); (ii) inspecticn for
dehydration and emaciation; (1ii) temperature, blood pressure and pulse
taking; (iv) history taking for alcohol abuse, cannabis use and epilepsy;
(v) investigation for underlying conditions such as pneumonia, malaria,
anaemia, diarrhoea.

With stupeor, the specific assessment technologies introduced at the first
echelon were: (1) observation for lack of spontaneous movements,
non-responsiveness; muteness; (ii) history taking for preceding depression,
exclrement, stressful experiences, The rest of the assesment scheme for
stupor was concerned with the physical state of the patient.

The higher order diagnostic asgesgment supplied by the second echeleon for
cases filtered through the first, utilized regular psychiatric case taking.
Sufficient knowledge and skills had heen imparted to the designated health
workers to enable them to elicit certain key symptoms, defined descriptively,
and to proceed therefrom to making a clinical diagnosis of schizophremnic
attack, hypomania, depression or acute translent psychoses associated with
physical disease, The chofce to distinguish between these four diagnostic
categories was not incidental. Tt resulted from the need to follow four
distinet courges of treatment in the post-acute and particularly in the
after-care stage (see management below). A pattern of case note taking to fit
thls scheme had been worked out at the upnits and imported to the second
echelon workers in the course of their in-service training. Handouts
containing operational definitions of symptoms and suggesting probes for
eliciting them were distributed te serve as instruments for daily use.
Furthermere, the forms introduced for documenting the case note taking, the
managemant and the progress of the patients were structured in line with the
steps of the procedure,

In the area of trestment and interventions at the first echeleon, rational,
non—harmful physical restraining (if at all necessary), application of
injectable chlorpromazine and diazepam, and referral, in addition to treatment
of the physical condition, were detailed with respect to doses, timing,
sequence, monltoring for effects and side effects, ete., to constitute a clear
management scheme for acute excitement, coufusional states (with or without
history of seizures) and stupor.

At the second echelon, technologies were formulated separately for the
longer term treatment and for the maintenance treatment applying te each of
the four diagnostic categories distingulshed there, The spectrum of available
peychotropic drugs that these technologies rested upon here was broadened to
inelude (in addition to chlorpromazine and diazepam) algso trifluoperazine,
thioridazine, haloperidel, amitriptyliine and imipramine, Counselling was
added as an important non—drug treatment compogent. Maintenance treatment
with drugs was recommended for cases of schizophrenia only. Manic and
depressive patients were cautioned about the possibility of recurrence of the
condition and were instructed what steps to take if the symptoms reappeared.
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EEiIQREX

Epilepsy (kifafa) is generally regarded in rural Tanzania as a specimen of
Indigenous African illuess associated with witcheraft or magle; cure from it
1z conceived as an act of counter-magiec that would eventually break the
spell. The prolonged drug programmes offered by the health service clearly
did net fit into this notion of cure. These services atre therefore contacted
for help rather late in the course of the illness, only after a number of
traditional treatments had failed to bring improvement. As a result, it is
the severe, treatment-resistant cases that mostly come to medical attention
and the success rate, not surprisingly, is low. This further reinforces the
bellef of patients and famililes that modern medicine is inapt in handling
epilepsy. The prevailing ideas about causes of epilepsy make patients
unpopular and force families to act covertly in seeking help or teo aveid
acknowledging having the illness. The attached stigma makes the community
untesponsive to appeals to report known cases te the services. Hesalth workers
themselves may hesitate to take action and may aveide initiaring contacts with
families of known epileptics. An additional factor contributing te this
passivity 15 the lack of skills in adjusting the choice and dosage of
anti-convulsants to the individual seizure pattern of the patient.

The words “dege—dege" and “kifafa" indicate febrile comvulsions (or rather
epilaepsy of recent onset) and epilepsy proper, respectively. This usage of
the terms is not, however, consistent acress tribes. Seizures may be pointed
out as the reason for contact as often as behavioural problems, schooling
diffjculties and psychotic episodes. If one of the latter is the presenting
problem, gefzures might not even be mentioned spontanecusly.

Tn designing the management of this target condition early identification
and reporting posed a major difficulty., Community education was obviecusly
called for though it was not teadily seen how to approach the issue s0 as to
ocvoke the desired respomse. It was decided to aveid, at least initially, the
lasue of causation in health educaticon materiale and lectures and to point out
instead that epileptic patients were often in need of medical treatment for
sustained injuries, buras, poor nutritional state, headache and the like.
Healrh workers were advised to enquire about and listen sympathetically to
stories of traditional treatments and to ahstain from being critical of such
practices, yet to indicate that mediesl treatment was just as succeasful with
epllepsy as with any physical condition. They had to admit that finding out
who 1s to blame was not their line of intervenmtion but to insist that what
actually mattered was eliminating the sefzures, which drugs could easily do.

