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INTRODUCTION

An Advisory Croup on the Development of Guidelines for Mental health Policy Formulation
met at the World Health Organization (WHO) Collaborating Centre for Research and Training im
Mental Health, Douglas Hospital Centre, Moatreal, Canada, on Nevember 10, 11, and 12, 1986.
This document was developed from the report of that meeting. This group dealt primarily
with the provision of services for the mentally ili, although a few other aspects were
touched upon and have been Included briefly in this document. More particularly, the group
spent time discussing the promction of mentsl health in order to put the care of the mentally
11 iInte a broader mental health context. The subject of mental health promotion is
therefore included as approprizte.

Thirteen participants, representing seven countries coming from the African, american,
European and South—East Asian Regions of the World Health Organfzation as well as three
invited guests {(a list of participants is given in Annex 1), reviewed the complex issue of
mental health policy formulatiom by studying current mental health carve delivery systems and
their supporting legislation or polieles inm a broad range of local, regional, and natlonal
settings. ©n this basis, the group attempted to identify key conceptual issues important in
the formulation of a mental health poliey and to report them here. The endeaver has not been
to produce a draft universal mental health policy ner a formula for one. Rather, the gozl
has focussed on an objective of UWHO's seventh general programme of work dealing with the
protection and promotion of mental health: to develop methods and material which will
facilitate mental health policy formulation especially in relation to that part of the
programme dealing with mental disorders.

Dr Gaston F. Harnois, Director CGeperal of the Montreal W.H.Q. Collaberating Ueutre, was
elected Chajirman, Dr John Orley, Senior Medical Officer, WHO Geneva, was elected Vicer

Chairwanm, and DBr Terremce 3. Callanan, acted as Rapporteur with !iss Nicele Germain as
Co=Rapporteur.

The formulation of public policy is a dynamic and coemplex process. Hoclal, political,
and economic realities must be recognized in the formulation of policies at local, regional,
and national levels. A stated policy becomes a reflection of the community itseli in Cerms
of its ethical, meral, and legal tome. Throughout the meeting, the orientation wss towards
the support of individual rights, the generzl promotion of mental health, and the impovtance
of locating mental health services in the coumunity. These themes recur frequently in this
report and the Advisory OCroup recommended that they should be considered central in the
preparation of all mental healtlh policies.
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MENTAL HEALTH POLICY FORMULATTON:

CHALLENGES AND OPFORTUNITIES

The concept of mental health encompasses the notien of the optimum development and
fFunctioning of the individual allowing the realization of aspirations and satisfaetion of
needs as well ss the ability to change or cope with the environment within the context of
Famity, ecultural, social, and community paramcters. Mental health js an integral compunant
ol health in general but its promotion extends beyond the health field. Health is not just
the abscnee of discase, hut is a state of physical, mental, and social weli-beinp,. Clearly,
we have no reasen to think that mental well-being is less important than physical. Indeed, s
well developed mental life iz what distinguishes human beings from other life forms, and
attention te this aspect of our lives must ot be igaored, Yat, the prometion of mental
well=being as an autonomous gosl and as & constituent of health, the treatment ol mental
disorders, and their prevention are components of health related activities that have not
beer given due importance in health pelicy formulation.

It is important that governments draft full-fledped mental health policies that indicate
the objectlives that are belin; sought, both in the short and long terms. buch policies must
ldentify ressonably attainable goals within existing resources, establish priorities for
programme development towards these goals, provide an fdentificaticn of those responsible for
their achievement, and contain methods of asscssmant of progress towards the stated goals.

Mental health and well=being tiust be seen as a broad concept and its promotion considered
of prime importance. IL is not confined to the activities of health care professionala, but
Involves community groups, educators, social services, the legal profession, families, and
others. The Formulation of a mental health policy must be done within the context of overall
government pelicy and, in particular, general health policy. $till, it must remain focused
and have {ts own clear orientaticn within a general health pelicy. To consider thils, one
might review the objective of HEALTH FOR ALL BY THE YEAR 2000 by considering each of the
components of this objective.

H.F.A. 2000

“"Health”

Health aectivities dimply curative services, rehabilitatiou, preventicen, and health
promotion activities. Most health resourges go into corative activities, a c¢certain amount
goes inle prevention amd rehabilitation, but very little into promotion. Mostly, resources
are spent on the identified sick. People will usually spend money once sick, and insurance
piyments are usually only paid once people are identified as sick in order Lo make them
well., At times, some funds are made availahle for prevention in healthy populations,  bat
very llttle is spent In actually improving the quality of life of those not neceasarily
ldentified as sick, or improving the quality of life of those who are sick in ways other than
Just directly treating their illnesses.

"For All"

The netion of "health [or all” is often misunderstood. Much health development aclivity
in the past was put into promoting centres of excellence which, it was hoped, would be
replicated sufficiently in order thalt a whole country would eventually benefit. The
resources requived for such excellence, however, could never be made generally available
within the short~term, and often not even in the long=tern. The resuit was that pood

-
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services became available for a very small percentage of the population, usually for those
living in the cities. The notion of providing health for all, therefore, encompesses the
idea that we must plan now for preoviding a range of gervices that can be available for all in
the relatively short term. When pilot schemes are started they should be in a f{orw in which
the resources reguired would allow them to bha applied throughout a country once demonstrated
as successful.

The Year “2000"

A target date of the vear 2000 is alse included within this objective, Targets need to be
formulated which can be reached within the foreseeable future. The targets should noet be of
a kind which requircs a period of national prosperity or some hoped for increase in resources
during the 2ist c¢entury, They should be attainable within the existing resources of a
country and thus a date is sef which ties us to the present. The targecs will wvary from
country to country, and, in some, may only include a basic minimum which should be
universally achieved. Thisz will include, for instance, the universal availability of clean
water, adequate sanitstion, or a system which will allow wvirtually all children to be
immunized. It is imperative within this te formulate also some basic mental health
cbjectives, be they to do with treatment of wmental diseages or the carrvying out of mental
health promotion.

PRIMARY HEALTH CARE

To achieve Hsalth For ALl By The Year 2000, the wember states of W.H.0. have agreed on a
strategy of primary health care. This does not just refer to a level of care, but alse to a
whole system of care, and, indeed, an underlying philosophy for care., It implies that we put
emphasis on activities at the primary level. This is the level of first contaet with the
formal health system, and, indeed, before that, at the level of the individual, the family,

and the community. Primary health care requires the provision of appropriate technelegy for
people to look after their own health, as well ag for the relevant levels of health workers

to provide care or carry out health promcting activities,

Primary health care requires community invelvement in the process of health care. This
will include the identification of health needs to which health services can respond, as well
ag community involvement in the response to those needs. This response should include
gself~care and the encouragement of mnutual-aid groups. The rele of health professionals
should be fo previde guldance and support to theose who bear the day te day responsibilicies
foer care. A self—care and mutual aid suppeort policy is net intended to shift the vesponsi-
bility from the stete to individuals, or to blame Individuale for their own misfortume: it
is simply a recognition of a reality that has always existed. Individuals and their families
already carry out most of the care provided in times of illness. They need help to do this
more effectively.

Community involvement is not just a question of people finding resources to pay health
care providers to look after them. The resources rather should be used to suppert them in
their own health care and health promoting activities. There should be ne guestion of the
gtate abrogating its health care responsibilities, but neither should there be a question of
pecple abrogating their own duties in this respect. Although the community, ingluding the
state, should be ready teo help those in need, people should not feel that it does net matier
how they behave because the system has the ability to look after them regardless of the
CONSEqUENCEes.

