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Scaling up mental health
services at district level

Lessons from district care systems
in Ghana, South Africa and Uganda

The purpose of the Mental Health and Poverty Project is to develop, implement and evaluate mental
health policy in poor countries, in order to provide new knowledge regarding comprehensive multi-
sectoral approaches to breaking the negative cycle of poverty and mental ill-health.



Scaling up mental health services at district level:
Lessons from district care systems in Ghana, South Africa and Uganda

What do we know about district mental
health service delivery in African countries?

Decentralization and integration of mental health into primary health
care at a district level forms the core of many mental health policies in
LMICs. A situational analysis conducted by MHaPP in Ghana, South
Africa, Uganda and Zambia, however, indicates such processes are at
different stages with varying degrees of success. The following was
observed:

« Mental health is under-prioritized with none of the districts having
a mental health plan in place.

« South Africa provides a greater degree of decentralized care with
respect to dedicated psychiatric beds and availability of
psychotropic medication at district level, while limited resources in
Ghana, Uganda and Zambia mitigated decentralized care. These
limitations included few mental health specialists in Uganda and
none in Ghana and Zambia, insufficient supervision, training and
support of primary health care (PHC) personnel and limited and
inconsistent access to psycho-tropic medication.

\‘(\p‘oving Mey,




« Community-based rehabilitation programmes were
limited or non-existent in all of the study districts
suggesting that, even in middle-income countries like South
Africa, effective services for de-institutionalized care of
patients with chronic and serious psychiatric disorders are
not in place.

o There is an almost exclusive emphasis on the treatment of
less common psychotic and bipolar mental disorders. There
is a large treatment gap for common mental health
disorders such as depression and anxiety.

« There s limited evidence of mental health promotion and
prevention, or involvement of other sectors in mental health
care.

« Traditional explanatory models of illness and use of
traditional healers to treat mental disorders is common, yet
little collaboration is evident between western-based and
traditional healing systems.

What did we do?

A multi-sectoral community collaborative implementation
framework was adopted to improve mental health service
delivery at the district level in Ghana, South Africa and Uganda.
The emphasis was on increasing both access to mental health
services as well as empowering community members to have

control over their mental health. The following implementation
framework was utilized in each of the districts:

Establish a multi-sectoral community collaborative
forum. These forums were established across all three
countries and comprised of a number of different stake-
holders representing different sectors. Regular meetings
were held within country district sites with the intent of
improving the public health priority of mental health, multi-
sectoral collaboration and mental health literacy, as well as
mobilizing resources for mental health at a district level and
ensuring that services are culturally competent and meet
beneficiary needs.

Provide training to PHC personnel in the identification
and management of mental disorders appropriate for
their level. This training was provided across all three
country sites.

Improve the capacity of community members to

identify and manage mental disorders appropriate for
their level. Community Health Workers (CHWs) were
trained to identify and refer persons with mental disorders
across the three country sites. South Africa also provided
training for CHWs in basic counseling skills and the use of an
adapted version of Interpersonal Therapy (IPT) for the
treatment of depression. In Ghana, CHWs were additionally



trained to monitor medication usage, refer acute cases and
provide family support visits as well as record socio-
demographic information. CHWSs were also trained in
Uganda and Ghana to deliver and support community
based rehabilitation programmes.

Promote community user groups. In Uganda, user groups
were formed to provide psycho-education on the manage-
ment of mental illness as well as generate mutual support
and engage in income generating activities. In addition,

they facilitated advocating access to psychotropic medicines.

In South Africa, community members were trained to facil-
itate groups for people screened for moderate to severe
depression using an adapted manualized IPT approach.
Ghana, having had little or no mental health services in the
district, created ten self-help groups in conjunction with
district and national level user and carer associations.

Ensure supervision and support for non-specialists.
Roles of specialist staff were diversified to ensure the
provision of technical and emotional support to non-
specialist PHC nurses and community-based workers. In
South Africa, in addition to an expansion of the roles of
mental health specialists to include training, support and
supervision to PHC nurses, a mental health counselor at a
PHC level was introduced to provide specific support to
CHWs in the provision of non-pharmacological treatments.

The need for increased access to mental health
services in district LMICs:




Recommendations for improving
mental health information

A community collaborative participatory approach which
embraces task shifting — which refers to capacitating non-
specialists to provide mental health care - is recommended for
improving access to mental health services at a district level. It
can assist in addressing many of the identified service gapsin a
culturally competent way at reduced cost. In addition, it can
assist in, improving mental health literacy and health seeking
behavior; mobilizing resources; reducing stigma; and, improving
community control over mental health. In the context of over-
stretched primary health care systems, in addition to training of
PHC personnel in the identification and management of mental
disorders, the following four key strategies for scaling up mental
health services at a district level are recommended:

1 Establish a multisectoral community collaborative
management forum. Establishing such forums has been
shown to be important for improving collaboration across
sectors and mental health literacy, reducing stigma and
mobilizing resources for mental health across sectors. It also
has the potential to enhance collective efforts to address the
social determinants of mental health, thereby empowering
community members to have greater control over their
mental health.

Community Collaboration:
The multi-sectoral forum as an example




2 Train local community members to supplement

formal mental health services. Increasing mental
health personnel to aid service delivery does not need
to be a costly task. Use of trained community members
to provide manualized treatments and psychosocial
rehabilitation within a task shifting supervisory
structure has been shown to be effective both in terms
of capacity to aid mental health service delivery and in
terms of cost to the system (Petersen, Lund, Bhana &
Flisher, submitted). This approach also promotes
culturally competent services given that community
members are best placed to understand their own
cultural and social realities.

Promote community user groups This appears to be
an effective means of treatment, rehabilitation and
mental health promotion at a community level as well
as increasing community control of mental health. In
South Africa, groups were formed with a view to
treating depression using community facilitators
trained in an adapted IPT approach with the support
and supervision of a mental health counselor. The
effects suggest this package of care has the potential to
close the treatment gap for depression at minimal cost.

Participants in the groups not only demonstrated
significantly reduced depression scores compared to
controls but they also appeared to have developed
strengthened social connections — leading to better
social support, increased coping skills, increased
knowledge and greater agency over their own lives
through pro-active behaviours (Petersen, Bhana &
Baillie, submitted). In Uganda, the groups have helped
the mental health service users and carers receive infor-
mation on mental iliness, cope with their illnesses as
well as find avenues to help them lead a productive life.

Establish a supervisory support structure. For task
shifting to be effective it is essential that non-specialists
are provided with supervision and support from mental
health specialists.. supervisory support structure is put
in place. In South Africa, the introduction of mental
health counselors with a lower level training than
psychologists at PHC level was found to be a cost
effective means of providing technical and emotional
support in non-pharmacological care and treatment to
community-based workers (Petersen, Lund, Bhana &
Flisher, submitted).



Addressing Common Mental Disorders (CMDs): The case in South Africa
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Where can | find out more about this issue?
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