With regard ro gsgeccsment, a method was developed for ldentifying and
ascertaining attacks of major epilepsy. It was applicable with data from a
direct chservationm of a fit, as well as with reported descriptions by
witnesszes. A second checklist specified the cellection of informatienm on the
individual seizure pattern of the patient e.g. frequency, precipitating
factors, time of the day ete. A third technilque was developed for the
monitoring of patients on maintenance treatment at the first echelon.

Correspondingly, in the field of interventions three technologies were
formulated, The management technology for status epilepticus utilized
injectable diazepam and phenobarbitone. The longer—term management at the
second echelon level included a technology for producing (by trial and error)
individual treatmeat programmes for patients which would achieve maximum
control over the 1liness with minimal amounts of phenobarbitone, phenytein
; and/or diazepam. Once settled, the individual maintenance treatment programme
i was handed over to the first echelon workers.
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Chronic psychoses

Chronic mental 1llness 1s prevalent in the Tanzanian communities,
allepedly because psychiatric services had been scarce and cases had been
accumulating unattended. Chronic mental illness is manifest above all with a
vagrant way of life and bizarre deteriorated appearance, Estrangement{ from
family and community life does not trigger remedlial action unless it is
experienced as a gross impropriety or as a threat to the group. The practice
of detaining such individuals and processing them through court and te prison,
reportedly widespread in the past, had been dencunced as inhumane and oot in
line with the country's mental health policy. As a result, advice wag
beginning to be sought in growing numbers of such ¢ases from the medical
professionals. This implied admizssion for psychatric assessment with
practically nothing in wait by way of social and community management
programmes, Such assessments for assessments' sake were particulary awkward
to perform in regions, such as the pilot ones, which had not even funetioning
rehabiliration villages. These admissions therefore tended to be prolonged
and were resisted by the staff; drugs were always used on these patlients in a
rather non—systematic way and without enthusiasm; contempt for the relatives
often developed.

Concerning management this target condition demanded technologies that
would depend almost exclusively on the potential of the extended family to
accommedate chronic patients, The policy covering reporting and
identification was to discourage the police, the local leaders and party
authorities to handle such cases outside the family. In all health education
materials, hand~outs and instruections, the importance of tracing the family
before bringing the gase for psychiatric cousideration was emphatically
pointed out,

Two assessment technologies were developed for use at the first echelon
concerned with social disabilities and dangerousness respectively, They
utilized interviewing with the relatives and aimed to identify areas of
conflict or tension between the patient and his family, Topics of enguiry
were self-care, access to food, table manners, clothes and clothing,
participation in the domestic economy, heterogexual role, access to
festivities and other communal activities, religious practices and so on.

Concerning interventions, counselling was the bagic ingredient of a
technology designed to enable the first echelon worker to step inte the role
of mediator in settling the issues of conflict between the patient and his
family. A regular aspect of such conflicts was the implied protest of the
patient against the underprivileged position assigned to him by custom.Since
this was expressed in restricting the patient's access to food, clothes and
community life, counselling could be a relatively simple directive procedure
of restoring the balance in the relationship and voicing the patient's
rights, 1In addition, moving the patient to the house of another relative
temporarily or definitively, and use of tranquilizers to attenvate behavioural
abnormalities was recommended.

Vagrant chronic patients were handled by the second echelon and the
psychiatric units. No standard pattern of their management could be worked
out though a common selution was to accommodate the patient in a social
welfare camp under regular psychiarric supervision and drug treatment.
Chronie psychotic patients considered to be dangerous were referred directly
to the psychiatric units.
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Common emotional {neurotic) illness

Emotional illness in Tanzania has a somewhat peculiar presenting profile.
While obsesgive symptoms are conspicuously absent, hysterla appears in
abundance ~ a medley of conversion symptoms, florid manifestations bordering
on psychosis, and mass hysteria, all included. Anxiety is also common, often
bordering on terror=states or panic induced by fear of bewitchmenr. A
peculiar presentation of anxiety-cum-depression can be found among students
who complain of headache, mental fatigue, poor concentration and hence
inability to cope with studies. This had beeu ¢called the 'brain fag' syndrome,

One large group of patients with emotional illness presents multiple
somatic complaints and a lot of hyponchondriac precccupations, Depressed mood
15 seldom reported even upon careful enquiry but observed depresszion is a
regular symptom with this catepgory of patients, They are persistent help
seekers often rebuked by the general health service.