%elf-care and wmutwal—aid groups should not be seen as strategies for the state to save
money. Indeed, the promotion and support of this may take up considerable xesources. The
strategy should be advocated because this is a wore effeclive method of care and will lead to
an enhancement of health.
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Primary tealth care should not be a separate system of care runnlng parallel to other
forms of service delivery. For primary health care, the whole system of lLeallb care should
have as its orientation the support of care given at the primary level with the goal of
achieving health for all. The focus of care in such a system is thus the community, and not
the institution. Hospitals and specialized health professionals will be necded, bhut  the
focus of their activities must be one of support to action at the conmunity level. This does
not mean just taking referrals, it means support, supervisfon, and training for those working
within the community. lospitals do not become redundant when a system of primary health care
is introduced, but rather lLecome integrated into a hroader therapeutie system with highly
diversified care arrangements.

THE EFFORT SFECTRUM IN MENTAL HEALTH

There is a broad spectrum of activities in the mental health field that may Dbe
identified, ranging from cure of disease to promotion of wmental health. These activitics can
be concuptualized as a frontier of efforts dealing with a range of overlapping tarpets in the
mgntal health field. This spectrum of activities includes the following:

Cure - This is wvhore the complete termination of mental disorders and the returnin, of the
individual to normal health is sought. This end of Lhe spectrum typifies the traditional
medical model though it is rarely achieved in mental illness, except for theose in which there
is a mainly organic etiolegy (for exauple, some vitamin deficiencies).

Care = These activities foecus on the reduction of discomfort and dizabllity ruther than
cure. Buch an aetivity characterizes the treatment of meatal disorders where symptoms  and
their disturbing qualities are mitigated and the iadividusl returned to acceprable levels of
social functioning. Disability is reduced or eliminated, and the issue of cure 1s generally
not addressed.  Improvement is the hallmark of progress.

Rehabilitation - Activities in this area =im hoth at maximizing the opportunities of the
todividual for recovery, and attemnpt to minimize the disabling effects of c¢hronle
conditinns, Frequently, this requires manipulation of the eavironment at individual, fawily,
or community levels. The fnborn natural healing processes ip the individual are tostered,
and environmental changes can be aimed at minimizing the effects of any impairment brought
abeut by illness.

frophylaxis - The prevention nof relapse in recovered persons 1t  the primary focus of
activity at this level. As an example here would he the recent evolution of the coneapt of
expressed emotion as a clinical construct with predictive value in the relapse rate of
individuals suffering from schizophrenia.

Frimary Preventien - Tnis effort is aimed at the prevention of {irst occurronces of
illnecss. It invelves three main notiong; the reduction of eénvironmental hazards and
atresses, Lhe development of support systems and other resources, and Che development of
coping or managing abilitles.

Mental Health Promotion - This is a broad concept aimed at enhancing mental health through
integrated actions at different levels of activity that ipnfluence health, and the factors
that influence health. The activities here include prevention, but are breoader and deeper so
as to Include blolegical, cnvirommental health, and sociolopical issucs. It provides a
possible source of coriteria from which agrecd wpoen priorities can be established, and
activities across the entire effort spectrum in mental health can be monilored.

A clear understanding of the range of activities encompassed by the Effort Spectrum in

Mental liealth can serve as a conceptual guideline in the formulation 0f mental health
policies. The range of activities, from Lure, on one hand, to Mentg}_ﬁealtu_PrUmctin gn the
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other, as well as a clear identification of the range of problems, challenges, and needs
within the compenents of the spectrum ¢cam help clarify the relationships and priorities of
the individual activities, and their respective importance in helping a country more realis—
tically towards its idesl model of service in the mental healitl field.

FACTORS INFLUENCING MENTAL HEALTH POLICY

A nation's mental health policy is commonly established withim 2 complex body of health,
welfare, and general social policies. The mental health field will be affected by many
pelicies, standards, and philosophies not necessarily directly related to mental health.
These policies may set the framework for the delivery of mental health services by defining a
country's stand on personal liberties, and the protection of incompetent persons. Similarly,
various policy areas determine the nature of the psychiatric patient's communitly support
services, retraining, resocialization, and economic welfare programmes.

Other policies may determine practices and approaches to specific target groups such as
the young, the elderly, the handicapped, wvictims of crime, offenders, as well as many
others. Some of these groups, and certain activities, may require special consideration in
the formulatien of a mental health policy. Attention must be paid to the needs of special
groups, 25 well as to the influence which activities in other sectors may have on the mental
health field., AlL pelicies should ensure that all government activities contribute to (not
detract from) mental health. To maximize the positive eifecets, the formulating of a mental
health policy must consider the social and physical enviromment in which people live, and
inter=sectorial collaboration t¢ ©benefit fruom education programmes, health and welfare
pelicies, empleoyment pelicies, city planning and municipal sgervices, the maintenance of law
and order, and policies addressing the young or the old., In order to facilitate suck an
inter—sectorial collaboration, each country should establish, at a senior ministerial or
depa;tmental level, an administrative post to give focus to the coordination and poteatial
integration of activities and policies affecting mental health and mental health promotion
within the general health services, as well as with other sectors of governmental and non-
govermmental crganlzations.

THE UNDERLYING VALUES FOR MENTAL HEALTH

Underlying any mental health policy will be certain values which should be made
explicit, Uppermost should be the value placed on psychological well-being, the enharcenent
of which will underlie mental health promotion activities. Ancther underlying principle will
be the concern for the mentally ill, with an acceptance that Interventions on their behalf
must be the least restrictive and least intrusive that are reasonably available and likely teo
be effective, A balance is pursued hetween the rights ¢f those identified as ill and the
needs and resources of their families, and of the communities in which they live, This
balance will vary from gulture to culture, bub there should bea predominance given to the
rights of patients.

For mental health care, as already discussed for health care in general, the individual
and the community should have the oppertunity te contribute gigondficantly to determining
policy, and apprepriate mechanisms should be available for people to express their opiniouns.
Activities intended Lo enhancement well-beipng should arise from & consensus between the
citizens and those working in the mental health field, and must be acceptable to the
population in ovder that they can be carried forward through maximum participation of the
comnunity. The goal of wmental well-being cannot be achileved without such participation which
may require the szssessment of community sttitudesz towards mencel illness and the possible
Introduction of appropriate awareness programnes,
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Most countrias have sone form of fnstitutlonal care for the mentally ill. Most have also
termulated some kind of intention Lo wmove towards a community orientation, elther through an
identificd community mental health service, or by integration within the general health care
system. Ihe extent to which any country or comiunity has moved towards community-based care
will vary depending on the resources available and on how the situation has developed up till
now.

Similarly, whereas all countries accept that the promotion of mental health falls withlnp
the scope of lepitimate health activities, the extent to which any country carries this out,
or has even formulated a plan to do so, will vary, While ideal models of coumunity=based
mental health services may exist with emphasis on mental health promotion in additlon to the
treatment and prevention of mental disease, the extent to which any country ig achieving this
will again vary according to resources available and the investment 1n the status quo which
often favours instltution—based services.

1f, however, the vision of a society of mentally healthy persomns is Lo be achieved, the
abjectlves must be realistically formulated. This will involve setting out the direction ia
which people wmust ge, and giving an indication of who has what responsibilities on this
Journey, It will necd careful reviews all along the route to make svre that the travellers
are =till on course, with a readiness to chanpe direction when this appears necessary. It
will require the participaticn of everyone, with an acceptance that the goal of perfect
mental health will never be reached, but that the struggle to achieve it must never be given
up.

1SS5UES EMERGING FROM A REVIEW OF NATIONAL SITUATIONS

The group reviewed the activities of 23 national, svbnational, and regional endeavors in
the fiald of mental health care delivery, as well as the activitieg of several other working
groups dealing with wmental health policy and mental health promotion (see Anncx 2).

