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Abstract

The Planning and initial implementation of a community mental health programme
& in parts of Lalitpur district is desciibed. The need t> develop such a programme within the
structure of an existing primary health care project is highlighted.
The six major components ©f the pregramme: community invovement, training,
case finding, weekly clinics, record keeping and research are described. The potential for
replication in other arcas of Nepal is stressed.

® Introduction

Community Mental Health is not a new cencept. In 1978 at Alma Ata, of the eight
components considerd necessary for community health, “'promotion of niental health © was
included. (1) Befare and since that time the Wo:ld Health Organisation in ot lcast seven
countries {2) and other national health services in every continent have experinented with
various models of community mental health care (3- 8). Some of these have sought to

-k provide specialist psychiatric services in a cammunity setting. Others particaterty in Asian
e Y

2 and African settings have sought to tiuly integrate mental health caig into primary heaith
$ care services. There are many documented reporis of these services, scme of which have
expanded to district, state or national level. {3.9).

The Indian National Mental Health Programime of 1982 (10} strongly cmphasises a
community model of “minimum mental health care for ali’” with community patticipation in
the sarvice development.

¥ Mental Health Programme, United Missiop to Nepsi, Bex 126, Kathzady.
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(n MNepal also there bas baen discussion and comment on the need for dispersed
mental health services within the community (L1, 12). This takes on particular relevance in
rural Nepal where terrain and transportation difficulties, as well as other factors make
attendance at a centralised treatment centre difficult.

Multiple epidemiological studies in many countries have shown remarkably
congistent incidence and prevalence rates of major neuropsychiatric illnesses {13 - 16},
These have been echoed in Nepal in an epidemiological study carried outin Bhaktapufg
district (17).

This paper describes the first attempt to implement such a community memtal feshy
programme within Nepal and documents the first year's experience of an on - going
programme.

Dascription of the project area

Lalitpur district is situated to the south of Kathmandu and ircludes koth hill ang
valtey areas. United Mission to MNepal {#MN) has had an integraled community health
programme functioning in parts of this district for approximately 13 years. while the rest of
the district has besn served by the HMG Department of Health Services, The population o
the district is approximately 210,000 and the approximate non urban population serviced by
tho {MN‘s services in 82,000. At the start of this mental health programme the UMN'S
services were based on four health posts and 5 MCH sub centres, with staffing of Health
Assistants, Caommurnity Medical Auxiliaries, Assistant Nurse Midwives, Villege Heall
Workers and supervisory staff along HMG guidelines.

Though Lalitpur is close to Kathmandu thers are some areas in the south of thi
district which present problems similar to other remote areas of Nepal. p

services in the Lagankhel Mental Hospital if required.
Early Planning for Community Mental Health in Lalitpur

In the eatly discussions about community mental bealth service provision if
this area, an integrated phifosophy was determined to be the mast appropriate.

Prefiminary work included multiple field visits, which included discussions Wit:
health workers and community leaders within the area, in an efforl to orientate tea
mzmbers and bring the mantal health nceds of the communily into focus. in this planninj
process the support and discussion with administration of the UMN community healthl
project and the Government psychiatrists at the mental hospital were vital.

—38-



Alongside the implementation of the service aspects of the programniz 2 prevalence
study was planned. This was done because it was considered that for the wicer acceptance
of a mental health programme eatr ly service provision was an esseniial component. Several

earlier research studies carried out by different agencies in the same zrea, having not
resulted in satisfactory sorvice provigion had caused some frustraticn in the community.

For the prevalence study a Nepali translation of the indian Psychiatric Survey

gchadule (18) was used with modifisations. (sce aprendix). It was hoped that this
questionnaire wolild be administered by Village Health Workers in the course of their
reguiar visits to each houss, and that prevalence rates could then be caleufated. in the
event, the administration of this questionnaire was vaiy difficult for the Villsge Health
Workers for several reasons and the prevalence study had to be abandoned as unworkable,
after about & months,

However by this stage service facilities were already functioning and this paper will
describe in more detall these activities,

Programme activities

These six componanis were undertaken concurrantly.

(1) Community involvement

Discussion with the community and invcolvement by them was sought an every
possible occasion, In particular through Village Health Committee mestings; house visits
to suspected mentally ill people; non formal education; seminars; visits to local schools;
individua! discussiens with community leaders: and where possible with faith healers,
shop owners and social waorkers, as well as with refatives and patients attending ths
health posts for other reasons.

(2) Traming

During the firstseven manths of the program, clinical contact and training for
Health Assistants and Community Midical Auxiiiaries was undertaken through the weekly
hezlth clinics, with teaching ssssions for Village Health Workers organised on a monthly
bas:s. For Village Heaith Warkers this was initially based around the modified Indian
Psychiatric Survey Schedule on case finding by syreptom detection. Larer this wes changed
1o tecching on particular disgnostic groups. Some individual sessions on specific topics
as an introduction to the programme were undertaken in these early months for centrad
office and field staff.

The second stage of training for supervisery znd curative health steff consizted el a
73 or 85 day block training, each block consisting of only four staff of approximately the
game lavel.

Training methods included @ stieng clinicsl bias with much paticnt contact {miada
possible by the kind cooperation of the Government Menta! Hospital).

