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“Health for A" can not be achieved unless the mental health services is integrated in
primary health care. Psychiatric services available in Kathmandu Valley is inadequate and inacce- .
ble 1o most of the people in Nepal. Time has come to decentralize the psychiatric services to
different workers of health profession other than the psychiatr}srs. Courses on psyc.iu'arry should
be included in the curriculum of medicine and nursing in the certificate and auxilliary progra-
mmes. Experimental studies including mental health services should be started in some heaith

posts.

W. H. O. defines health as a “'state of complete physical, mental and social well being,
not merely the absence of disease”. Howaver in reality there is very little recognition of the
mental health aspects in the general healthh programmes. Mental health problem is a
world wide problem, It is increasing day by day in both the developed and devcloping couﬁ-
tries. Studies conducted by W. H. O. in 1975 state that therec are 1% of the population
suﬁ‘eriﬁg from a major mental illness at any time excluding the alcoholics and 109 are suﬂ‘criné
at some time during their life. Another report of W. H. O. expert committes states that there
are about 40 million currently suffering from mental iliness in the devcloping countries, and
most of them are not receiving adequate treatment. Mental illness causes problems to the indi-
vidual, family, community, health planner, educationists, and health care providers. Alma Ata
declaration of “*Health for All” would not be possible unlc.ss the mental health component
is integrated in the primary health care. One should not forget that ‘Promotion of Mental
Health and Provision of Essential Drugs” form one of the cight components of P.H.C. It

is quite possible that the patient receiving different health care facilities are primarily suffering
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from psychosocial preblem and that remain unnoticed in west cares. IF such problems are
recogaized in the initial stage, lots af money and time of the patient can be saved. At the

same time doctors can have time to tackle patient with serious problems more efiiciently.

Nepal -has very littlc»cpidci’niolog’ical'da!a 'ri:ialing to the distribution aﬁdt' prevalence
of menta) disorder. According to Peterstone 1977, 1 -‘2% of Nepal's population is suffering
from serious mental illness. According to Kapur 1379, 25% are suffering from persenality
and reactive disorders. Shrestha D. M. estimates that there are about 280,000 population suffe-
ring from mental illness o Nepal. But the facilitics for mental health care is very much scarce
and whatever f'acmty is prowdcd is in the capslal There is one 50 bedded mental hDSplfaE in
Lahtpur district; and 16 psychxatnc beds in Mlhtary l-Iospital in Kathmandu district and few

pm'atc nursmg homcs ruf by the psychlatnsts

There is a severe shortagc of phychiatrist and psychiatric nurse in‘bur couatry. There are
only 8- IO psychiatrists and 2 pSych-'mric nurses 18 our country, they are also workin«-in the
capital. Accordmg to 1981 census Nepal has a populat:on of 13 020 451 and 967 of people live
in rutal areas. Therefore thc ccntra]ly located psychiatric services are not accessible to the rula!.
population. As Nepal is a landlocked country, lack of transport and communication ‘15 a
major problem.. The rural psopic find- difficuity to bring -the patient to the capital-inthe carly
state of mental illness. The obstacle is more streagthened up. by the people’s atmudc of v:cwmg
mental disorders from rchgnous supessinious and magical stand pomt and thus walk for mcd:ca'l_
help only as the last resort. On the other side lack of available services at their acccss means
that the traditional hcalcrs are seen as the only source of hc}p Thcreforc thcy wander from
vﬂiagc to vniiagc scckmﬂ help l'rom tradmona‘l healers and rchgious hcads When the case seems
to be unmanagabic the paticnt 18 clthcr Iockcd or handed .over to the pohcc Vcry few pancnts

dﬂ'l\’t at Kathmandu and fcw go to India for psychnatnc trcatmcnt

Accordmn to be 6th 5 ycaf plan fargets, basic health services will bc pmvsded to the
peop]c throughout the coumry through the health posts in dd mtcgratcd manncr Buz thcrc is no

facﬂu.cs for the treatmcnt of mcma'.'.y it in this setting. Thcrc is no prov:smn of ps'jchntnc
course in the curriculim’ up to the certificate level of mcdlcmc and nursmg io thc country.

Thercfme the majonly of the pc0p]c on the health profess:on worklng in the wHavc jevel Have:

very little knowlcdge of ps)clnatry

Since the psychiatric service in our country is véry inddequate and’ inaccessible o the
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majority of itie pdpiﬂh’tibﬁ: the 'c?)fﬁmunitf ‘based: ps;'yt:]\iatric': service .integrated with primary
health care system may prove most appropnatc Thcrcforc it sccms—qmtc natural to think diffe-

rcnt alternatwcs to mcludc mcntal health care in pnmary hcalth care:

.Z_Dccen(rah?atmn of psvchmmc services. There "are very encouraging txample of different

’ :approachcs to mental health carfe in dcveloplncr countries " utilizing different category of per-
sonnel. For example rural doctors in Alexandroupolis (Greece, 1981) family health educators
and psychiatric nurses in Botswana (Africa 1930), communily in general in Nigcria {Lambo
1966), hos;;ual assistants in Sarawak (Schm:dt IC67) pub]!C health nurses in Coloribia

' .{Argandona and Kiev, 1972) medical assistants in Zambia and Uganda (Egdell, 1970).