Emerping from this review were a number of ley issues which warrant copsideration in the
process  of  formulating a mental health policy. Despite the dissimilarities between
countries, regions, and specific populations within Individeual communities, thege issues are
#t Lhe hearl of new patterns of gervice and initiatives in the field of mental healtl care
and, as such, should be considered within the overall priorities and needs of all regions in
the process of formulating 2 mental heslth policy.

ALTERNATIVES TO INSTITUTIONAL CARE

alchough there are differences observed in the stage of development of mental health
services in the various countries and regions under review, there is coansiderable agreewment
with respect to Lhe need for the development of a comprebensive community—orlented mental
health care policy as an alternative to the historically prevailing pattera of conventional
psychiatric hosplitalization.

The role of psychiatric hespitals nust be defined in the overall array of services needed
for the treatment of mental {llness, and the promotien of mental health. Services should be
community—based and should be comprehensive In the sense that they provide s range of
facilitiecs differentiated teo meet the meatal health necds of the population at large, as well
as of special risk groups.

A comprehensive mental health peolicy should, in particular, promote community care, and
redirect functiocns of hespitals mainly to diagnosis and active treatment In emergency
situations, for conditions requiring prolonged active care, and for those patients who caunot
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give enlightened consent to the administration of their eare when their condition way
endanger themselves or others. Simultaneously, oversized psychiatric institutiens should be

reduced, while inecreasing the diversification of services provided in general hespitals and
comuunity centres, and developing alternativeg to hogpitalization that are community-baced
and which deo net cut patients off from society.

DECENTRALIZATION/REGIONALIZATION

A key concept in the planning and delivery of mental health services emerging in recent
years has been that of the sector or catchment arvea, This requires the designation of
precise geographical spheres of responsibility for mental health gervices, and necegsitates
the creation of facilities for defined popularions, small enough to allow most patients to be
treated within easy traveling dicstance of their homes. The development of such an appreach
iz felt to he best gsuited to the real needs of patients, their families, and their
communities. The definition of a catchment area or of sectors however shouid not imply the
dominztlon of an Institution over that populalion. Rather, the institution, if it exists at
all, should be just one of a variety of mental health facilities whicli serve that population.

The transition from adopring a zome or catchment approach to the creation of comaunity
based programmes often proceeds slowly; however, it may be an important element in the
creation of coherent communitv-based services. In couniriles or regions of countries where
services are in transition, and in countries where services are being newly crestec and where
comprehensive services and programmes by catchment areas are not yet possible, a degree of
sactorization can allow the development of more rational patterns of care, more efficient use
of resources, and the developament of community alternatives to institutional care.

COMMUNITY PARTICIPATION AND ATTITUDES

Comprehensive mental health promection programmes and mental health care services within
comnunity-based programmes will never be provided by health services alone, nor by the
community alone, Effective programmes and policiegs must be developed on the basis of a
consensus with respect to needs identified bath by those responsible for services and policy,
and the members of the communities they are meant to serve. Prevailing comnunity attitudes
towards mental i1llness and the mentally ill must &lsc be taken into account. This will help
ensure that policies and services respond to the specific needs of different regions and to
the different needs of individual groups within & community. All parties should be taken
intg account and a clear comsensus will assist in providing a sound beginning point.

COMMUNITY SUPPORT MODELS

4 community support wmodel is defined as an organized network of caring and responsible
people commitbed to assisting a vulperable populatieon to meet their needs and develop their
petentials witheut belap unnecessarily isolated or execluded from the community. Such a medel
recognizes that traditional wmwental health services alone are net  enough. The concept
includes the entire array of services, support, and cpportunities needed by individuals in
ordetr to fupetion within the communitv, including services to address basic human needs and
rehakilitative services. The community support meodel is not based upon any one model but
rather draws upon elements of the medical mnodel, rehabilitatrion model, and socisal support
model in an attempt to consider the comprehensive needs of persons living with long term
mental illnesses, Most policy wmakers and experts have agreed that such proyrammes, combined
with a thorough communiiy-based orientation, can assure services whlch will meet the needs of
all comaunity groups, including widely dispersed populations.
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INTEGRATION AND COORDINATION

An effective mental health pelicy will be integrated into a country's or regleon's overall
general health poliecy und will designate individuals responsible for implementatlion snd
coordination of services. At the governmental level, 1t is vitsl that all of a government's
policies be reviewed to insure Lhey enhance mental health, Ar  the community level,
responsihlie Individuals can ensure the optimum use of existing resources and help establish
priovities in creating new programmes rtesponding to unansWered noeeds, Administrative
coordinators or coordinating groups should be established as appropriate at national, state,
and regional levels, with a specific mandate to ensure the exchange of Information and teo
facilitate the planning, budgeting, ifmplewentation, and evaluation of mental health oriented
programues. The terms of reference of such groups and individuals should be Formulated
through governmental decisious and be a component of the mental health policy itself.

BASIS FOR POLICY FORMULATION

RESPONSIBILITY FOR MENTAL HEALTH POLICY

The [irst step in the elaborstion of a region's or country's mental health policy is the
identificarion, by the government, of those responsible for rthe formulation of the policy
itself. An iadividual or pgroup, under the respousibility of the ministry or department of
health, should be designated, and the necessary resources made available. Those producing a
draft policy should be mandated to outling the basic orientation of the wmental health sector
and to define as clearly as possible what choices must be made by pgovernment inm the field.
The mandate should further reguire the inclusion of recommended approaches for intervention,
examine how te insure that services are appropriate to the mental health uneeds of the
papulation, and be based upon a consensus among the various parties concerned. Finally,
while perhaps uyltimately outlining an id¢al nodel for mental health care and mental health
promotion within the policy statement, a description of priorities, based upon identified
nesds taking into account available resources, should also be included, These issues have
been further deslt with in other recent WHO documents pertaining to Natiomal Mental Health
Frogrammes (see selected references).

THE NEED FOR INFQRMATION

The fermulation of a policy must be based upon factual, reliable iufurmation concerning
the community, its existing resources, mental health Indicators, and so=called "state of the
art” dnformation from a number of domains related to the mental health field.

Demographic and epidemiological data: Wide consultation shouid be sought in an attempt to
clearly didentify the risk factors and cthe epidemiclogic, socio—economic, and cultural
characteristics of the people to be served by the mental health policy. 10 the exlant
possible, measurements of the level of mental health problems in the ¢ommunities and reglons
to he served should be carried out. Where necessary, existing instruments should be adapted,
ftandardized, and used in accordance with gound research principles. Alternatively, the use
of sound academically wvalid data from similar c¢ommunities can be sought as a general
guideline for defining the parameters of the services to be recommended within the context ot
the policy.




WHO/MNH/POL. 87.10
page 9

Existing resources:? A thorough survey of existing rescurces and structures within
compunities and regions shoulé be carvied out, along with a critical analysis of the extent

to which they are fulfilling the defined need. This survey should be comprehensive and, in
additlon to reviewing traditional mental health care delivery services, must include a revieaw
of all services that might affect or assist in promoting mental health in a fully integrated
and funectional mental health system.

State of the arvt information: Wide consultation among experts in many fields should be
conducted in order to ensure the formuwlation of a contemporary and manageable policy for the
country and regions to bhe served by the poliey. Issues relating to the definition of mental
health, the effiecacy of interventions with respect to preventiocn, Ctreatment, and rehabili=-
tation within the mental health field, the needs eof special groups, and the experiences of
other countries and policy groups will he needed. It will be important to identify
indicators that can serve as an index of the mental health of the population, for exawple,
the crime rate, incidence of c¢hild abuse, drug and alcobol abuse, the availability of
lousing, the incidence of divorce and measures of a sense of well=being of a population are
all as important as the incidence of mental health or the number of acute care beds.

