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C H A P T E R 1

Global mental health:
the context

Introduction

Mental health problems are common, with over 25% of people world-

wide developing one or more mental disorders at some point in their life

[1]. They make an important contribution to the global burden of disease,

as measured by disability-adjusted life years (DALYs). In 2004, for exam-

ple, neuropsychiatric disorders accounted for 13.1% of all DALYs world-

wide, with unipolar depressive disorder alone contributing 4.3% towards

total DALYs. In addition, 2.1% of total deaths worldwide were directly at-

tributed to neuropsychiatric disorders. Suicide contributed a further 1.4%

towards total deaths, with 86% of all suicides being committed in low- and

middle-income countries (LAMICs) each year [2]. A systematic review of

psychological autopsy studies of suicide reported a median prevalence of

mental disorder in suicide completers of 91% [3]. Life expectancy is up to

20 years lower in people with mental health problems than in those with-

out, due to their higher levels of physical illnesses and far poorer health

care [4]. Mental health problems therefore place a substantial burden on

individuals and their families worldwide, in terms of both diminished qual-

ity of life and reduced life expectancy. The provision of any (let alone high-

quality) mental health care is vital in reducing this burden [5].

It is in this context that the aim of this book is to present guidance on

the steps, obstacles and mistakes to be avoided in the implementation of

community mental health care, and to make realistic and achievable rec-

ommendations for the development and implementation of community-

oriented mental health care worldwide over the next 10 years. We intend

that this guidance will be of practical use to the whole range of mental

health and public health practitioners at all levels, including policy makers,

commissioners, funders, nongovernmental organizations (NGOs), service

users and carers. Although a global approach has been taken, the focus
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is mainly upon LAMICs, as this is where challenges are most severe and

most pronounced.

What is community-oriented mental health care?

How can we understand and define community-oriented mental health

care? Historically speaking, in the more economically developed countries,

mental health service provision has been divided into three periods [6]:

1 The rise of the asylum (from around 1880 to 1955), which was defined

by the construction of large asylums that were far removed from the

populations they served.

2 The decline of the asylum or “deinstitutionalization” (after around

1955), characterized by a rise in community-based mental health ser-

vices that were closer to the populations they served.

3 The reform of mental health services according to an evidence-based

approach, balancing and integrating elements of both community and

hospital services [6–8].

One particular approach that can be useful is the “Balanced Care

Model”. This is the view that there is no strong evidence that a comprehen-

sive mental health service can be provided with inpatient services alone,

nor with community services alone. Rather there needs to be a careful

balance of community-based and hospital-based care. The precise mixture

of these elements needed will be quite specific to any particular time and

place. Nevertheless, the Balanced Care Model is based upon a set of fun-

damental principles, namely that services should:
� be close to home
� provide interventions for disabilities and for symptoms
� be specific to the individual needs
� reflect the priorities of service users
� include both mobile and static services.

In practice these principles will usually mean that most mental health and

related services will need to be provided in settings close to the populations

served, with hospital stays being reduced as far as possible (in number

and duration), and that over time a progressively greater proportion of

the mental health budget is spent upon community rather than hospital

services [9].

The resources available in LAMICs are so far below those in high-income

countries that the Balanced Care Model is organized in a tiered way to

indicate service developments that are feasible and realistic at difference

levels of resource. For example, the number of psychiatrists per 100 000

population is 5.5–20.0 in Europe and 0.05 in Africa, while there are

87 beds for the same population in Europe compared with 0.34 in Africa,
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and the proportion of the total health budget dedicated to mental health

is 5–12% in Europe and less than 1% on average in Africa. Therefore, to

take each resource level in turn:

1 In low-resource settings, the focus is on establishing and improving

the capacity of primary health care facilities to deliver mental health

care, with limited specialist back-up. Most mental health assessment

and treatment occurs, if at all, in primary health care settings or in re-

lation to traditional/religious healers. For example, in Ethiopia, most

care is provided within the family or close community of neighbors and

relatives: only 33% of people with persistent major depressive disorder

reach either primary health care or traditional healers [10,11].

2 In medium-resource settings, in addition to primary care mental health

services, an extra layer of general adult mental health services can be

developed. This consists of all of the following five categories: outpa-

tient/ambulatory clinics; community mental health teams; acute inpa-

tient services; community-based residential care; and work, occupation

and rehabilitation services (see Appendix A for further descriptions of

these services).

3 In high-resource countries, in addition to the services indicated for

points 1 and 2, as more resources become available, more specialized

services can be provided, in the same five categories. These may in-

clude, for instance, specialized outpatient and ambulatory clinics, as-

sertive community treatment teams, intensive case management, early

intervention teams, crisis resolution teams, crisis housing, community

residential care, acute day hospitals, day hospitals, nonmedical day cen-

ters, and recovery/employment/rehabilitation services. It is this Bal-

anced Care Model that is used here as the overall framework in consid-

ering community-oriented care. This model is described in more detail

in Chapter 10.