" Psychiatrists “as Baan (1968) Baashcr (1972) Carstairs (1973), ‘Collomb: (1973) ‘have stresied
thc need for trammg mcntal health workers and pl'mnmﬂ services in the dcvc]opmg coun-
trlcs Kcnya Rwanda and Zambia are also currently making cfforts to decentralize mnental

health services and _mtcgratc them into the genicral health services;

Differént categorics of workers providing primary health care must be guided; supported
and""“su‘pé'livﬂised about essential aspects of mental health so that they could identify the
mental illness in the earlier stage, give necessary support, provide emergency psychiatric

care and refcr the case to thc appropnatc placc Penodlcal in-service education should be

‘ arranged . for this.”

2. A task oriented approach’ may be most suitable. The priority <ondition should -be laid
down, Simple task should be delegated to the less trained workers and complex task-to
the more qualificd ones. In the case of integrated health post -village health workers
could be encouraged to identify the case, give information to the family about emotional

-and social behaviour of the patient, knowing family background and.he the connecting
Jink between health post, mental “health worker and the . patients. -In casc of unintegra-
‘téd hiealth post some volunteers from the panchayat; teacher group or elderly people
could be trained for the same purpose. Even the traditional healers could be- included

" “in an experimental basis as they.are already involved in treating psychological illness.in.
different developing countries:as a botanist, pharmacist, doctors, psychiatrist, and soéial

© -workers. Auxilliary Nurse Midwife, Auxillary Health Worker;, Health Assistants could be
~trained in providing emergency .psychiatric care, group discussion, examining psychiatric

"\ patient and prescribing the essential - drugs. -
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b. There should be periodical supervision and surveiliance by.the trained personnc] .of the
care provided by the newly trained personoel.

¢. A training manual should be developed depending upan the epidemiological survey
and priority need. The manual should include examples of the patient, symptoms,

- diagnostic methods and helping approaches.

d. In the initial stage the health workess may need some emotional support to deal with

people suffering from mental iliness.

Curriculum revision and development.

In order to include mental health care in primary health care system, a curriculum on

- psychiatry shou!d be developed and implemented in bealth workers' training programme ¢.g.

in the health assistant course, certificate in general medicine, nursing, auxiilary nurse
midwife programme and so on. This will be of great importance for the future development
of mental health programme in the country. Recently psychiatric curriculum is being
included in different dcvcioping countrics. China is an example of the country where
" psychiatric curriculum is included in the mediciag (1978, 1979). Many seminars were conduc-

ted in China along with the help of W.H.O. regarding psychiatry and mental health.

Research Studies.

Some cxperimental research study of mental health care including mental health in
primary health care should be started at one or more district in the country. Depending upon

" “the evaluation of the experimental study a detailed plan to provide mental health services

all over the country can be developed. Let us review the recent development of the mental

. health care in some of the countries.

“a. In Tanzinia, mental health programme committee coordinate, meatal health educa-

tion to develop strategies and programmes for the management and rehabilitation of
mentally ill patient in the community, involving local community leaders and religious
heads.

b. During 1975 W.H.O. started conducting research with an aim to discover priority of
need and relevant provisions of psychiatric services at P.H.C. in different developing
countries. The countriés under study were India (Chandighar), Philippines (Manila).
Sudan (Khartoum Province), Columbia (Cali), Senegal, Drazil and Egypt. The stody
used a self reporting questionnaire and plesent state examination questionnaire to the
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patients attending health centre. India, Sudan and Philippines used community lcaders
ta spell the name of patient and traditional healers in their area. They found the
meatal disorders 10.8% in Columbia, 17.7% in India, IO 6% in Sudan aﬁd ]6 3?/in
Philippines. The psy chiatric priorities were psychiatric cmcrgcncms acute and chromc
psychoSts ‘atter pled suicide, effects of drugs and alcohol, grandmal cp:!cpsy, neuroses
and mental retardation. More than 50% patient in Philippines, 50% in Sudan 25% in

Y
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India go to tradmonal ‘healers for help.

c. In Botswana, the traditional role of the hospital based psychiatric care is bcmg cxpandcd
to community, mtc.grated with a primary care system: a country-wide service in 1980.
The family welfare. cducationers {village health workers} were given- 11 weeks traif:iug on
'f11otivation, prevention, management of psychiatric emergencies -and referral systam.

The psychiatric nurses were retraincd and posted to the community to promote;mertal
heaith, to prevent specific mental health problem, to identify, manage and fgllow up

.psychiatric patients within the contéxt of the family and community. Supervision of
the nurses were done by psychiatrists. The impact of the programime was that admissions
to the mental hospital were reduced to half and net saving of one tenth of the drug
cxpenditure for the country and no additional cost in the programme. ‘ . ‘

d.. In 1981, one research programme of an  experimental community mental health care
was conducted in the remote district of Alexandroupolis in Greece with the objective of
accossibility of service and continuity of care in the viliages and small towns. Educa-
tion and reorientation was given to the rural doctors to psrform psychiatric diagnosis,
drug prescription, consul;glion‘, supportive psychotherapy and referral services.

¢. In Lesotho, multipurpose héaltﬁ warkers in 120 rural'clinics are trained to identify,
manage and follow-up patient within P.}1.C. The mulhpurposc heaith workers wefe
qualificd nurse midwifes with furthes one year task orn.ntcd course. The course enabie
them to identify, manage, refer 90% of- patients wx_Lh all bealth problems including

mental health problems; nurse cliniclans also cocrdinate the training of V.H.W. in
their arcas. '
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