Evaluation and Besearch; A good and comprehensive pelicy will take into account the need
for periedic review of the policy, will allow for continuation, modification, expansion, orv
elimination of programmes implemented on the basis of the policy. It should incorporate
nhjectives as well as methodeclogies for measuring success or failure, and failures should be
identifiable. At this level, inter=community, inter~regional, and internaticnal cooperation
ig important to allow the Imstitution of common methodologies leading to the compilation of
comparable national summaries of epidewmiclogic data relating to the mental health field.
Specific research should be recommended for the evaluation of all programmes and ongoing
review of the policy itself,

POLICY AND LEGISLATION

There can be difficulties in the implementation of mental health policies when legislia-—
tion ipn the field of mental health has not been integrated with general health sarvices
legislation and policies or is incoagruent with exdisting policies, Most ¢ountries of the
world have lepislation dealing wich the severely mentally 111; however, the drafting of a
full-fledged mental health policy, as is belng digcusged here, 1s not yet common praciice.
Nevertheless, various sub—fields can often be distinguished within pgeneral health care and
othey social policies, and there can be ewpress legislation on mental health care, all of
which affect and reflect a country's attitude and approach to mental health. Divergent laws,
policies, and persous or bodies who formulate or implement these, especially isolated
official departments in charge of various aspects of enforcement, must all be harmonized for
any effective plan for the promotion of mental health. Basic issues with respect to the neecd
for legislation include the initisl presumption of whetlher or not ir should be used, and the
various risks and benefits involved in its use or non—usae. These must be considered within
cach jurisdiction considering the mechanisus for formulating and implementing a wental health
poiicy. The following sections summarize the discussions of the Advisory Group with respect
to a number of aspects of legislation dealing with healeh care policy formularion and imple-
mentation, and some key points pertaining to legislation dealing with weatal health services.

INTERRELATIONSHIPS IN POLICY FORMULATION

A mental health peolicy will be country—specific in content and implementation. All
health care policies of & country must be related to its needs, demands and resources, and
should contain stared priorities as to the reasonable gxpectations for servicing in lipht of
avalilable resources. .
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In the formulation of mental health policies, the structure of governmental responsi-
bility in a centralized government or in a2 federal government must be considered, In central
government structures, the primary responsibility will be at the natienal level for both
operation and funding support. In a federal government structure, primary responsibility for
mental health policy may be placed at the sub~federal (e.g., state or provincial) level, with
gome funding support from the federal lewel.

In most countries, mental health services are operationally a part of the linistry or
Department of Health. Therefore, a major portion of mental health policy formulation aud
implementation wlll be interrelated with general health policy. This Interrvelatiomship is
founded wpon the principle that the personzl mental health of people capnot be diverced from

their overall health. Health, as opposed to illness, is a unitary concept of personal
well-being and achlievewent or fulfillment of life poals.

Interrelationship of mental health policy with general health policy 15 important but,
the development of a meantal health policy, especially one focussing on wental health
promotion, must be broader in scope, that ig, relate to more than health matters alene.
These other matters should include consideration of the relevauce to mental health of
policies affecting education, the police and criminal justice system, soclal welfare,
environmental and weork-place matters, as well as those affecting identified groups such as
immigrants, the young, the elderly, substance abusers and others.

In some countries (or sub-national jurisdictions), there may be considerations of mental
health policy related to separate departments of mental health or to separately opetrated
community mental health services. In general, however, most countries (and sub=national
jurisdictions) will formulate 2 mental health policy apd operate mental health services,
especially at the community level of primary care, in conjunction with other health and
social welfare services.

LEGISLATIVE FRAMEWORE FOR MENTAL HEALTH POLICY

Legislation may fulfill multiple roles in any given soclety or legal system while
providing the framework for mental health policies as well as other social policies. The
role may be tyg serve as & declaration of policy, as a statement of principle, as s soclal
ideal, ot to create and promote social values, In doing so, such legiglation will reflect a
society's cthical tone, its comsensual values, and, as well, symbolize bheth spoken and
unspoken soeial attitudes. In nature and content, the legislation may be directive,
permigsive, prohibitive,or promotive of certain conducts, and can utilize substantive
principles or procedural safepuards to govern relevant matters such as respect for individual
rights or provision of {reatment services.

Rights enshrined in legislation may have either positive or negative content. “Positive
content” legal rights {include those of access to health care and can be based on
international legal instruments, [or instance, the Universal Declaration of Human Rights, or

national or reglonal laws. “Negative content” legal riphts include rights against wrongful
discrimination in being denied treatment. These latter rights are important rights when
resources are avallable but aceess is refused. A right to treatment is only neaningful when
treatment is available; however, if treatment is available, legislation will often determine
whether or nmet there is a right Lo it. When treatment 1is not available, the former rights
are critical. They will determine whether a health care system, for instance, has a duty to
malke it available. Whatever its stated purpose and approach, the existing legislation of s
country, in the field of health care and mental health care, must be taken into consideration
when formulating a mental health policy and revising the framework within which all health
care policies will exist,
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A MODEL FOR MENTAL HEALTH POLICY

A basic model can be sugpested for the structure of & system of legislation to supportk
mental health peolicy formulation and implementcation.

The essential zsreas for such legislation are as follows:

Area 1.

Mental Health Policy

The establishing of & national policy with clear objectives to ke achicved in regarc
ko improving and promoting people’'s mental health.

Authority to Operate a National Mental Health Programme

The designating of the proper agency (or commission, or wministry, etc.) with
authority for planning and carvrying out the national policy on mental healch,

Budgetary Authority

The establishing of budgetary pelicy and continuing fiscal support for the nmental
health programme.

Operational Btructure
The providing of adequate strructure and detail abeout the operation of the national
policy and programme on mental health to allew administrators to follow and to

implement the policy and building in accountability and evalualiou processes.

Regearch and Trainming in Mental Health

The providing of financial and operaticnal support for rescarch at adeguate levels in
regard to national mental health policy objectives, and other sspects of the national
mental health programme, and finanecial and eperational suppert for the training, and
education of new mental health personnel.

Assurance of Access to Mental Health Services

The setting of a national policy of equitable, non—discriminatory ac¢ess teo mental
health services provided within the sational programie,

Protection of Individuals

The serting of a national policy of protecticon by lawv (throuph the courts, special
mental health tribunals, etc.) to complement the general law in this area in tegsard
to personal rights, welfare, property, and dignity of the wmentally il1l and retarded
and other patients and clients of the national prograume. Special laws may have to
be adopted to protect this group where remedies or solulions under the gencral law
are inadeguate for this purpose.

Minimum Standards for Mental Health Manpower and Resources
The establishing of minimum standards (in such detzil as deemed necessary and

desirable) for mental health nmanpower and respurces within the overall national
policies for digtribution of health programme rescurces.
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Area 9, Regulation ¢f Therapeutic Drugs and other Treatment Methods; Control of
Dangercous Drugs in Programmes of Drug and Alcohol Dependence Control, Prevention
and Treatment

The regulating of the gquality, supply, and distributien of therapeutic urugs lor Lhe
treatment of mental {illness; the regulating and setting of standards for treatment
metheds; the repulating of “controlled substances” or “dangerous drugs”  within Lhe
national programmes of drug ard aleohol dependence coutrol, prevention, and treab—
mont . The ecxtent toe which alecohiol and drug policics ghould be included within
policies concerned with the mentally ill will need tfo be decided within each Jurls-
diction, Guidance related to the forwulation of such policies are piven in separate
WHO publications and documents om alcohol policles and drug policies (see selected
refarances),

Area 10. Delegation of Regulatory Powers

The delegating of authority, urder specific legislative guidelines, to povernmental
agencies Lo adopt adminfstrative regulations, decrees, and other Instruments for
Further implementatien of the natienal pulicy on mental health programes.,

PATIENTS' RIGHTS AND RESPONSIBILITIES

Contemporary with the cvolution of medical science fu recent years has Leen Che capatity
of ioterventions in the wmental health field both te confer benefits and to produce
deleterious results much as complications of treatment. With this chanpge Las cowe a3 new
perception of patients' rights and responsibilities.The concept of patients' responsibilities
is a recent development. It is concermed with supporting patients lo usc optinally the fuman
and fipancial resources to which they have a right of access, to be reasonable in conpllance
ot non—compliance with treatment directives, aud to bLe responsible, in & reasonabic faszhion,
in maintajining their health or treatment gains. This concept is an cmerging one apd will be
the facus of greater debate and discussion in time to come. Scmewhat jreater attention las
been paid to the concept of patients' rights.

