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Optimal mix?

1. Where the needs are there is no care
2. Funding allocation is not matching with needs
3. Location of Care is not matching with
needs



The voice of the pyramid:
we heed care where the needs are

1. Where the needs are there is no care
a) absolute lack of coverage

b) relative lack of coverage (care exists but is
not where the needs are)



Absolute Gap (lack of coverage)

The proportion of people with mental disorders
receiving treatment is far to be adequate:

a) in USA: 32.9% treated, all mental disorders
(Kessler,2005)

b) In Russia: 25% treated, depression



Treatment Gap

e Serious cases receiving no treatment during
the last 12 months

— Developing countries- 76.3t085.4 %
— Developed countries- 35.5t050.3 %

WHO World Mental Health Consortium
JAMA, June 2" 2004


Presenter
Presentation Notes
A recent WHO study in 14 countries has shown the extent of treatment gap. 35.5 to 50.3% of serious cases did not receive any treatment within the prior year in developed countries but the proportion of cases not receiving any treatment in developing countries was much higher- 76 to 85%.  
These figures should be an eye-opener to anybody who believes that mental health services are adequate in developed countries. They are not!
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Presentation Notes
If we look just at the treatment gap, we notice that even though mental, brain and substance-use disorders can be managed effectively with medication and/or psychosocial interventions, only a small minority of patients receives even the most basic treatment. Initial treatment is frequently delayed for many years. 
In developed countries with well-organised health care system, between 44% and 70% of patients with depression, schizophrenia, alcohol-use disorders and child and adolescent mental illnesses do not receive treatment.
 In developing countries, the treatment gap is likely to be closer to 90% for these disorders. 


Relative Gap (lack of focus)

* Many people receive treatment for mental
disorders but they do not have mental
disorders

e In 2003 in the USA only half of the people
who received treatment had conditions that
met diagnostic criteria (Kessler 2005)!!



The voice of the pyramid:
we heed care where the needs are

2. Funding allocation is not matching with
needs

a) Insufficient allocation
b) Inefficient allocation



INSUFFICIENCY: Burden/budget gap:
too large !




Mental Health Budget and Total health
Budget

Share of mental health budget in total health budget
of countries by income level (%) (World Bank classification)
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....where are the resources for mental
health care?

a) in psychiatric hospitals

b) in highly specialized units with no
catchment area

c) in private institutions with or without
contract agreement with public sector



The voice of the pyramid:
we heed care where the needs are

3. Location of Care is not matching with
needs

Too many psychiatric hospitals

Too many beds in psychiatric hospitals

Not enough alternative solutions for long stay users
Not enough beds in General Hospitals

Not enough Community Mental Health Centers

Not enough mental health literacy in PHC



CONCLUSION: resources are far from
needs

People need more services (more absolute
coverage)

With more efficient allocation of resources
(reversing the pyramid)

With more focus (less avoidable treatments)

People need services close to home: PHC and CMHC
(real availability)



LANCET SERIES: Global Mental Health

Benedetto Saraceno, Mark van Ommeren, Rajaie
Batniji, Alex Cohen, Oye Gureje, John Mahoney,
Devi Sridhar, Chris Underhill

Barriers to improvement of mental health
services in low-income and middle-income

countries
Lancet. 2007 Sep 29; 370(9593):1164-74.



Barrier 1: Mental health resources centralized
in and near big cities and in large institutions

 Need for extra funding to shift to community-based
services

e Resistance by mental health professionals and
workers, whose interests are served by large
hospitals



Psychiatric beds in each WHO Region and the world
(ATLAS Data, per 10,000 population)
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Presentation Notes
It is a shame that even now, after so much talk about community mental health services, two-thirds of all available beds are in mental hospitals. 
ATLAS data further show the number and type of beds available within countries for inpatient treatment of mentally ill. Europe does not do well here; the proportion here is more than 70% (Russia)
Governments should make a more determined effort to put mental health in their agenda. In fact, in spite of the availability of effective and not particularly expensive treatment for most of those disorders, a huge gap still exists between their implementation and needs worldwide. However, this is not just an issue of money but a change of paradym is urgently needed
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Barrier 2: Difficulties in integrating mental
health care in primary health care services