The approach adopted to the early identification of cases of this target
condition was guided by two main concerns. One was depression, an obviously
under—reported condition which is only partly recognized for an fllness In its
own right by the public, the patients, and the health workers alike. This
stemmed from a kind of semantic difficulty in conceilving the existence of
depressed mood as such, out of the context of a particular experience. The
second concern was the multiple somatiec complainer whose burdensome demands
for attention may be perpetuated in the health care context by a never—ending
search for conclugive evidence for or againet physical illness. The issue of
depression was introduced as a health education topic widely, The somatic and
peychomotor manifestations of depressive 1llness were sugpested as cues to {ts
fdentification by the public., The case of the multiple cowplainer was brought
to the attention of all categories of health workers in the regions by
including this tople in the continuing medical education programmes. The
description of this category of patients emphasized the multipliclity of
complaints referrable to many anatomical systems together with little physical
debility but considerably preater cmotional distress. Laboratory and other
investigations for such patients were discouraged and instead early referral
to the designated mental health workers was recommended.

Three assessgment schemes were developed: for depression, for anxiety and
for hysteria respectively, to be used at the first echelon. Each of them
covered the clinical manifestations fn the glven area and suggested probes for
ascertaining or refuting the diagnosis. In the case of hysteria, simple
certain physical and behavioural tests were suggested to enable the health
worker to recognize the hysterical nature of pseudocoma, aphenia, astasia
abasia, paralysis, etc. The depression and the anxiety schemes utilized
interviewing for collecting descriptive data of the symptoms, The second part
of the enquiries focused on eliciting cues to the mechanism by which the
condition had developed, the implied assumption being that anxiety is
associated with interpersonal tension, Imminent life change, and wrong beliefs.

The three treatment schemes recommended, in addition to the use of
anti-depressants and anxiolytics, also two non-drug interventions.
Environmental manipulation with hysteria was introduced as a technique of
precipitating a2 favourable (from the patient's point of view) change In the
patient's environment together with a convincing implied message to him to
this effect. Counselling on interpersonal matters was suggested with anxiety
states as well as a problem solving scheme drawing heavily on the existing
repgulating mechanisms of the traditional community.
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Mental retardation

The meatally retarded person is uswally brought to medical attention
because of problems such as deviant behaviour, seizures or physical illness.
Retarded intellectual development by #tself, particularly when mild, tends to
remzin unreported. Failure to start school on time does not necessarily
trigger action either, partly because the advice received from teachers is
ugually to give the child ancother year to mature,

The stand towards mental development that parents, teachers and general
health staff tended to take was one of passive expectancy and non—interferance
with its course, It was not surprising thervefore, that the reported
prevalence was far below the estimated true prevalence,

The reporting of cases of mental retardation obvicusly called for
campaligning against the practice of leaving alone and away from active
participation in community and family life the children lagging behind in
their development. The maternal and child care health education programmes
provided a convenient channel to mothers of pre—school children, whereas
teachers were duly instructed to bring to the attention of the designated
mental health workers all childrem with school problems, A special concern
was the proper timing of community education since the capaecity of the health
workers to handle mental retardation had to be established first. The
philosophy behind the management of these cases deviated considerably from the
idea of straightforward cure and implied preparedness for a long term
involvement, persistence and inveativeness in exchange for slow and uncertain
progress, Such dedication took time to mature,

The technolopy for asgessment of the motor and verbal skills utilized a
guided interview with the parents, a neurological and physical examination to
establish the underlying cause, and diagnostic aids such as a developmental
sereening (a list of milestomes), a list of common speech problems of the
mentally retarded and a list of behavioural signs of mental retardation in
achool children.

In the field of interventiong, apart from drugs for coping with immediate
behavioural and other problems (.e.gz. seizures) the development of individual
educational programmes for the children was the central technology reserved
for the second echelon workers, Such programmes were designed with rhe help
of mothers whose participation was enlisted in the provision of emotiomal
support and training of the child in self-care and simple household activities,

AFPROACHES TO PREVENTION OF MENTAL ILL-HEALTH AT PRIMARY CARE LEVEI,

Early in the course of the programme implementation a need was felt to
reach an agreement ¢n the scope and practical meaning of the concepts of
primary, secondary and tertlary prevention in the comtext of this programme,
Following discussions at WHQ Headgquarters and early contacts and experience in
the reglons & consensus gradually emerged as to the following.

Primary prevention of selected conditions by way of specific¢ technologies
like genetic counselling and antenmstal tests (as Is rheoretically possible
considering the pre¢sent day knowledge, for example in certain cases of mental
retardation), could not become a task for the pilot stape of the project for
reasons of feasibility, Efforts in primary preveation would rather be
concerned with non-specific factors perraining to general health and
nutritional status. psychosocial stress, and unhealthy life styles.
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Secondary prevention, amounting to early detection and forestalling of
recurrences and relapse by adegquate treatment was deemed of foremost practical
Importance and in need to be incorporated ae 2 basic ingredient of the service
delivery under the programme,

Tertiary prevention aimed to contain soclal disability and was seen as
potentially feasible under the circumstances only if dwelling upon the
resources of the extended family to provide for the chrouleally sick.