One can envisage a spectrum in relation to patients' rights from one ecno—point of pure
paternalism with the patieat having no personal decision-making power (for example, informed
consent to creatment is not needed, or & competent person's refusal of necessary treatment g
nol  respected), Lo the other enmd-point of a highly egalitarian hecalth care professional
client relationsnip, which receognizes absolutse rights of self-determination on the patient's
pacrt. The end-points of thie same continuum car also he characterized as moving from giving
absolute priority te patients’ needs {(pure paternalism) to giving absclute priority to their
rights. 1t iz when a given patient’s needs and riphls conflict that one wust deternine where
the balance is L¢ be struck onm this continuum. Every country should determine where 1itu
approach to patients' rights, as exhibited in legislation or other law, falls on this
continuum, and decide whether this is an zcgeptable balamcs. It peeds to Le acled tnat each
right ol a person can be placed on this continuum and the same "balance point” will not
necessarily be chosen im relation te Jifferent rights and almoest cerlainly will net ba.
Further, the "balance peint” chosen for any given right can change both from time to time and
with different circumstances, and wmay even change with different patients although  the
civcumstances are otherwise jdentical.

Rightas to Treatment - Allocation of Resources

Rights tu treatment must be considered within the context of =g country's available
resources.  The nature of a ceuntry's legislation will establish the framework for patients’
vights and these rights may exist as implied legal rights, moral rights, and politically-
hased claims of access to care,
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A right can be said to be implied when it ig the necessary consequence of an agreement, 2

iaw or & governmental act or of & mandate. Thus, when a government sets up 2 heslth care
system, it cowld in certain circumstances be considered as assuming the responsibility to
pravide health care in the coomunity concerned, Because the government has assumed this

legal responsibility, or has at least given the community reasen to believe that it has, it
may be required to provide vnecessary health care to persons who rely on the apparent availa-
bility of health ecare services, giving up the possibilities that they previously had of
obtaining such services from other seurces. Through reasoning of this kind, courts in soune
countries may recognize duties to provide health care and, correlatively, rights of indivi-
duals to have carc provided.

Moral rights can also form the basis of a claim to healfrh care. ihese can bLe converted
into "natural obligations” and, thence, to legal rights in some legal systems., But, even if
one seeks to rely only on a moral ripht, there may be relevant distincticns. hot all moeral
rights are of the samc strength. Avoldance of harm (for exanple, relief of suffering) is a
stronger moral claim, in general, than conferment of s benefir, However, the distinction
between avoiding harm and conferring benefit cam sometimes be more a matfer of semantics than
reality.

A ¢laim to health promotion may be a claim to conferment of a benefit. This may be
perceived as being a weaker imperative than a claim to relief or avoidance of harm. Indivi-
duals may personslly identify more with illness and the need to respond to 1t, than with
health premoticn, whieh weans that they may be more willing to allocate resources in the
former c¢ase. Moreover, reactions of compagsion may be wore stimulated by bein; presented
with illness and suffering than simply by being asked to promote health. In other words,
persons may be mere inclimed to act to avoid or ameliorate harm, than t¢o confer a benefic.
Such faetors need to be kept in nind in choosing the language in which mental health legis-
latien is framed, if it is to be of maximum efficiency.

Politically based claims of access to mental health care are also relevant. These can
range from the keeping of election pfom15es, te beling concerned Lo =et a hipgh ethieal tone ot
the society. It 1s often said that such & tone can best be judged by how a society treats
itas weakest and most in need members.

Decision-making concerning allocation of medical resources may occur alb governmental,
institutional and individusal levels, Different prineiples can apply to govern declsionmaking
at each of these different levels. For instance, utilitavianism and efticiency may be
acceptable principles to apply to decilsion=making at = governmental level, but are definitely
not acceptable at an individual level when to do so would harw the individual towards whow
the physiecian has an obligation of perscnal care.

Parients? Rights — The Mental Health Contexr

It is always necessary to consider a berson as an individual and to respect patieats’
rights. However, patlents zre also part of family and community networks and maintenance of
these can be crucial to both the wental and bhysical well-being of the patient, There is a
difference between maintaining a network for its own sake and maintaining it a5 necessary for
the individual patient. To do the latter ig to give priority to the individual's needs and
vights and 15 pot in confliet with his or her best interests,

“Liberty and security” of the person are respected thraugh recognition of rights to
autonomy, self-determination and inviolability. The legal mechanism used to implement these
rights in the health care context is that of requiring iaformed consent and intorwed refusal
of treatment. Informed consent means that the patient must be given all material information
concerning consequences,risks and benefits of the proposed treatment and its alternacives,
including no treatment at all, and must freely consent to or refuse the treatment, that is,
be free of cogerecion, duress or undue influence.
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In order to give informed consent, persons wust zlse bhe competent. Findings of
incompetence can be used as a subtle mechanism for social contrel, because incompetent
pergonz' decisions can he overridden. The legal definition of cempetence is related to
understanding, that 4s, cognitive mental functioning. Tf & person can understand the
information vpecessary to give informed congeni, he or she I1s competent. This definition can
cause problems when a person is cognitively competent, but very emotionally disturbed. Such
cases nead great care in order neither to abuse the patient of his or her rights nor Lo
nepglect him or her by failing to fulfil needs.

When a person is incompetent, declsion—making must be undertaken on his or her helalf.
The basis for this decislon—making can be the patient's "best interests”™ or “substituted
judpgemenl”, in situations in which the patient's wishes regarding treatment were expressed
before he or she became incompetent and are known.

It is alsc important teo determing whe decides feor an Incompetent patient. Members ol the
family are not always Lthe most appropriate persons. New legal mechanisms relevant in this
regard Include the “durable power of attorney”, in which a patient, while coupetent, sclects
and appoluts a person Lo make decisions, should he or she become incompetent,

Taveluntary hospitalization ralses majer and far-reaching Iegal and ethical issues and
concerns. Respect for a person’s rights hag to be balanced with reasonable protection of the
person himself or herself and others. Danperousness is o clear basis on  which such
confinement is allowed, ag is protection of the person's life or heaith when cthis Iz
{mminently threatened in a serious manner. Procedural controls are very important in this
ares and have become stringent and sophisticated. Further, because legislation alloewing
involuntary hogpitalization is a rare infringement of liberiy aliowing iIncarceration outside
the criminal context, it must be narrowly inteppreted.

Rights againzst “wrengful discrimination” and eights to equality before the law are also
important legal mechanisms In protecting the rights of patients in a mental health care
context.

The medical relatlonship is an unuswal mixture of a relationship between intinmates, which
is usually governed extra—legally, and between strangers, which is often governed by law.
For this reason, it presents many challenges in achieving a proper balance of respect for
rights and response to neceds. Above all, there is a nced for henesty and dntegrity,
ggpecially in ensuring that we ave not claiming to give a ceriain approach priority for
seceplkable reasons but,in reality, are motivated by unacceptable ones. There is a difference
between respecting a patient's refusal of treatment, for example, in order to respect hiw or
her as a person and his or her rights, and adopting such an appreach merely to cut <osts.