In low-resource settings, community-oriented care will be characterized

by:
� A focus on population and public health needs.
� Case finding and detection in the community.
� Locally accessible services (i.e. accessible in less than half a day).
� Community participation and decision-making in the planning and pro-

vision of mental health care systems.
� Self-help and service-user empowerment for individuals and families.
� Mutual assistance and/or peer support of service users.
� Initial treatment by primary care and/or community staff.
� Stepped care options for referral to specialist staff and/or hospital beds if

necessary.
� Back-up supervision and support from specialist mental health services.
� Interfaces with NGOs (for instance in relation to rehabilitation).
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� Networks at each level, including between different services, the com-

munity, and traditional and/or religious healers.

Community-oriented care, therefore, draws on a wide range of practition-

ers, providers, care and support systems (both professional and nonpro-

fessional), though particular components may play a greater or lesser role

in different settings depending on the local context and the available re-

sources, particularly trained staff.

Fundamental values and human rights

Underpinning the successful implementation of community-oriented

mental health care is a set of principles that relate on the one hand to

the value of community and on the other to the importance of self-

determination and the rights of people with mental illness as persons

and citizens [12, 13]. Community mental health services emphasize the

importance of treating and enabling people to live in the community

in a way that maintains their connection with their families, friends,

work, and community. In this process it acknowledges and supports the

person’s goals and strengths to further his/her recovery in his/her own

community [14].

A fundamental principle supporting these values is the notion of peo-

ple having equitable access to services in their own locality in the “least

restrictive environment”. While recognizing the fact that some people are

significantly impaired by their illness, a community mental health service

seeks to foster the service user’s self-determination and his/her partici-

pation in processes involving decisions related to his/her treatment. Given

the importance of families in providing support and key relationships, their

participation (with the permission of the service user) in the processes of

assessment, treatment planning, and follow-up is also a key value in a

community model of service delivery.

Various conventions identify and aim to protect the rights of service

users as persons and citizens, including the recently ratified United Na-

tions (UN) Convention on the Rights of Persons with Disability (UNCRPD)

[15] and more specific charters such as the UN Principles for the Protection

of Persons with Mental Illness and for the Improvement of Mental Care,

adopted in 1991 [16].

These and other international, regional, and national documents spec-

ify the right of the person to be treated without discrimination and on

the same basis as other persons; the presumption of legal capacity unless

incapacity can be clearly proven; and the need to involve persons with dis-

abilities in policy and service development, and in decision-making which

directly affects them [16]. This book has been written to explicitly align
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with the requirements of the UNCRPD and associated treaties and con-

ventions.

How information has been gathered for this book

This book has been produced by taking into account the key ethical prin-

ciples, the relevant evidence, and the combined experience of the authors

and their many collaborators. For the Africa region, for example, an ex-

pert survey was conducted to collect information on the experience of

colleagues who have been active in the last decade in developing mental

health services. In relation to the available scientific evidence, systematic

literature searches were undertaken to identify peer-reviewed and grey

literature concerning the structure, functioning, and effectiveness of com-

munity mental health services or obstacles to their implementation. These

literature searches were organized for the World Health Organization’s

(WHO) regions, reflecting the locations of the book’s authors. Yet there

are limitations to this approach; in particular, the WHO Eastern Mediter-

ranean region was not fully represented. Also, as this book focuses upon

adult mental health services, it does not directly address the service needs

of people with dementia or intellectual impairment, or of children with

mental disorders.

Systematic literature searches
Systematic literature searches were conducted for the different WHO re-

gions to identify peer-reviewed and grey literature. It was important to

search for grey literature for two reasons. First, an underrepresentation in

databases of indexed journals of publications from LAMICs has been iden-

tified [17, 18]; work conducted in such countries may therefore be found

elsewhere. Second, reports produced by government bodies and charities

concerning the development of community mental health services may

contain valuable information concerning lessons learned, but are unlikely

to be found in databases of peer-reviewed journals.

A search strategy was devised with the help of a specialist mental health

librarian. This was carried out in each WHO region according to local ex-

pertise and resources. For each region, searches were limited to studies

in humans, studies conducted in the relevant countries, and studies pub-

lished in languages spoken by the relevant authors; for instance, for the

chapter on the European region, studies were limited to those published

in English, and for the African region studies in English and French were

included.

Table 1.1 provides an overview of the search methods for each region.

As an example of the regional searches, a detailed overview of the search

methodology employed in the Africa region is provided in Box 1.1.
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Box 1.1 Literature search strategy for the Africa region.
MEDLINE, EMBASE and PsycINFO databases were searched using the following search
terms: (community mental health/or community mental health centers/or community
mental health services/) OR (community care.mp. [mp = title, abstract, heading word,
table of contents, key concepts]) OR (mental health care provision.mp. [mp = title,
abstract, heading word, table of contents, key concepts]). The following key words
were also used to search for relevant articles: (community mental health teams OR
CHMT OR case management OR assertive community treatment OR assertive
community outreach OR early intervention OR home treat∗ OR crisis hous∗ OR crisis
resolution OR crisis support OR acute care OR acute day care OR inpatient unit∗ OR
resident∗ OR balanced care OR primary care/(Subject heading) OR rehabilitation OR
outpatient OR ambulatory) AND (mental OR psychiatr∗) AND (africa or african).lo.(In
MEDLINE and EMBASE, the suffix “cp” (country of publication) rather than “lo”
(location) was used). The search was limited to English or French publications.
Publications relating to services for children, the elderly, substance misuse, or people
with intellectual disability were excluded. We also excluded mental health service
interventions in a post-conflict context. Obtained abstracts were independently assessed
for relevance by two contributors. We then attempted to obtain the full papers for all
abstracts designated “relevant” or “possibly relevant” by either reviewer.