More form-| teaching of disgnosiiz snt:iies was based aicund cases sizaand
diszsssion. Role playing was alse found to be uscfu



Content included prevalence and indentification of mental illness; intreductiog
to brain functions and behaviour; practical issues of mental health care in the community
mental health assecssment of general medical patients; rehabilitaetion and communit,8
education and segssions on each of the target conditions chosen

-Psychesis, Ncurosis, Depression, Mental Retardation, and Epitepsy. ‘
Pre and post tralning assessment was also undertaken, and thers was opportuniti
given for discussion of other topics as students wished.

To facilitate training and &s an on-going resource a menta! health manuval suitabl:g
for this fevel of health worker was preparad, drawing heavily from manuals of mentz/B
health prepared for other levels of health workers in India {19,20).

Fellowing block training, a mental heeaith newsletter and occasional seminars havi
continued the training process.

¢3) Case finding

As discussed above, this was initiatly planned around the use of the medified Indiaig
Psychiatric Survey Schedule questionnaire by the Village Health Workers. Later, whey
this was ahandoned Village Health Workers were still encoureged to identify and refe
suspected mecntaily ill in their areas. In addition a programme of visits by both Villagd
Health Workers and Project Staff to certatn key individuals (key informants) in ths
panchayat was undertaken, The modified Indian Psychiatric Survey Schedule was alsy
used in these interviews by the staff member along with more informal discussion aboy
mental iliness and any suspected mentally if] in that community.

People attending the heatth posts were also informed of the programme and asked
about known mentally i!l. -

Non medical health post staif were foundto be extremely helpful in identifying
potential patients living in their community and proved a major sauice of referrals. As thy
programme gained momentum it was also found that successfully treated patients anc
their familics were motivating other patients to attend.

(4} Weekly Clinics

Initially in two health posts {one in the valley and one in the hills) and latter in a
four UMN health posts and onc MCH sub centre regular mental health clinics wen
established. This allowed for close supervision by the team initiatly. With graduall§
increasing autonomy being handed over to Heabth Aszistants and Community Medica
Auxiliaries, as their training allowed and as their skill and confidence increased)]
Potential patients identified were referred to these clinics, assessed and treated @
appropriate.

In seaking to provide psychotiopic medication for health Posts, o Jimited drug s
was desided on, taking into account cost, availability, safety and WHO recommendations
As phenobarbitone was already available in the Health Posts, parmission was sought tof
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v chlorpromazine 50 mg amitriptyline 25 mg and trihexyphenidy! 2 mg to the

'ﬂ.dd ’on Y ilable drugs. Initially onty the visiting psychiatrists were permitted to prescribe

1:: oérjsz‘bu! after block training this was extended to include Health Assistants and
' ‘.ié;oemmunity Medical Auxiliaries, under supervision.

(5) Record Keeping

Standardised record sheets were implemented for mentally ill partients, to allow
;.accurate data to be simply and quickly recorded. Where possible the use of check lists
‘.'{e. g. for symptoms) were used 1o facilitate faster recording and to highlight important
g management issues. Again we were indebted to the previous work done in this ares by
B 1he community mental Healthy unit of 1the department of psychiatry NiMHANS Bangalore,

®(6) Research

The use of standardised record keening allowed for the collection of dataon

:batients sean, Some examples are distance of residence from ireatment facility; duration

of illness; mode of anset, symptoms; previous treatment sought: family history, past

hjstory and family structure. Dettils of 1he data coliscted will be made availahie
folsewhete. The pre and post training assessments altowed for research into the level of

Wbackground knowtedge and attitedes of the health workers about menial healih issues.

B Discussion

By the completion of the first year of this programme 150 mentally ill patients had
Bbeen seen. From an estimated 27, major newropsychiatrically ill in the community it would
#be expected that there are approximateiy 1€40 mentally persons in the project area. This
5 means that the piogramme has so far identified approximately 9" of the seriously ment-
atly ili in this area. The vast majority receiving medical treatment for the first time.

It is considered, though much work remains, that an encouraging start had been
Pmade, 1ssues such as distance from treatment factlity, and community attitedes are {eitto
Fhave been among the important factors in influencing attendance for vreatment.

There were initially some misgivings on the partof the primary health care staff
fto involvement in mental health care, and what this might involve and expose them to.
f hese attitudes reflected commonly held belicfs about mental illness. its cesuses and
ghature. As the programme has developed, staff acceptance has alsao grown, and certain
individuals have taken » special interest in this area of their work.

in general, acceptance of the piogramme by the community veried in differsnt
viltages, and amonnst different groups. However where there bes been noteble tieatment

FUCCESSES convtnity Intorest and acceptacce has often dramaticontly increaced, [t appears
hat such o visabla ¢

235 78 very impartant 1o the pronrammes promaotion in an area,
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The Way Ahcad

Despite an encournging starg, major challenges remain, Case idantif] \.cmun methiodd
motivation for the conydation of treatiment; community and family atiitudes 10 tha mentaly
H. and their rehanilifniion; contfnued stimulation of st'f enthusiasm and the need g
train neys staff gz ihiey joiin tho programme all piesent challenges,

v
oh, s

o

sues that need sddressing includs compunily and hea

influencing patient care;, prevelznce of mental {liness; syndrin
> of traditional nealors in mental tliness and many athiors,

ericounicrad; the role

fa conclusion, this programme offers the mental hestth plannos of Nepal, o
reodel of mental healih service delivaery thatean be made available atrelatively low coff
t the rura! popuiation of Napal, The next few years hold excitng potential for innova

_.\
—

developments,
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