FUNDING IN KELATION TO MENTAL HEALTH FOLICY

Funding policles significantly influence the structure, function, and developuent of
mental  health service systems. Consequently, creating, Improving, and expanding mental
health services can be facilitated by formulating funding policies Lased upon clinical and
service delivery systen objectives. However, in many mental health systems, funding policles
are inconsistent with service goals, and funding patterns hawper eiforts to make mental
health secrvices more accessible and responsive to mentally ill persons and their families.
Therefore, iU is of great importance, in planning decentralized community—based alternstives
to institutional care and regionalized services, that the financial control 1s alsoe deceaw
tralized,

Funding may be considered from two perspectives: absolute levels, and slrategles forv
shifting existing funds to address prlority needs.
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ABSQLUTE LEVELS OF FUNDING

Absolute levels of funding for mental health services are insufficient world-wide. In
light of the prevalence and incidence of mental disorders, major gaps exist hetween service
availability and needs. In comparison to other human and health negds, treatment of mental
disoerder does not command equal attemtion or priority. In the attempt to achieve sufficient
funding for mental health services, many factors must be considered, iuncluding:

- societal costs of mental iliness, and the cost-benefit of treatment ;

- velief of suffering, effective treatment, individusl self~deternination, individual
productivity:

= containing medical costs and reducing medical services utilization;

— mental health and physical well-being as equivalent values.

STRATEGIES FOR SHIFTING FUNDS

Strategics for shifting funds from centralized to decemtralized progremmes for mental
health services wvary considerably within countries and between countries, In wmany
countries, degpite an alrveady existing emphasis on community=based alternatives to
institutional c¢are, the bulk of funds goes to in-patient treatment while an even larger

proportion of individuals served (and in need) are in the comaunity. In some countries
reviewed, 704 of public mental health funds are devoted to operating institutions that serve
less than 10% of the people who receive services. A persistent over-centralization of

funding authority and funding allocation can mean that the formation of gervices in the
community is neot accomplished, thereby making it easier for the patient, family, and
providers, to continue to seek imstitutional care, Hence, it becomes of paramount importance
for policies to consider ways of ensuring the necessary flexibility to shifr fundin, from an
in-patient oriented system to a community-based systemn.

The specific implications for mental health pelicy formulation here become the need to
state clear objectives with resgpect to decentralized, individualized, and compunity-bhased
garvices, as well as 2 clear approach to the promotion of mental heslth, with the provisien
of all available financial resources. Funding strategies will be accomplished only through
an zppreciation of 21l availlable needs and resources within the cantext of a particular
community, region, or country, and the establishment of well eoordinated organizarcional
services that are aimed at enhancing the integration of service delivery, wmanagement, and
information.

FUNDING FOR PERSONAL SUPPORT PROGRAMMES

Additionally, am integrated approach te rho funding of perscnal supporl programmes must
be included in the formulation of any comprehensive mental heslth policy. [lersomnal support
may bhe defined as the socizl and finsncial support required by the mentally i1l to snable
them to live harmoniously in the commumity. It also includes the health services required
from time to time by the meutally 111. Such programmes will include, thougl uot exclusiveiy,
direct financial support in the form of disabllity penslons, social services, health care
sorvices, home cave, work and work reivaining programmes, and employee assistance Progranmes.
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With respect to personal support propgrammes, major differences exist between developed
and developing countries. In general, developed countries with a strong social gecurity
system provide similar financial aand service support to the mentally disabled as they provide
to the physically disabled. However, in pragtice, the local pricrities tend to favour the
physically disabled over Lhe mentally dissbled. This may be because of widely held negative
attitudes towards the mentally ill. The intent of such social amd financilal support is to
maintain the mentally disabled at a similar standard of living te the rest ol the
population, Established policies should atteampt to avoid discrimination against the mentally
digabled by providing the same mental and physical support to all those requiring, &upport in
the community for whatever reason. Although not achieved in most countries, a continuum ot
personal support should be provided to the mentally disabled se¢ that not all of the pevsons
raquiring support have to be identified "sick” before receiving support.

In most developing countries, little or no persenal or social support is provided for the
chronically mentally 111 living in the community. While health care is a state responsi-
Bility and no distinetion is made between physicsl and mental care, so few services are
aviilable that most of the chronically disabled live their lives without having recelved
nrofessionat support. A philusophy of mental health prewmotion uncerlying a mentat health
policy would encourage the creation and cxpansion of persgonal support progtammes In both
developed and developing countries.

SPECIAL POLICY NEEDS

A comprehensive mental health policy should take iInto account certain priority target
groups for which special needs and considerations exist. Some special lssues which nwust be
considered in the formulation of a mental health policy have been 1ldentified for three major
subproups: children and adolescents, the elderly, and young adult chromic patieats with
substance abuse problems.

CHILDREN AND ADOLLSCENTS

The largest sub—group of concern vomprises children and the youup, from birih to age 2].
This is a time of extremely rapid changes in physical, cognitive and social/emotional
development, with many Laportant motivational tashs to be mastered for nermul developuent tu
oUCur. Survey studies indicate that the prevalence of persistent and gocially handicapping
health problems among children aped 3-15, in develuped countries, is Letween 5 to 15%, and
there is reasen to believe that similar rateg exist in develeping countries. For example, 24
recent epldeminlogical study in Canada, invelving over 2500 children between the ages ol 4
and 16, found that 18% of the children showed symptoms severe encugh to be considered of
clinical significance (Urford, 1986), The disorders ineluded ueurosis, sowallzation, conudiet
disorders, and hypevactivity.

The majority of mental heslth problems in children arce quite different from adult
disorders, Very few children show severe psychotic symptoms, and degpite the long-—standing
interest in infantile and childhood autism (or pervasive developuental delay), these prollens
are exlbremaly rare and difficult to diagnose reliably., In chilchood, mental health problems
are characterized by quantitative rather than qualitative deviations from healthy or norwal
development, children often show severe difficulties in one situation but not in anoether (for
example, at school but not at home), and many problems can be seen a4 rosponscs to gpacific
situations. These characteristics indicate that the children's mental health preblems are
linked to cnviranmental factors in a more direct way than at any ether age peried, and oay be
bost understood as deviations from normal psycho=social development, resulting from disrupted
or chaotic cxperiences iu the family, at school or in pecr relationships.
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Despite the increased awareness of the severity of children's menral health problems, as
will as the resultant long-term personal, social, and financial c¢costs, there are limited
resources for dealing with these problems., The mental health needs of children receive too
lirtle attention in health education programmes, and available methods ewmployed in developed
countries focus almest exclusively on the cure or treatment of problems, despite the fact
that these procedures have been comsistently criticized as providing “too litrle, too late,
and for too faw”,

There is an urgent need to examine alternative forms of gervice delivery for youth mental
health problems, for example, by using schools, family physicians, and pediatricisns for
initial problem identification. Due to the strong linkages of childhood problems with
environmental factors, effective treatment may require the active 1nvolvement of parents,
teachers, or peers. Such approaches are quite different from most adult imferventiaons which
predominantly involve the individual client alone. As a result, clinical activities way
involve working with teachers, peers or family members rather than only with the individual
child; also, coordinating efforts of a variety of agencies or sectors which are involved with
4 given child may often be necessary.

lIn formulating 2 mental health policy for children and adolescents, serious consideration
ghould be given to the importance of developmental processes and eovironmenral factors on
mental bealth problems, and to the potential wvalue of preventing such problems througl the
gystematic promotion of psycho-social skills and personal achievement. When Attempting to
improve the system of care for this group, the following principles should be kept in mind:

- emotionally disturbed children should have access to a comprehensive array of services;

they should receive services withinm the least restrictive environment thagt is eclinically
appropriate;

their families or surrogate families should be full Partners in plaaning their service
neads;

they should ke provided with case manapgement services to assure that multiple services
ave deliverad in a coordinated manner.