Primary prevention {(including alcohol and drug abuse).

It was considered that at least some of the goals of primary prevention
would be ultimately attained as result of the implementation of the overall
design of the project. It was agreed to digtinguish between a peneral
{"positive” mental health) aspect and a specific (mental illnesgg) aspect of
primary preventlen, The first is concerned mainly with the psychosocial
characteristics of the human environment, e,g., social change, which are
asgsociated with socic—economic and cultural processes. The second aspect of
primary prevention is ¢oncerned with etiological factors in the strict sense
of the word, i.e. factors preventable by means of reasonable standards of
medical care, e.g. infections affecting the brain,

Primary prevention in its general aspect would have non-specific effects
on morbidity; 1t would require social and political action on a large scale
corresponding to the level of priority assigned to mental health within the
national peolicy.

Primary prevention of specific conditions would, on the other hand, be
concerned with the elimination of and control of known causative factors such
as infections, malnutrition and injury te the brain. It would involve
predominantly the health sector with the health service as the primary agent
for implementing interventions, and would gain in importance and scope as
mental health skills and knowldege among professionals increased.

Within the above conceptual framework a tentative strategy for primary
prevention was outlined, It took into acecount the basic fact that as a novel
undartaking the Mental Health Programme of Tanzania was in a very early stage
of development, With regard to the general aspect of primary prevention this
implied that efforts should focus on introducing mental health as a dimen=ion
te be systematically considered in all relevant areas of socio—economic life.
With regard te the prevention of specific conditions this implied that efforts
should be directed at preparing the existing health services for a task that
awalted them in future.In other words, action in the field of primary
prevention at this stage had to be restricted to integrating its principles In
the programme design.

When considered from the above perspective, the initial design of the
Mental Health Programme seemed to contain adequate provisions for a primary
prevention component. Two features were particularly relevant in this
tespect, namely the emphagis put on the involvement of non~health sectors and
of the community at large in the programme, and, in the second place, the
priority assigned to the intergration of mental health within the general
health zervices.

At the same time, however, it was acknowledped thatr the practical
implications of these provisions in the Tanzanian context were far from
clear. These provisions were litrle more than a commitment to a principle
whose development Into a specific course of action and guidelines for
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day-to—day activities remained to be worked out. It was to this end that two
problem a¥eas, those of aleohol abuse and of psychological aspects of physical
illness, were selected for small-scale research projects in the perspective of
primary preventiom,

The project on alcohol abuse focused on consumption and wag undertaken by
goclal workers a4t the Muhimibili Medical Centre who utilized the design of a
WHO sponsored study. In its initial stage this project was concerned with
locating sources of information en the preoduction and consumption of alcohol
and data on alcohol-related problems such as traffic accidents, and with
eollecting such information as was available. The expected impact of this
study was manyfold. Tt would highlight aleoheol abuse as & behavioural pattern
of serious potential risk to health and psychosoclal wellbeing and provide
actual data in support of this view, It ¢could stir imterest, concern and
contacts among Individuals from various fields and thus facilitate the
formation of a public opinion receptive to the idea of an anti-alechol
campaign, It could provide substance to health education programmes in the
field of al¢coholism and thus ensure their better acceptance and impact. If
closely cbsetved and studied, this chain of developments ¢ould becomes a source
of practical knowledge about the mechanisms of public health action that later
on could be of use in other fields of primary prevention.

The second project was initaited as a consultation for patients admitted
for somatic conditions to the various departments of the Muhimibilji Medical
Centre, conducted on a weekly basis by the consultant psychiatrist at the
Resource Centre. Thege patients were not strictly speaking psychiatric cases
but d41id pregent problems that could be conceptualized in terms of stress
reactiongs, illness behavicur, patient-health worker relationship and the
like. 1In interpreting the symptoms of these cases, efforts were made to
highlight dimensions of sickness and patienthood that technological wedicine
tended to digregard as unimportant, but which, when unattended could
contribute to chronic multiple complaints and protracted emotional fllness.
The impact of this project was in demonstrating the role of history-taking and
communicating with patients in general health settings in order to prevent
them from becoming chronic users of medical psychiatrie services, It also
provided for the accumvlation of culturally relevant clinical material and
experience with psychelogical interventions that could be used in continuing
medical education programmes in the regions. It also added a much needed
parspective to the issue of integrated services by underscoring the importance
of the diffusion of skills and knowledge from the 'speciallst' psychiatric
domain te the daily elinical work of genereal health personnel,

In the pilot regions prevention activities were regtricted to the mental
health input to various training courses organized within maternal aand child
health and community health programmes,The psychiatriec contributions te such
courses aimed to demonsirate the mental health consequences of infection,
malputrition and birth trauma.