Google was searched on 02/11/2009 using an advanced search as follows:
Words: community mental health (in the text of the page) AND individual African

countries. Limits: PDFs (hits in any language, but only selected English or French pages).
Searched for papers relating to “development” or “evaluation” of overall mental health
services (i.e. not specific interventions or groups). NOT children/adolescents. Newsletters
and journalistic pieces excluded. If �300 hits, then searched within hits for
“development”.

In addition, references of obtained articles were checked for other relevant articles.
The last five years of the following journals were manually checked for relevant articles:
African Journal of Psychiatry, South African Journal of Psychiatry and International
Psychiatry.

MEDLINE was searched for every region. Other databases searched were

EMBASE, PsycINFO, LILACS, SciELO, Web of Knowledge (ISI), World-

Cat Dissertations and Theses (OCLC), and OpenSigle. Searches, adapted

for each database, were for MESH terms and text words relating to com-

munity mental health services and severe mental illness. Other elec-

tronic, nonindexed sources, such as the WHO, Pan American Health

Organization (PAHO), WPA, other mental health associations, and

country-specific Ministry of Health Web sites were also searched. Google

was searched for PDFs published in European and African countries

which contained the words “community mental health”. The titles, ab-

stracts, or Web pages of identified grey literature were scanned in order

to identify publications relating to the development of community mental

health services.

Electronic searches were supplemented by searches of the reference lists

of all selected articles. Hand searches of issues from the past five years of
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three key journals relevant to Africa (African Journal of Psychiatry, South

African Journal of Psychiatry, and International Psychiatry) were also con-

ducted. In addition, key texts were identified: these included relevant pa-

pers and book chapters published by authors of the current work [20–25]

and a special edition of the Lancet on Global Mental Health [26–31].

WHO publications which provide information regarding community men-

tal health services worldwide were also sourced [5,32–34].

Expert survey
For the Africa region, original research was conducted in order to

supplement published data. Twenty-one regional experts completed a

semi-structured, self-report questionnaire concerning their experience in

implementing community mental health care in sub-Saharan Africa. The

experts were from eleven countries and one NGO active in several coun-

tries across sub-Saharan Africa. Further details of the questionnaire are

given in Box 1.2 (see also Appendix B for survey questions).

Box 1.2 Regional expert questionnaire in the Africa region.
The main aim of the questionnaire was to obtain details of experience implementing
community mental health care in sub-Saharan Africa, in order to supplement
information available from published reports. We made use of the World Psychiatric
Association regional Africa meeting, held in Abuja in October 2009, as a starting point
to contact leaders in mental health care from across sub-Saharan Africa. The
snowballing technique was employed by asking respondents to recommend further
contacts. Additionally, we contacted the WHO Regional Office for Africa in Brazzaville,
Congo, to ask for details of any innovative programs of mental health care being
implemented in the region.

The questionnaire is detailed in Appendix B. A French translation was sent to
contacts in French-speaking countries.

We attempted to contact 41 experts and received 21 responses to our questionnaire,
from the following countries: Cote D’Ivoire (1), Kenya (3), Liberia (1), Malawi (1), Niger
(1), Nigeria (3), South Africa (3), Sudan (1), Tanzania (1), Uganda (3), Zimbabwe (2) and
an NGO active in several countries across sub-Saharan Africa. We were unsuccessful in
obtaining any response from a further six countries in sub-Saharan Africa. We made use
of our own knowledge of the situation in Ethiopia, supported by discussions with
Ministry of Health officials. A limitation of the study is that we did not have contacts in
every African country.

Of the respondents, nine were from academic departments (seven of whom were
Professors or Heads of Department), three were involved in national mental health
programs, one worked with the WHO and another as mental health advisor to the
Ministry of Health, three were national or regional representatives of mental health
organizations, and two respondents were from mental health NGOs.
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Key points in this chapter

� Mental health problems are common and pose a huge burden for popu-

lations, patients, and their families worldwide.
� This book uses the Balanced Care Model in considering community-

oriented care, in which services are provided in community settings

close to the populations served, and hospital stays are reduced as far as

possible.
� Underpinning community-based mental health care are the principles of

human rights and equitable access to services for patients in their own

locality in as least restrictive an environment as possible, in particular the

new overarching human rights of the United Nations: the Convention

on the Rights of Persons with Disabilities.
� Information was gathered for this book from literature reviews for differ-

ent WHO global regions, from the combined experience of the authors

and their collaborators, from an expert survey in the Africa region, and

in base upon key conventions relating to human rights.
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