THE ELDERLY

Because of their increasing number, and of the relative epecificity of many of their
mental health problems, the elderly deserve a "special place” in the elaboration of wmental
health policies. Increasingly, greater percentages of the populatiou are attaining old ape;
in Canada, approximately 9.6Z of the population is above 65 years of age; this will increase
to 11.7% after the turn of the century. In Sweden, 23% of the population will be above 65 by
the year 2025, The figures tend to be lower for developing countries and higher for many
European countries, but they are all gzolng in the same direcrtiom. In Canada, the elderly
aceount for 50% of days of hospitalization. In the U.K., 1t is expected that 75% of all
admissions to all hospitals in 1995 will be for persons 65 years of age and above. It is
known that somatic and psychological issues are much less separalte in old age than in earlier
life. One longitudinal gtudy in Sweden shows a prevalence rate of 3.3%7 for psychosis, and
17.3% for peurosis in cohorts of elderly people above the age of 70 (Harnois, 1986), A
siz—month prevalence rate study in the United States shows that for men over 65, the most
frequent psychiatric disorders are cognitive problems, phobias, alcoho! relsted problens,
and dysthymia. TFor women over 65, the order is differemt; {first phobias, next cognitive
problems, and depression. Generalized anxiety is also high in both sexes.
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Most authors insist that careful medical assessment is the corner stone ¢f geriatric
care; there is, however, a meed to go beyond pure patholopical Issues and always include an
assesgment of social, envirvonmental, and emotional factors. Such a "holisife™ appreach
makes it evident that the care of the elderly does not rest on any single protession, but
requires the input of the general practitiomer, the social werker, the comuunity nurse, and,
very often, the specialist team, including the geriatriciam, the psycho—geriatrician, the

physfotherapist, and others. Spiritval needs should also be taken 1into account. Phe
involvement of the familvy, at all phascs, should be solicited alony with that of relevant
community agencies. Because of the growing elderly population,the costs Iunerent in the

fruquent use of health and social services by this sub-group, and the impossibility as well
as the undesir— ability of providing increasingly instituticnal anmswers to their problems,
the elderly constitute a serious challenge to the health systems and to pelicy makers.

There appeats to be a comsensus develeping avound the following principles for the
provision of services to the elderly (including their families) with mental health problems:

= the nced for careful broad-hased systematic evaluationg
- the necessity to interveme rapidly;

-  the provision of a range of options with the pessibility of going back and forlh as uecds
change;

- the ncocessity for services coordination;

- the adoption of financial regulations whereby it is not =imply wmost ecenomic feor families
to rely upon institutional care for the elderly;

- the provisien of information programmes concerning aging as well as on the resgurces
available from both the government and the voluntary sector.

YOUNG ADULT CHRONIC PATIENTS WITH SUBSTANCE ABUSE PROBLEMS

Across Nortl America and im  Hurope, during the 198C's, there has been inareasing
attention paid to the cmergpence of a new generation of individuals with mental disorders —
the so-called "young adult chronie patients”. This term refers to theose younger adults,
betwean Lhe apes of 18 and 4C, and who comprise the highest risk group for mental disorders
gince the beginning of the era of deinstitutionalization.

Like many others of their generation, Lhis is a kighly webile group of individuals.
Partly hecause of the nature of their psychiatric disorders, and partly because of chanping
gocial normg, they Lend to evidence little sense of connectien with their familics, their
peers, or socinl institutions. They account for an undetermined but surely significant
number of Lhe homeless who are mentally il1l. They are said to be different from scriousiy
mantally ill patients of earlier generations in several significant ways. They tend Lo Le
more apgressive in behaviour; they sre more often in trouble with the law; Lhey account for a
disproportionate number of suicide attempts and completions. They also have a hiph fncldence
of drug and/or alcohol abuse concurrent with thelr serious mental iliness and, with their
combinad prohlems, they do not quite "fit" inte the existing service delivery systems.

New models of service must be developed with well-defiped ana realistic objectives to it
the behaviour patterns of this group. Several states and many communities in the United
States are in the process aof ddentifying the specialized service neods ob this populatiou.
Tt appears that many of these individuasls can be helped significantly if provided a range of
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diverse day—programmes tazilored tao their emotional, habilitation, and vocational neecds,
While the therapeutic community approach of many drug abuse treatment services iy sonetimes
too confrontational for many of these individuals, in modified form, it may offer the desired
degree of structure these individuals need. Key features of adequate services seem to be
flexibility, informality, easy accessibility, and supportiveness.

This group of dual-diagnosis patients are gernerally voung, rredeminantly male, single,
and unemployed. Often, they have no remaining natural support system, they have alienated or
isolated themselves frow families, friends, and otier sceisl Eroups normally used in times of
crisis. Their abuse of drugs and/or alcohol tends to increase during timeés of crisis.

It is clear that there are many sub—groups in this pepulation; however, eclear diszpnosis
is often difficult as drug use can mask deficits associated with the psychiatrie diagnosis.
There is evidence that substance abuse can precipitate psycniatric conditions, as well as
interfere with the treatment of mental illness. Research and ongoing clinical studies will
help identify meaningful sub-groups and ailow the development and woditication of interven—
tion techniques and strategies that will best respond to thelr needs, For the present,
general principles for consideration in the delivery of services to this group suouid iuclude
the following:

- & thorough evaluation vwhen they do present for services;
T community residential faciliries with related support services;

= coordinated alechol, drug abuse, and mental health gervices, and, when necessary, the
cviminal justice system,

NEW ROLES FOR THE

COMMUNITY AND MENTAL HEALTH CARE PROVIDERS

MENTAL HEALTH PROMOTION

The activities involved in forwulating a mental health poiicy willi Le diilferent for the
differeant state, vrepgional, and national levels, The roles of governments, government
departments, comnunities, and individuals will npeed t¢ be defined and/or reaefined. An
orvientation of mental health promotion should underline the process of formulatring a mental
health policy. 1t is an orientation that includeg preventiom, but is broader anc deepar,
ineluding biological and environmental health, and sgocioclogical issues. Its aims, as stated
by the World Health Organization, ineclude the prevention and rveduction of psychigtric,
neurological, and psycho-social problems (ircluding those related to algohol and drug
dependence); efforts to increase the effectivencss of general health services for appropriate
utilization of mental health skills and knewledge; and, the development of strategies for
intervention based on an increased awarenese of mental health aspects of sccial aciion and
change. A mental health promotion programme pgives central attention to the development of
ways which can help in the preservation and enhancemenr ot psychoelogical well-being at all
ages, and in the specific socio—cultural contexts of the individual communities and
countries. It requires the conmscious and continuous invelvement of a coapenity and of all or
its members to facilitate a process of enabling pecple to increase control over, and to
improve, their mental health.

Historically, the mentsl health promotion concept can Le seen to have its predecessors in
what 1s sometimes known as Human Relations Psychology and Industrial Psychology, as was
researched and put forward in the 1930's and 1540'z, The initiating concepts and principles
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of the Human Relations field were scen to overlap a great deal with the eoncepts and
principles of health promotion. These early ideas weres picked up and integrated into the
Japanese approaches to management which underscore the importance ol participation and of
long-range planning within industry. it would appear that some of the core 1ldeas of tLhe
societal process in health promotion have had a considerable auount of practical testing in
the one ficld of getting rather different types of human organisms to work together towards a
common poal.  The concept includes the possibility that it cen prove Lo be = sovurce of
criteria upon which agreed priorities can be built, a process that can be so frustrating in
the mental health field. One excremely {mportant component here is the role that is p.ayed
by information dissemination in this approach to community planuning.