Secondary prevention: control and prevention of recurrence or relapses of
mental disorder

The scope of secondary prevention, as defipned in the programme included
the early detection and treatment of overt mental illness and action to limit
or prevent complications and relapses, A secondary prevention coumponent was
built into the forms and patterns of service delivery deszigned and implemented
in the programme. The approach underscored the longitudinal aspect of the
therapists' relations with their patients. The concern about maintaining a
coatinuing contact resulted from an awareness of the recurring nature of the
symptoms and behavioural problems associated with the target conditlons.
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From the point of view of the organization of care, this concern found
expression in the extention of the wmental health services te the village level
via the two—echelon approach which relied on the primary health workers as the
most peripheral outpost of the programme, Communication at the PHC level was
facilitated as therapist, patlent, and family belonged to the same community
and had plenty of opportunities to be in touch with one another.

From the polnt of view of methodology, after~care was defined as a service
in its own right, incorporating two equally important tasks! maintenmance
treatment and early detection of relapse. Maintemance treatment involved the
adminiatration of drugs in the absence of active symptoms, and by developing
detailed guidelines as to the choice of drug, doses and timing of
applications, this procedure could be eagily operationslized. Early detection
was similarly standardized as a technique for recognizing symptoms of
incipient attacks by Inquiring about key manifestations during follow-up
contacts with the patient and family members.

The pattern of service delivery allowed secondary prevention to be
considered as an option in each case that would enter the system of care. The
decision te initiste or net to initiate a programme of secondary prevention in
each individual case would be made upon discontinuing the longer—term
treatment and would take inte account the assessment of its putcome, the
diagnoetic and prognostic evaluation, as well as the analygie of the
individual's case history, An attempf would usually be made to describe the
characteristic way a particular patient developed attacks of illness. A
summary of such observations would be communicated teo the patient upon
recovery, to his family and to the primary health worker who would be in
charge of the after—care. The referral letter sent back to the first echelen
worker would usually contaln, in addition to instructions on the management in
the after—care period, also an Indication of what the prodromes of an attack
were likely to be.

Another feature of the service delivery pattern that facilitated secondary
prevention was the emphasis on involving the family as a partner in patient
care., The assistance of family members with nursing care was very often
indispensable., Relatively Little additional effort was required to enlist
their participation in after—-care as well, To this end family members would
be advised on the rvisk of relapse, instructed on the importaance of early
detection and maintenance treatment, and informed of the role of possible
precipitating factors. Special attention would be given to practical issues
such as how to remain in contact with health workers over time, how to act in
case of refusal of wedication on the part of the patient, and how Lo obtain
assistance in ¢age of crisig.

Tn the training of mental health workers, technologies for secondary
prevention were specified for those target conditions where such an approach
wng relevant. Generally maintenance treatment and early detection of relapses
were fmportant In schizophrenia and epilepsy. In manic-depressive psychosis
and acute translent psychosces early detection of relapses was also recommended.

Tertiary prevention: averting social disability, stigma and social fsclation.

Tertiary prevention in the programme was concerned with the containment of
nsychiatric disability. The failure of the disabled to perform adequately in
basic social roles or to comply with the community's norms and expectations
were seen as atemming not enly from psychological impairments caused by the
11lness, but also as a product of environmental factors, including negative
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public attitudes and deprivation of appropriate social stimulation.
Rehabilitation therefore, was seen as an esseuntial ingredient of the programme
in the effort to provide comptehensive care. It was exactly In the field of
rehabilitation, however, that the cultural relevance of the appreoaches assumed
particular importance. In this context the African rehabilitation village
approach was given careful consideration.

For tertiary prevention to become a regular component of care delivery,
appropriate attitudes and technoloples were deemed essential. Understanding
on the part of health workers of individual disabilities as conditions which
had their own natural histories and which were explicable in terms of the
patients' life situatioms, was seen as a prerequisite to meaningful and
effective rehabilitation quite early in the process of planning of the
services. Communicating with the chronically disabled is difficult,
time-consuming and often unrewarding. Nevertheless, it was singled out as an
essential mental health skill which each worker ought to acquire. The
therapeutic environment that the regional psychiatric units sought to develop
proved indispensible in fostering this change of attitudes in the approach to
the chronmic patients., The adoption of the management programme for chronic
paychosis contributed further te a positive attitudinal change to the disabled
among health professionals. The programme equipped the staff in the first
place with techniques for identifying patients' problems of living and their
specife deficits in social functioning. 1In the second place, it outlined
simple psychological interventions and ensured their application in the
management of the disabled and their families. In the third place, it made it
possible for patients to be involved in simple occupational activities in the
gecupational therapy departments of the psychiatric units, or on the premisas
of the general hospitals,

In the field of tertiary prevention close collaboration with the social
welfare service, with the relipgioug organizations and with some employers and
social clubs proved feasible and rewarding. In addition to gecurling
essentials like food, clothing and shelter (in social welfare camps) and bus
fares for escorting patients to thelr homes, it evoked concern in the public
for the disabled and thus marked a positive tremd in community attirudes.