 Primary care workers already overburdened

e Lack of supervision and specialist support
after training,

e Lack of continuous supply of psychotropics in
primary care in many countries



Learning core competencies for
PHC

Assessment and diagnosis: simplified but reliable
GHQ, ICD 10phc, AUDIT, ASSIST, mhGAP
Listening and Support (key principles)

Treatment (simplified but evidence based)

Referral (to whom? A responsible specialist
service)

Community Intervention (community alliances)



Barrier 3: Lack of investment in secondary care:
the missing number



Severe Mental disorders determine
disabilities

Mental disabilities are chronic conditions and
require

long-term care


Presenter
Presentation Notes
READ FIRST: Severe Mental Disabilities are chronic in nature and need long term care but this doesn’t mean that such care should occur in  institutions which are inhuman and increase the disabilities of their clients. These simple considerations- concerning the respect of human rights and the need of serious processes of rehabilitation- convinced the pioneers of deinstitutionalization that institutions are not the answer to the need of long term care for several reasons:……….  


Are Psychiatric Hospital providing
adequate long-term care?

Too often Psychiatric Hospitals determine

accumulation of deficit symptoms
social isolation

ill-treatment to patients

very low cost-effectiveness

users’ dissatisfaction

Ulogm Y b =



Severe Mental Disabilities: history of a
denial

Asylum the « invented city »

Unplanned de-hospitalization
abandonment and family burden

Homelesness the diffuse asylum

Trans Institutionalization
« the imbroglio »


Presenter
Presentation Notes
The needs of severely mentally ill have been denied through different mechanisms often interlinked
The asylum where misery and violence are seen as unavoidable, change impossible, passivity a vertue and meaningless activities are called rehabilitation and sometimesexploited  work is called therapy
The large asylums have been the tradition pseudo answer to the needs of people with severe mental disabilities. If we look at the history of the response from the health sector to mental disabilities we see how dramatically bad this issue has been addressed moving from a denial to another: from the large isolated oppressive asylums to the pure and simple abandonment of the patients: expelled from hospitals for money saving reasons and abandoned as homeless (this is what happened in the 60thies when a US Governor named Ronald Reagan close down psychiatric hospitals without creating any alternative care system and so doing he created hundreds of homeless. Another denial has been the policy of “abandoning “ patients to their families without providing any serious support to family and patients so doing terrible “antibodies” have been created in the families and in society at large, anti bodies against any programme of deinstitutionalization, even when this was conceived and implemented through  serious and effective strategies and intervention (like it has been the case in some cities of the UK (London, Birmingham) or in some regions of Italy (East and Centre of Italy) or in the North of Spain (Asturias) or, I believe, in some areas of Portugal. Finally, the last type of denial has been the so called transinstitutionalization which means a simple transfer of people from a psychiatric institution to another institution (maybe equally miserable, oppressive, disabling) but with another “label”: psycho geriatric residence, social chronic institutions and so on...or even moving people from public hospitals to private institutions funded with public money!!




But why institutionalization?

e a) long term protection
* b) long term care and assistance

e c) family relief


Presenter
Presentation Notes
READ FIRST: the need of  deinstitutionalization should not leave unaddressed the deep and unavoidable reasons behind the institutions which are in general resulting from good intentions (many European psychiatric hospitals were conceived in large and beautiful parks in the middle of the town). We must stop the rethoric of psychiatrists as ennemies of the patients. Psychiatric hospitals were and are intrinsicly bad for patients regardless the good intention of psychiatrists.
A+ b+ c remain unavoidable and are functions of the institution which must be replaced. E) is true for Institutionalization but not for Deinstitutionalization



Mental disabilities are chronic conditions and
require long-term care

Deinstitutionalization

De-hospitalization
+

Long-Term Care


Presenter
Presentation Notes
READ FIRST: Severe Mental Disabilities are chronic in nature and need long term care but this doesn’t mean that such care should occur in  institutions which are inhuman and increase the disabilities of their clients. These simple considerations- concerning the respect of human rights and the need of serious processes of rehabilitation- convinced the pioneers of deinstitutionalization that institutions are not the answer to the need of long term care for several reasons:……….  