However, there must be some hesitation. This ds based on the faci that the ioeas of
health promotion will require some major translation, Lranspesitioen, and other ad justments to
make the cupcepts appropriate for the mental health f{ield. Lrs plobal characteristics are an
invitation to magical and romantic thinking. It constitutes a medium in which projection of
{avored scenarlos is ecasy. Care uust be tahen not to ailow a dichotomy teo develep between
mental health promotion and response to mental iliness. However, these are raised only as
cauticns, as ap overall orientation towards bealth promotion anu wental heaith promotion can
prove to he extremely waluable in formulating a realistie mental health policy with
priorities and objectives appropriate tov any setting.

THE ADDITION OF NEW ROLES TQ THE MENTAL HEALTH ETFFORT

With the implementation of a mental health prowotion programme, pew roles will have Lo e
added to the efforts of traditional mental health teams. There are several reasons for this.

- ligalth promotlon calls for collaborative and eatalytic modes of preceeding in the
endeavors to bring about community change and develeopument. Such work has to bhe tlexible
and gencrally involves a philesophy and methoed which are different irom that feund in the
executive patterns of bureaucracies.

- lodies of knowledge are reguired which are cutside that usually found in the possession
of mental health workers.

- Special technical skills in data palhering and analysis are apt to Lbe required.

These points may be illustrated by a brief review of a health preometion programme that
was initisted in "Stirling County™, Mova Scotia, Canada, soue yestsé ago. The work ol a
Director of Community Developmeat wes integrated into the work of a local community mental
health centre. The director's mandate focused on o sesecteo froup of small hiph-rish areace
within the ceatre's catchment area and Included three specific objectives: (i) reduce
hazards, risks, and handicaps characteristic of the social envirenment of the settlemenlts,
{ii) increage the cconomic and socio-—cultural rescurces present in these environmments, and
{iii) improve the coping skills of people living in the target arveas.

In the realization of thase goals, the assistance of a wlde variety of professicnals was
roegquired by the mental health team, including an epldewiologist, gmall group mandgéencat
congultants, sociologists, cultural anthropolegists, sconomiscts, and  others. These
individuals were called upom at the planning stage and again from Elwe o Llme dn monitoring
the progress of activities and the resolution of proklems. Juch an approach highlights the
noed for inter—sectorial cooperation as well as an expansion ol the aclivitien Lypically
undertaken by mental health professiomals. 1t is a multifaceted exercise that necessitates
community and citizen participation inm a diverse range of asetivities Including educatiou,
training, research, lepislation, policy coordimalion, and community development. L[t 1s an
orientation which can provide a foundation for mental health policy and, ullimstely, a
mentally healthier community.
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ROLES OF PROFESSIONAL, PARA-FROFESSIONAL, AND NON-PROFESSIONAL
MENTAL HEALTH CARE PROVIDERS
A shifting focus of interveation from the institution to the community, wnd tne iuncreased

participation of the community and its eitizens in the development of mental health services
will have far reaching effects. It will require a vedefinition of the roles ot wmany buentsl
health care providers, he they professional, para-professional, or non—professional. Tha
roles of traditional community mental health core providers will =iso Lo influencec if there
is less recourse to institutions, whose roles will slsa be evolving.

The redefinition of roles will wvary from country to g¢ountry and will be further
influenced by the size of mental health care resources (both public and private), as well as
by sueh issues as professicnalization and unionization.

Prefessionally trained mental health care providers have traditionslly played and
continue to play a paramount role in the provigion of institutionally-based services; Lany of
them have also shown leadership in promeoting the development of community-based mental healtch
services (sccially-oriented psychiatrists have becn the leaders of the ltalian Mental Heal:tl
Reform). It must be recognized that transferring the focus of intervention to the community
often implies 2 blurring of roles and strong delbates coucerning issues sucl, as power,
hierarchy,control and leadership.

In the formulation and implementation of mentcal healeh policies, many Zssues will used to
be fully discussed and explored. Ipcluded will be philosophical and organizational issues
relating to possibly conflicting views over the mission of comiunity mental healtlh ceutres,
eommunity boards governing menral health services, and the adoption of an approach to provide
trestment in the least restrictive environment. Within conmunity tezms, cousensus will be
needed to define responsibilities and leadership roles. Basic and continuing education
programmes will be the prerequisite for the preparatiom of professionals for coumunity=basced
freatment programmes. University faculties will need greater knowledge of the public sector
for inclusion in tralning programmes, and training in psychilatry and psycholopy will have to
be reinforeed for members of primary health care toams., An introduction to psychopathelogy,
the idea of prevention as regards mencal health, knovledge of care methods in psychiatry, the
organization of the system for preveuticn and care, and the lepal aspects of psychiatry will
be essential, These questions should be sddressed by all professicnals who work in the
mental health field, and probably more gpecifically, by psychiatrists, social workers,
psychologists, and psychiatric nurses,

Meutal hospitals have traditionally employed Jlarge numbers of parva=professional and
non—professiongl mental health care workers., This varies widely within eountries and betweeu
countries. In developing countries, these mental health care workers olten provide Lie core
of mental heslth care services and must work closely with traditional health care systems
that are in place. In countrles where a range ol services exists, thoere can bLe wide natiounal
variations concerning the status of professional and non-professional staff; this can range
from that of civil servants to unionized or to non—unionized status.

In ¢ountries where labour unions vepresent the interests of para-professiomal and non-
professional mental health care providers, doubts have been expressed concerniug the
metivation behind the shift from jinstitutiomal to community-based nodels for mental health
services, The labour movenent often views such a shift as g disgulsed uttempt by povermuents
Lo save money and have also expressed concern abouf iscues relating te job security, job
deseription, and the protection of gains for members obtained through vears of coilective
bargaining. Conversely, the motivation of labour unions to resist efforts to change frouw
facility-oriented sorvices has been questioned.
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Nevertheless, for an efficient fuanctioning of services, the morale of health workers is
an important factor. To work im an institution which iz being denigrated snd run down can
be depressing for the workers and this can adversely affect rhe health of the patients. 1f,
on top of this, the workers fecl they sre heing taken advantage of by lesing some of the
priviledpes they have pained over the years, this adds to their depression. It 15 ipportant
therefore that the staff, through their unions, feel involved in an active way in the change
and do not feel like helpless pawns being thrown about and caben advantape of by the systoe.

The feasibility of mental hecalth policies actually leading to change csn therefore be
preatly augmented if the concerns of the lalbour movemeat are taken into account from the
start. If, for example, the number of hospital heds will be reduced, then planning should
include the possibility of deploying these health: care preoviders in new sellings.
Comprehensaive planning will pay attention to the individual careers, the new job descrip-
tions, pension plans, and retraining programmes feor the affected staff.  Sultable consulta-
tion will have to be undertakenm to meet the nceds of the staff which will be necessary to
pnsure their ability to continue providiog good mental health c¢are, ana to aveid the
Imprassion that new policies disadvantage workers in institution based programmes for having
careled on with traditional modes of service delivery which have been in place for a century,
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Annex 2

COUNTRIES, STATES, AND REGIONS REVIEWED

Dacumentation pertaining to, presentations concerning, and reviews of the current
organization and practices with respect to the delivery of nental health sevrvices as well as
activities undertaken in forwulating mental health policies from 23 countries, stateg, and
regions, formed the basis for the identification ot those iggues found ro be important and
warranting dinclesion in this report. Those reviews looked at the following countries,
states, and regions:

Austria India Spain

Belgium Netherlands Sweden

Botswana Noruay Tanzania

Canada Panama Uganda

France Foland United Kingdon

Germany Portugal United States of America
Greece Tuebeac Zambia

Italy Rwanda

. |
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