ESSENTIAL DRUGS FOR MENTAL HEALTH CARE.

From its begiuning the Tanzanian wental health programme set forth to
ensure appropriate drug management of the rtarget condirigns using a limited
nuober of carefully selected psychotropic agents. A national list of
esgential drugs, drawn in accordance with the recommendations of WHO,
specified preparations that would be necessary and appropriste at each level
of the health services. All four major categories of psychotropic drugs,
namely neurpleptics, antidepressants, anticonvulsants and anxiolytics, were
Tepresented on this list, some of them by a range of one (at the dispensary
level) to flve or more {(at the hospital level) different varjeties. It is
worth noting that antidepressants were not envisaged for use by the primary
health workers, and side effects correctors, such as antiparkinsonian drugs,
were not on the list at all.

The aim of this policy was to facilitate bulk purchase, ordering and
distripucion of drugs and thereby ensure a constant supply at all levels ar a
relatively low price. This approasch aleo simplified the problems of training
of personnel at the peripheral level. The trainers could emsure that the
content of training was relevant to the subsequent practice and that it was
appropriate to the responsibilities of a given category of health workers.
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The main drawback lay in that such a list tended to delay the intrvoduction
of new drugs that might be more efficacious, have fewer side effects and more
rapid onset of therapeutic action. The experience with the essential drug
list policy in the programme is summarized bhelow,

The limited availability of drugs was more or less a permanent problem.
This was due largely te the fact that the introduction of the essential drug
ligst programme by the Minigtry of Health coincided with, or even lagged
behind, the pilot implementation phase of the natiomal mental health
programme. As a result the distribution of drug supplies along the various
branches of the network of gervices was far from smooth and regular, not so
much because of real shortage in the country, as because of erratic ordering
and delivery of censignments. Therefore early in the course of the pilot
phase the regional psychiatric units established their own small stocks of
psyvchotropic drugs and replenished them by a speclal arrangement with the
Central Medical Stores in Dar es Salzam. Out of these stocks, on the basis of
est.imates prepared by the mental hezlth teams supplies were delivered to the
psychiatric services In the periphery whenever an emergent need arose,

In addition, the regional mental health teams rtook 1t upon themselves to
regularly compile information during the trips to the periphery, on the type
and amounts of psychotropilc drugs avajilable at the stores of the numerous
nongovernmental health facilities in the regions. They were usually supplied
via extragovernmental channels and tended to have a greater variety of
paychotropic preparations which for the most part stayed unused. In a number
of cases these stocks of drugs were redistributed by the teams among the
psychiatric clinics.

With the two echelon system in operation, it became a common practice in
the case of discharge from the second echelon to provide the corresponding
peripheral mental health worker with a supply of the drug required for the
maintenance treatment of the patient. This eliminated the risk of abrupt
termination of the treament because of lack of drugs in the digpensaries,

The general scarcity of drugs led the teams into adopting strict rules in
dispensing medicaments in an attempt to secure compliance and thus minimize
waste. A month's supply of tablets would be, for instance, the paximum amount
handed to a patfent and that would be done only when his good understanding
and cooperation had been established. Instructions on how to store the
tablets in an appropriate comtainer to prevent damage by humidity in the wet
would be repeatedly given. Alternatively, a reliable relative would be
entrusted with the storage of precious tablets. Not infrequently the patient
would be asked to collect his medicine on a weekly and occasionally even on
daily basis.

In line with the programme design, prescribing of psychotropic medication
was Lo be entrusted to non-physiclan health workers with limited
gualification, To perform this function for these health workers became
conceivabhle net only because drug prescribing was restricted to a narrow range
of cssential preparabtions, but also because it was clearly linked to several
management schemes adopted for the target conditions. Thus diazepawm, & drug
avatlable at all levels of the health service, featured in the management
schemes for status epilepticus (s an intravenous agent) and anxiety (along
with counselling)}. Similarly chlorpromazine was prominent in several schemes:
management of acute excitement (applied intramuscularly), longer—-term
treatment of psychosis (at the 2Znd echelon), maintenance treatment for
schizophrenia, and treatment of chronic conditions (along with rehabilitation
and counselling}. Each of these schemes specified indicatlons, dosages,
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timing and duration of applications. Thus prescribing of drugs by semiskilled
proefessionals could be made safe and hazards could be aveolded by remaining
bound to a limited set of management technologies.