Deinstitutionalization is needed

...but
Deinstitutionalization
is more than
De-hospitalization

Deinstitutionalization is
De-hospitalization + Long-Term Care



Long Term Care=5C

Comprehensiveness: broad spectrum of offers
(psychiatric care, family support, housing,
employment, inclusion strategies)

Community Long Term Care: long term
perspective (spectrum from permanent care to
full recovery)

Continuity of care: continuity across time and
across space: ONE service

Collegiality: multiprofessional team + users &
families

Capacity: new skills are needed


Presenter
Presentation Notes
READ FIRST: A serious and well conceived process of Deinstitutionalization inplies an appropriate comprehensive long term care for people with severe chronic mental disorders  (ACLTC)
ACLTC utilizes paradygms different ftom the ones used by the Bio-Medical Model of intervention: 
comprehensiveness, continuity, collegiality, capacity building (including service users).

Note: what is amazing is that you may see excellent ACLTC experiences both in rich and poor countries because attitudes and willingness matter more than money



Axes of Psychosocial Rehabilitation

* Habitat mmm) Home ) House

o Learning, Applying Knowledge and
Communicating : > Socialization

e Social Value > Work > Employment



Presenter
Presentation Notes
A normal person and saying normal I mean a person with no or very little mental disability as we are in in this room., is a person that every morning gets up in his or her house, large, small, rich or poor...house is the fundamental habitat where we all experience our daily intimate life, alone or in couple or with children we experience in our house the sense of having a home, a place which is our place. A normal person every day leaves his or her house/home to engage in a fundamental social enterprise which is working: again rich or poor high, middle or low class everyone needs not only an earning but also the enjoyment of the social value associated with the working. Finally every normal person every day devotes little or big fraction of his or her time to engage in social relationship, friendships, affectivity, love, sex, social fun . This “normal” person doesn’t need rehabilitation because enjoys the abilities of being in his/her private space (house) or in his/her public space (work) or in his/her social space.
This is the reason why a programme of PSR should work along three main axes: house, socialization, employment. Of course the degree and the intensity of each of these three axes will depend on the age of the person, his or her education, and the severity of the disability: for example “house” may mean an independent flat for someone or an highly protected half way house for another; employment may mean being employed in the normal work market for someone or being employed in a protected working environment for another one.



Barrier 4: Mental health leadership often lacks
public health skills and experience

 Those who rise to leadership positions often
only trained in clinical management

e Public health training does not include mental
health



Barrier 5: Political will (& thus funding) for
mental health is low, because of

* Inconsistent and unclear advocacy by MH
advocates

 People with disorders not organized in a
powerful lobby in many countries

* Incorrect belief that care is cost-ineffective



Pending Issues

1. the balance (resources and weight) between
hospital and community care (hospital
means general hospital and not psychiatric
hospital)

2. community care means comprehensive care
and not ambulatory care



	What does really mean�Integrated Mental Health Care?
	Slide Number 2
	Optimal mix?
	The voice of the pyramid:�we need care where the needs are
	Absolute Gap (lack of coverage)
	Treatment Gap
	The treatment gap
	Relative Gap (lack of focus)
	The voice of the pyramid:�we need care where the needs are
	Slide Number 10
	Mental Health Budget and Total health Budget
	INEFFICIENCY
	�….where are the resources for mental health care?�
	The voice of the pyramid:�we need care where the needs are
	��CONCLUSION: resources are far from �needs��
	LANCET SERIES: Global Mental Health 
	Barrier 1: Mental health resources centralized in and near big cities and in large institutions 
	Psychiatric beds in each WHO Region and the world�(ATLAS Data, per 10,000 population)
	Total mental health beds in Europe per 100 000 population �
	Barrier 2: Difficulties in integrating mental health care in primary health care services
	Learning core competencies for PHC
	Barrier 3: Lack of investment in secondary care: the missing number
	�Severe Mental disorders determine disabilities�
	Are Psychiatric Hospital providing adequate long-term care?
	Severe Mental Disabilities: history of a denial
	But why institutionalization?�
	Mental disabilities are chronic conditions and require long-term care �
	�Deinstitutionalization is needed �
	Long Term Care= 5 C
	Axes of Psychosocial Rehabilitation
	Barrier 4: Mental health leadership often lacks public health skills and experience 
	Barrier 5: Political will (& thus funding) for mental health is low, because of
	Pending Issues