Deliberately keeping down the number of neurcleptics to a list of only a
few proved much less frustrating than initially anticipated. Much more real
problems were caused by the lack of side-effect correctors. These problens
waere often the result of underdosing for fear of causing hypotension or
movement disorders. Actual extrapyramidal slde-effects were seen only
seldom, Long-active neuroleptics were the only item within the existing
spectrum of antipsychotic agents that would often be unavailable. Otherwise
the selection of drugs suggested by WHO proved adequate and well balanced.

The two anticonvulsants on the essentlal drug list were phenobarbital and
pnenytoin, To contrel grand mal epilepsy satisfactorily with these agents
proved possible in the vast majority of cases.

Amitriptylline and imipramine, the antidepressants for the programme,
together with ECT (applied at the psychiatrie units), worked amazingly well in
depressive illness,

The training for the effective use of psychotrople drugs was puided by
several principles: adherence to simple treatment schedules, securing

complisgnce by modeling patients' expectations, and regarding drugs as a part
of an inteprated approach to the patient.

Assistants, nurses, aildes were trained to prescribe and administer a
limited number of these drugs for clearly defined target conditions in order
to provide psychiatrie tresatment to a large numbey of people in need,
particularly in the rural areas, A national list of essential drugs, defining
the range of drugs to be made avallable at the varjous echelong in the health
services, had to be drawn up. The aims of such a policy were teo facilitate
bulk purchase, and therafore ensure a constant supply at zll levels at a
telatively cheaper price. This approach also simplified the problems of
training at the peripheral level. The trainers could ensure that the training
provided was relevant to subgsequent practice, and that it remained cowmpatible
with the circuomscribed responsibilities of the primary health workers. While
at the dispensary level, a relatively narrow spectrum of psychotrople drugs
was available, at the hospital or psychiatric unit level supply of a wider
range of psychotropic drugs was maintained for the use of specialized
personnel,

As a result, only 2 or 3 drugs required widespread distribution to
peripheral health workers, whereas & or 5 were to be made available at the
health ¢entre, and 14/15 at the hospital or psychiatric unit level. Although
the great majority of patients requiring treatment would be successfully
managed with this restricted range of drugs, the drawback lay in that such a
list prevented the use of some recent drugs which were purported to be more
efficient, with fewer side effects and shorter delays in thevapeutic
activity. Nevertheless, the advantages of & defined limited ranpge of drugs
outweighed the drawbacks.

MENTAL HEALTH EDUCATION OF THE COMMUNITY.

The role of education in enlisting public support and community
participation for the new programme could not be overstressed. Education

campaigns had a tradition in the country and appealed to the public and
leaders alike as a convincing medium of diaslogue resulting in behaviour
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change. At the same time, however, mental health was a highly sensitive
topie, especially, if it is considered that through the mental health
programme organized modern medical care in Tanzanla was making inroads Into a
territory hitherto regarded as a presetve of traditional medicine., It was for
instance ¢common for the freshly recruited Tanzanfan mental health professional
to display excesgsive zeal and lack of tolerance for their fellow countrymen's
superstitious bhellefs about the causes and nature of mental illness, Such an
attitude could hardly, under the circumstances, contribute to the popularity
of the programme.

All this called for caution and careful preparation of an eventual
education ecampaign, A strategy to this end was agreed upon at the programme
headquarters. It outlined the objectives, the approaches and the technologies
in the field of health education as follows.

In view of the WHO consultants' modest familiarity with the Tanzanian
culture it was agreed that the objectives of mental hezalth education sheuld
not he very ambiticus, at least in the beginning, until better knowledge was
accumulated. A reasonable first objective could be the publicity and
information about the new services which implied that a health education
campajign proper should be deferred until the day such services became fully
cperative in a given location.It also meant that in terms of content such
education should roughly be restricted to the target conditions and should
contribute mostly to their identification and reporting by rthe public. A
simple and efficient way to achieve this could be by compiling descriptions of
typlcal presentations of the target conditions In the Tanzanian setting and by
incorporating them in the health education materiale, A full series of such
case vignettes was prepared,

The choice of the above objective also clearly implied that the principal
message that a health education session should always deliver was to encourage
people with problems to bring them to the mental health workers, AllL relevant
Information, therefore, concerning the location, the working hours etc. of the
mental health clinics was to be announced clearly.

With regards to the general approach, the strategy considered it very
important to aveid confrontation with the traditional values and practices In
the course of the campaign, particularly when touching upon issues of
causation and treatment of mental fllmess. This implied that the teaching
materials of varlious kinds and purposes had to be carefully prepared to aveid
provoking unnecessary discussions on this emotionally loaded topic, To this
end a brochure called “The mental health programme explained” was prepared.

It was addressed to the health workers and to all porentisl educators, and
later incotporated in the manual for clinical training and practice, The six
sections of this brochure anticipated {on the basis of a number of discussiona
with the local health workers) the difficult questions likely to be agked of
the health educators and ro suggest answers t¢ them, such as would avoid
clashes with the traditional beliefs. In addition to this, a number of toplcs
such as severe insanity, epilepsy, alcoholism and drug addiction, etc., were
discussed in handouts prepared by the consultants themselves. These handouts
were distributed widely and served as a source of information to the health
educators in the process of preparing their own educational materials.

With regards to the technologies of organizing mental health education, it was
agreed that the programme should utilize existing channels for dissemination
of knowledge in the country, rather than create 1tz own., Within the health
system such channels were the mother ¢hild health c¢linics, the ocoupational,
and the public health services, while outside it the religious hodies and the
educational sector proved to be particularly receptive to the ideas of
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providing & platferm to address the publiec on mental health issues, The
coordination of these activities was taken up by the mental health teams. By
the end of the second year of the programme, mental health eaducation was
already & significant component in the worklead of these teams {n terms of
recruiting educators, selecting appropriate occasions to address the public,
and preparing educational materials.

PFarallel to the described activity at the peripheral level, steps wers
taken to organize and launch a mental health campaign on a natlonal level.

Following consultations within the National Mental Health Programme Group a
decision was takenm to organize a multidisciplinary seminar on mental health

education with the objective to formulate a strategy for such a campaign.

STATISTICAL REPORTING AND MONITORING OF PSYCHIATRIC MORBYDITY AND OF THE
ACTIVITIES QF MENTAL HEALTH TEAMS AND SERVICES

A regular Inflow of basic statistical data comcerning psychiatric
morbidity and the activities of the new services was considered am essential
undertaking of the pilot implementation of the programme in order to answer
some of the erucial questions regarding the adequacy and effectiveness of
patient cave in relation to the ¢ost of the programme and the availability of
resoyrces. This meant that detailed and precise information on morbidity and
the workleoad of the different categories of health staff over specific
intervals of time was required. However, within the scope of the programme,
data collection and simple statistical analysis could be feasible on the
conditions that they did not represent additiena) burden to the health staff
and also that, in order to produce reliable information, they did not imply
the use of sophisticated techniques. The experimental approach adopted is
described below,

A cage register, linking the records of contacts of individual patients
with various services or facilities was the instrument used to obtain a
complete and continuous pilcture of a patient's career through the natwork of
services and also, ro get a composite view of what the services were actually
doing for the geographically defined population,

In the ideal situation, the register serves as a data hank for all the
health personnel in the regiom and this presupposes rapid ¢communicarion of
data between the various facilities and the unit operating the register. In
Tanzania, however, it was first introduced in an experimental form in order to
obtain basic information for plapning and for evaluating the implementation of
change.

The components of the register included:

A count of all cases jdentified in the region, whicdh was kept at the
regional psychiatric uait through a recording system cousisting of (a) an
index book and (b) an alphabetical card system. The index book contained on
its pages a list of consecutive numbers alongside which the names of patients
were written in chronological order following thelr entry into the register
{i.e. their contact with the service),

The alphabetical card system contained the identification data of all the
patients i.e, patients' full name; date or estimated year of birth; sex;
home address or landmark; health facility of the initial contact and the date
of the initial contact; names (and first contact dates) of other facilities
contacted gsubsequently by the patient; patients' register number, based on
continuous numbering of every new case entering the index book thereby
providing the link berween the two systems {(e.g. to aveld double entries),
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A count of all visits (including admissionsz) to the psychiatric unit and
a1l the second echelon facilities was kept through a monthly return form. It
was Introduced to replace the routine recording books and its upkeeping added
very little increase in the worklead. The information collected for each
visit covered : number for month, name, sex, age, source of referral
(pre~coded), psychiatric diagnosis {pre-coded), presence of physical problem,
type of visit (pre-coded), action taken (pre—coded) and index number (see
helow).

Table 6.: Pre—~coded items on the wonthly returp form

Source of referral : Self or relative
Police, local government
Dispensary
Psychiatric unit
Genaral health service

Psychiatric diapnosis

Liat of categories for use with vigite and admissions

Acute psychotic excitement
Chronic psychosis
Epilepsy

Depression

Other emotieonal 1llness
Mental retardation

Other

-
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List of catepories for use with discharges

Schizophrenia, acute
Schizophrenia, non-acute
Mania

Depression

Acute transient psychosis
Organic psychosis
Psychosis non~specified
Epilepsy

Common emotional 1linesgs
10. Mental retardation

11. Other

Y .

+
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Type of visit ; Out-patient
Admissian
Discharge
(Follow-up)
Action taken i No treatment
T Treatment given
Sant for treatment elsewhere

In a separate section of the monthly return form additional identification
data for the new patients were entered thus enabling these cases, fidentified
at the second echelon facilities, also te be reported at the units where thelr
names would be entered into the index book and the corresponding index numbers
would be sent back to the health workers with whom the case notes of the
patient would remain,







